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NurSC' consulrant for the Fanuly PlaMlng Dj\'is.on. Health and 
W.lfar.. 16My 
CHILD CARE 
Singing ...igning smiling (Samanski) 28F 


CHILDRE," 
The Canadian InstllUte of Child Health: A personal responsibility 
(Andr<:w,) 21J1 
CHI! DRE....S HOSPITAL OF EASTERN ONTARIO 
A child life program an action. 42N 
CHITTICK. R.. Mclnlyn 
Honored at CNA's aMual meeting (port) IOMy 


CHOQl"ET. Rila 
St John Ambulance Investiture. 14D 


CHl 'G, Hsin Hsin 
Nursing around the wald. WeSlern Pacific. 45Au 


CLARKE. Healber F. 
Challenging the stlrus quo. 4())a 


CLI'IICAL SPFCIALTIES 
VGH reorgamzes nursing departmcnt. 8N 


CLOAREC, Val 
Executive Director. SRNA resigned to go to Dept. of Heall!1 (port) 
S2Mr 


COFFI'II. Tri.tam T. 
St John Ambulance Investiture. '4D 


COLBFRG. B. June 
Instructor. Grant MacEwan Community College (pon) S I M) 


COLl.ECTIVE BARGAINING 
See also Labor relations 
B C. nurllies accepl two-year contract. 8Ie 
H.C nurses jOin pubJic employ<<s. UJI 
P<rsp<<ti.. (Gilcb..st, E. 3My 
Perspective (Hanna) E. 40c 
Separatt collecti\/e bargaining body for Alberta. 13JI 


COLLEGE OF r-.EW CALEDONIA. PRI'IICE GEORGE, B.C. 
Glennyce Sinclair appointed Director of the Diploma Nursing 
Program. S I My 
COLI EGE OF 'I;l RSF-'. OF ONTARIO 
Helen M. Evans. appOInted president. J70c 


(:OMER. Mary 
R<p,...ntati..s - to II>< 1977 ICN Congr.... SIMy 
COMMISSION ON GRADUATES OF FOREIGN NI.:RSING 
SCHOOLS 
Adelc Hc:rwirz appointed execun"e director. 51 My 


COMMONWEALTH NLRSES FEDERATION 
Racl><l Palm.,. PRs"kn.. S2Mr 


COMMUNICABU. DISEASES 
H..ltb bapp<ning'. 12F 
Spec..l isolation unit. 100c 


COMMLNICA TlOS 
Did you know" ". 16M, 
Laryngectomee Leaflet (Vandewater) 48Au 
List.nmg doc:, b<lp (Wmba-g. Hobson) 40S 
Singing signing smiling (Samanskl) 28F 


COMMLNIH' HEALTH SERVICES 
An analysis of the application fa the Io:oncepl of family-centered 
care in pubJic heahh nursing \lisits (Cunningham) A. 45J1 
A canng experience (Bawden) 24Ap 
Central registry for community nursing. 140c 
Community resources for the elderly: 2 programs. 
(SchaRschn.id<r) 47Ap 
Day therapy centre the role of the primary care nurse (Morlok) 
SOAp 
Frankly "",&kmg. go.mutt.nt for ..born' (Gosselin) 19My 
Id.. ..cbang. (L<Blanc. Schullz) 29My 
Listening does help (Wmberg. Hobson) 40S 
McGill Research Unit to srudy commuruty health nursing. 9Ja 
Retired nurses aid elderly an Alberta. 9J1 


CONFERENCE ON FAMILY POLIC\ 
Family life delegates examine health care. JOle 


CO'llGRESSES 
CNA rq> at..nds world food symposium, 140e 
CUNSA delegates meet in Calgary toeumine nursing and the law 
(Parisb) 16Mr 
MARN hosts first national seminar on standards of nursing prac- 
tice.6N 
MARN standards meetin
. 90 
RNAO's nursing process project underway. 8N 
Annu.al MeC'tmg of the Auoclation of CanadIan Communuy 
CoIlrres. 8J3 
Cardlo\'8.\cular nurses meetmg - Toronto Hean Foundation. 80 
A conference for SUperviSOrs. 6S 
Coping with cancer: a symposium for e
onc. 7Je 
Emergency nurses hold :sixth annual conferencc. 6N 
Forum for public health nurses. 2nd. sponsored by RNAO. 1218 
International Oûldblffh Education Association. 12Ja 
N S. occupational health nurses hold seminar. 1211 
Orthopedic nUf"òCS hold education day. I 2Ap 
Pediatric audiology workshop aids nurses. 12Au 
Thing, tbat go bump in tl>< night (Worthinglon) 190c 
Thirtieth World Health A.ssembly in Gene\'a. SWlfzerland. 7JI 
World Federation for Mental Health draws 2100 concerned 
prof...iooals (Zilm) 100c 


CONSERVATION 
Perspective (Hanna) E. IN 


CORONARY CARE l"NIT 
See Intensj\/c care facdlfles 


CORMIER. Simon< 
NBARN bolds 61st aMual m..ling. 6S 


COINCIL ON DRUG ABl'SE 
Health happerungs in the news. 13J1 


III 


CROSBY. EJizah,'b. F" 
O'llldhood diabetes. the emotIOnal adjustment of parents and child. 
20S 
CROSS\\ORD PI 77/ F 
IG"nn) 39Ja 
CROZJER. Donna Elain. 
LeclUrer. University of Alberta. l60c 


CUBA 
Health e
change program recel\/es official approval. 16My 


Cl'llNI'liGHAM, Rosella 
An analysIs of the applIcation of the concept of family-centered 
care in public heahh nursang VISitS. A. 45JI 


CI"RTlS, o.arlotl' 
Bk" ,..". S4My 


CYSTIC FIBROSIS 
Cyslic fibrosIs-camp Couchlching (SCOlt) 14Je 
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DA \/OSO.... Ju... M. 
Bk" R'". SSS 


DAVIES. Lorr..n. 
Disaster plannang. 46My 
DA WE. Sharon 
Witb CARE/MEDICO in Honduras (port) 12J. 
DAWSON, FJiza""'h 
Instructor. Grant MacEwan Community College (port) SIMy 


DAY. R.ne A. 
Bk" R'". 48J1 


DAY HOSPIT.AL. ED\lONTON. ALBERTA 
Community resources for the elderly (SctvraM'hnerder) 47Ap 


DAY THERAPY CENTRF. HAMILTON, O,'l/TARIO 
The role oi the pnmary care nurse (Morlok) SOAp 


DEATH 
AnatOl\1Y of a ð<a'b (Estabrooks) 300c 
Connection (Inns) 4JMy 
H..
b bapperungs. 12F 
0". g.ntl. man (Walsb) (port) S6Ap 
Rigbllo di.. 4SJI 


DE CANGAS. J_ 
Care VS. cuslodia]ism (Berezowsky) 36Je 
o.ar Mr" Rajahally, 6D 


DErI\ERY OF HEALTH Co\RI:: 
MARN representatives meet with cabinet. 12Mr 
NBARN holds 6Jst annual mðtlJng. 65 
Accountability (Poulin) 30F 
Otallenging the stalUs quo. 40Ja 
Family life delegates exanune health care. IOle 
Heahh exchange program receives official approval. l6\.h 
H.y, wbat about II>< kids' (Alcock) 38N 
Hospitalization tLa;og) 3SN 
New horizon for nurslflg. Part 2. Nursmg practice around the 
world. 40Au 
Ontario nurses document declinmg 51andards of cart. 14Ap 
Persp<<b" (Hanna) E. 3Au 
DESAI. Kanchan 
We took physical fitness to the county fau (by . et al) 25Je 


DE SIL\"A. Hilda 
Nursing around the world. Southeast ASia. 46Au 


DIABETES 
Olildbood d,abd.. /Crosby) 20S 
The ju\/erule diahetlc <Polowlth. Elliott) 24S 
Tn-Hosplral diabetes education centre (Laugh
. SIemer) 14S 


DL-\G'I;OSIS 
A school screening program that works (GUIT) 24D 


DICKSON. Anne 
Protective isolation unit. Montreal Genera] Hospital. 26Au 


DI E R. Kalhl..n A. 
A.ssocute dean. UmvO'"Slty of Alberti. J. . 


DISASTERS 
See Emer
encies 


DOHERTY, Grace 
Early Identification of de" 
to nine months of c 


DOIRON. Cheryl 
NBARN scbolars 


DOlCET. GI.nda 
Idea excha ell.. 



DRl'GS 
Drug ad w8(chdog assumes re
ponslbiht}. IOF 
Health happemngs in the ne
s. 1311 
Prog:rammcd learmng: cardiac depre:!o
i1nb (Wdfkenun) 'OM)' 


Dl FFU-. John 
Fran"l} speakmg: Aging: the myth and the reahty. 40Ap 
Dl k.F, Mar) Jane 
Anorexia ner\lo!;a- a nursing. approach I Butler. Stove!) 221c 


Dl \LAS. Louis< 
po..toperative cardiac surgical pi1.Uenb' opmlnn.-. i1.boul !!.b'"ul.tured 
preoperative tcaching by the nurse. A. .t.4Je 


Dl MOt:CH
"L. Nicole M. 
SI John Ambulance Inve
tllure. 14D 


DYKSTRA. An... 
Wgh CARE/MEDICO in lodonesia (porI) 48Ja 
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FASTERßROOK. Bonnie 
Abortion counselling: a new rule for nur!!.c!i. lporl) fRusn 21Hd 


EASTER" MEDITERRANE.-\' 
Nursmg practice around the world (Aboo- Y OU.M'IoCf) 43Au 


Fl"O:'ooO\llCS 
The taxman cometh (Grenby) 36J.a 


EDlCATlO," 
Alberta nurse educators form new aSSociatIOn. 8Je 
CNA research slUdy reveals few key changes m nursing 
employment. education panems since 1966. 12Mr 
Education In health care in an Intercultural maternity 'iOenlce 
(N.m.lz) 
. S2N 
Frankly 'peakIl1g. Dear Mr RaJctball) fPrev.'\e et aD 6D 
Health educators examine alkrnatives to current sy'-'Iem. 81a 
Idea exchange (EducatIOn In the elecb"omc age) (E
COlII ISF 
lnternal evaluatIOn of an expenmental dacum curnculum m a 
diploma school of nur'\lng (Hdlibunon) A. "'00c 
MARN representatives meet with cabm':l. 12Mr 
Mrs Band m< (Sproul) 46F 
NBARN presents brief to education commlltee. 1Je 
The nurse continuum per'iopectlve (McGee) 24Ja 
Programmed learning cardiac depre

ant
 I Warkentm) JOMy 
Why nursing') (l...c:ckle. LoITee) JOD 


EDlCATIOS.BACCALAlREATF 
UNB announces changes In nur!<>ing prog:ram. 121- 
Members back MARN al .-.peclal meehng. 7N 


FDl"CATlO". CO:'ooTl'll '''G 
AARN allocates S'6.CXJO to contInuIng edm.ahon. IIOc 
The continuing learmng acti\oltle
 of graduate.-. of t\HJ diploma 
nursing programs In Ontario (Anderson) A. 5UOi. 
Did you knQw "" 16Mr 
Frankly speaking: so you want to make a comeback (\1c..Keekan) 
26F 
Frankly speaking: what every reasonable and prudent nur
e should 
know (Briant) Ule 
Orthopedic nurses hold education day. IZAp 
The tip of the Iceberg (Bartter) 'lJa 
FÐlCATlO:'oo. DlPI O!\.I-\ PROGRAM 
The contmuIng learnmg aCII\oltles of E!radmlles ot two diploma 
nursmg prog:rams In Ontario f Ander
on) A. SOCk 
Inlernal evaluation of an expenmental dacum curnc..ulum In a 
diploma school of nur.-.ing fHahbunon) A. 500c 
Orientation and in,ervice programs for teachero. In C.madmn two- 
year schools of nuning (Field) 44D 
Pctformance u.pectations of new grads. (2J1 
A program thai dares to he different (port) (Skelton. 36Mr 


EDlCATlO'll. GRADl ATF 
MARN representatlve
 meet with cabInet. 12Mr 
l' of Victoria focu
s on elderly 110e 
M SC". (Applied) offered to non-nurse.-.. I3Ja 


ELFFRT. Helen 
Se1e\..ted aspects of the chldbearmg expenenc.:e . (l...c:onard) A 
43Je 

MFRS. Barbara 
".cror. SRNA lpon) MAp 
EI Llt.JT. ..orol. 



 >fficer.6IAp 


Ell lOTI. Ruth 
1 


011&. ontH\1 
 I Polowlch) 145 


lLLI'_ Pall 
B 


FMFRGENClf$ 
B. 


. b. n
 (LeFort) 16Au 
'F 


DI'ioaster planmng (Davies) 46My 
Emergency nurses hold sixth annual conference. 6N 
MARN supports Alert. ISMr 
Nurse to direct Information Cenrre at Hospital for Sick Children. 
12F 
NUb"ition and lhe burn patient (Fortier) 30Au 
Ready for any emergency 200-bed hü.!.Pltal-in-a-box (l...c:Fort) 
4SMy 
A 
tudy of cuntinuity of nursmg care frum the ho
pital emergency 
room 1010 the home (Perkin) A. 43Je 
ThlnE!
 that go bump 10 the mghl (Worthington) 190c 


f\IERGF"C\ "'"RSES ASSOl"lAT/O:'oo Of O"TARIO 
Hold sixth annual conference. 6N 


F\IIGRATlO:'oo A'D I:\IMIGRATIO' 
A Canadian grad goes 10 the States (Zin) 460c 
CNR holds policy session. 9Au 
EMO'D. Suzanne 
Bayclest Genatric Centre: a contl'nuurn of care. S2Ap 


EMPLO\ MEST CO"'DITIO
S 
Belter working condition!. fur nur
50. 6S 


F"{;USH. John 
Appoint.d to III< faculty. McMasl.... 170e 
F!\oTEROSTOMAL THFRAPY 
HelpIng young ostomy patienb help themsclve!t (Tisdale) 3011 


E'\IRONMF:'ooT 
Did you know? 1311 
Health happenmgs in the news. 131a 
Highlighls from CNA Directors' meeting. 13My 
World Envlfonment Day - lune S. 1977 (Hanna) E. 3Je 
ESCOTT, 
Ionu" 
Ethics and the: law in practice. 54Au 
Idea exchange (Education in the electronic age) ISF 


E"TABROO,,"S. Carol. 
Anõ:ltomy of a death. JOOc 
NBARN .cholar.;hlp. 48Ja 
ETHICS 
Accountability: a professional imperative (Poulip) 30F 
Code of elhics implemenled in Quebec. 13Ja 
Elhlcs and the law m practice (Escott) 54Au 


El ROPE 
t'.ur"omg around 'he world (StaHknechn 43Au 


E\AU"AT/ON STl DIES 
Mrs. B. and me (Sproul) 46F 
E."A
S. Helen M. 
Appointed presJdent of the Council of the College of Nurses of 
Ontario. 170e 


E\ ERARD. Jean 
Nurses tryout fitness model. 7N 


EYES 
Glaucoma: awareness pJCvenls blindness (French) 200c 


-F- 


FAClLTY 
Orientation and mservice programs for teachers m Canadian two- 
year 
chools of nursmg and sources of sallsfacuon and dissatis- 
faction a.-. perceived by the
e teachers (Field) A. -I4D 



-AMIL\" 
Cñangmg patterns of marnage and family livID@:. 140c 
Family life delegates examine he.dlh care. IOJe 
The fathers side: a different perspeclive on child-birth (l...c:onard) 
16F 
Helping a family and their premature baby grow rogether( Murphy) 
42S 
Spou
es need nurses too (Silva) 38 Ð 


FAMILY PLA'''''G 
Family planning moves inlü high gear. nurses active in federal 
program. 16My 
Heallh happemngs in the news. 131a 
Reproduction and the test lUbe baby: a mUled explo
lOn 
(Pakalms. Makormo) 34F 


FA\\KFS, Barbara 
Rcn fello..... named acling ICN head. 18My 


FELLO" SHIPS 
See A wards 
flFI D. Carol 
Onentation and mscrvlce progralT15 for teachers Iß Canitdlan two- 
year \chools of nUNmg. A. 44D 


t"I'CH, Elizabeth 
Sexualily and the disabled. 191a 


flNLA \ . Lynda 
NBARN scholarshIp. 14D 


IV 


FIRST AID 
Burn updale: what you need to know about burns (l...c:Foro 16A 


FITJ'PATRICK. Lynda 
How do you feel about . working nights? 34S 
See also Ford. Lynda 

LAHERTY. M. Josephine 
First repon as PNO '0 CNA Board. IOD 
Resigned as dean. Faculty of Nursmg. UWO (port) S I My 
UWO Dean of Nursing addresses Seneca College Education D. 
ISMr 


FLA'IIAGA.'1, Eileen 
Receives LLD from McGill. 14D 


FLETCHER, Geraldine 
We took physical fitness 10 the county fau (Desai. . el al) 25 


THE FLORENCE L. MACKFNZIE DO\\NTO\\N 
CON\- ALF..
CENT CE" TRE 
"1I's time to gn home now" another look at nursing hon 
(Ford) 31Ap 
FONTAINE. Sicole 
Director of Public RelalJons Services. CNA (port) 52MI 


FORD, Lynda 
Idea exchange (The difference between night 8nd day) 46J8 
"II's time 10 go home now. ., another look at nursmg horn 
31Ap 
A question of balance; the effects of chromc renal failure and 10 
tenn dialysIs. 19Mr 
See also FitzpBb"ick. Lynda 
FORTI ER. Rosemarie Repa 
NUb"ltlon and the burn patient. 30Au 


FOL RMER. Fernando 
NBARN scholar.;hip. 14D 
FOX. Jo-Ann Tippell 
Appom"d to tll< faculty. McMos..... 170e 
Fellow
hlp. Medical Research Council. 170c 


FRA7ER. Diane 
NBARN scholar.;hlp. 14D 
FREEMA'I, Anna 
Representative. Nova Scotia. CCCN. S2Mr 
FRESCH, Eileen 
Glaucoma: awareness prevems blindness. 20De 


FRE"lOl, Patricia Harcourt 
A gift of tomorrow. 2011 


FlLKERTH. Margaret A. 
St John Ambulance InveslitW'e. 14D 


Ft;:-iGER, Gad 
To direct Information Centre at Hospital for Sick OUldren. I 


Fl RNELL. Margery 
Has joined Alberta Social Services and Community Heallh. DI 
sion of Local Health Services. 160c 


-G- 


GARRETT. Nancy 
Bk" rev". 4SJ. 


GAt:LTON. Lucili. 
Secretary of NBARN. 95 


GE!IoET/CS 
ReprodJctlon and the test tube baby: a muted explosIOn 
(Pakalms. Malr.orolO) 34F 
LERJATRJCS 
See also Aging 
Baycrest Geriarrlc Cenrrc. a continuum of care (Emond) S2AI 
B.havioral thc:rapy (MacDonald) 26)1 
Better qualified personnel would benefit aged. IOF 
Commumty resources for the elderly: 2 programs(Schattschneid 
47Ap 
God's love and a jar of honey (Moynihan) 285 
Perspective (KelT) E. 4Ap 
Practical concerns for nursmg the elderly in an instÎtutional sett 
(Macdonald) 2SAp 
Psychod-ama and the depressed elderly (Burwell) 54Ap 
A quiet day. (McKenna) 20Je 
Retired nurses aid elder1y In Alberta. 911 
Secrets of long life. 140c 
U. of Victoria focuses on elderly. 110e 
GILCHRJST. Joan 
PerspectJve. 3My 
GIRARD, Alic. 
SI. lohn Ambulance Investiture. 14D 


GIROl ARD, :'ooicol. 
NBARN scholarship. 48Ja 



GLASS. Hel.n 
Roundup of cnhcalls!!oues. CNA annual meeting 1CJ7? SIc 


GLASS. Mary Ann 
NBARN scholar.;hip. 14D 


GLAl"COMA 
Glaucoma: awareness prevents blindness (French) 200c 


GLE"'i'ii. 
ariB Rubilie 
Crossword puulc. 39J8 
GOOD. \hisn 
The ro1c of the head nUr!
e in pnmary nur!!omg (POrt) (Banels. 
Lampe) 26Mr 
GOSSELIN. Unda 
FrankJy speaking: government for whom'? 19My 
Roundup of critical issues. CNA annual meeting 1977. SIc 


GOl'RDEAl'. Rob..t 
Pre!t.ldcnt of the Canadian Medical Association. 50S 


GOl:THREAl". Suzanne M. 
Of R.M. Brown Consultants 'port) 160c 
GO"'. O1ri!'rltina 
Bk. rcv.. SOF 


GRA'IT MACE"A:'oo CO
I\ll:'ooITY COLLEGE 
A. Judith Prowse. appomtcd chamnan of the Health SCiences 
o.partment (port) 48N 
Appomtm.nts. 51 M) 
B. June Colberg. InstruclOr. E.xtended Care Nursmg Program. 
51 My 
Ehzabeth Dawson. Instructor of Ihe Occupational Nursing 
Certificate Program (port, SIMy 
GRANTHAM, 
larlene A. 
Appointed Director of Nursang Service. Vlctona General Hm.pltal. 
Hi:l.lifax, Nova Scotia. 48J8 


GRA \ ELLE. Henriell' 
Appointed CNA translator. 48Ja 
GRA \ DO:'oo, Jane 
Outpost nursing in northern Newfoundland (Hendry) 34Au 


GREEr.;, Esth.. 
Appointed to the faculty. McMaster. 170e 


GRENBY. Mike 
Livmg to eat: nUb'ltion for sernor citizens. 42Ap 
Making the most of 'the golden years". 39Ap 
The: t..man com'lh (port) 36Ja 
GREI'<t"ELL. \\ilfred T. 
Outpost nursing in northern Newfoundland (Graydon. Hendry) 
34Au 


Gl RR. J.an F. 
A sChool screenmg program that works;. 24Ð 


GYNECOLOG\ 
Idea exchange: well women and health awareness c"ruc (Doucet) 
51Au 


-H- 


HAGAR, Lorraine 
The nursing process. a tool to individualized care. 380c 


HALlBl"RTOr.;, Jane Cia.. 
Internal evaluation of an expenmental dacum cunlculum m a 
diploma school of nursmg. A. S<XJc: 
HALL, Laura 
Murplly.s glu.. 42D 
HAL \\ ARD. Margaret An". 
A new look at blood transfusion therapy: autotransfusion 38My 


HA:-'DlCAPPED 
Congerntal dislocated hip (Nichol) 14J1 
Sexuality and the disabled (FlOch) 19Ja 


HANNA, M. Anne 
Perspective. E. 2Ja. 4F. 4Mr. 211. 3Au. 3S. 4Oc. 3N 
World Envlfonmem Day - June 5. 1977. E, 3Je 
.cu.J HANSOf'.. Dawn Marie 
SJ.OOO scholarship (port) 48S 
HASTINGS.THEW. JO)c. 
St John Ambulance InveslUure. 14D 


HAYES. Marjorie 
Sr. John/Red Cross multi-media project. 18My 
tiA YNES. Jo Anne E. 
Appointed to the faculty. McMaster. 170e 


HEALTH AND " ELF ARE CANADA 
Bêgin rq>laces Lalonde in cabinet shuffle. 9N 
Federal transfer health services bo Yukon. 9D 
M Josephme Flaheny'
 first report to CNA Board 10D 


M. Josephine Flaherty Prmcipal Nursing Officer (port) 51M)' 
NorahO'Leary Nursing Consultant. Health Programs Branch. 48Ja 
Norah O'Leary. Health Standard... Directorate of the Health 
Programs Branch tJxm} 50S 
NUb'1110n Canada Dental Repon. IJOe 


HEALTH EDlCAT/Or.; 
Day therapy centre. the role of t"- primary care nurse (Morlok) 
50Ap 
H.alth happenings. 140e 
Idea exchange: well woman and health awareness chmc (Doucet) 
51Au 
The nurse's role In health asse
ment and promotion. 40Mr 
Nurses to complete new health forms. 8Ja 
Secondary school nursmg. a changmg focus (Brown) 420e 


HEART 
MARN supports AI.rt. 15Mr 
Postoperallve cardiac surgical patients' opinions about structured 
preoperative teaching by the nurse (Dumas) A. 44Je 


HE<\RT DlSFASES 
The effects of conranUlly m nurse-paraent assl
nment amon
 a 
setected group of preoperatJ\.e aortocoronary bypass pallents 
(Rosa) A. 45J1 
Programmed learning: cardiac depressants (Warkentin) 30My 


HEMOPHILIA 
Hemophiliacs studied. 130e 


HE'DERSO'. Ian ".D. 
Drug ad watchdog assumes responsibility (poru IOF 


HE:'ooDRY, Judith M. 
Outpost nursing in northern Newfoundland (Graydon) 34Au 
Peter: an infant "ith a mydomenmgoceJe (port) 15Ja 


HER\\ITZ, Ad.le 
Appointed execullve director of the Commission on Graduates of 
Foreign Nursing Schools. SIMy 
HE\\ ITT, Michael 
St. John Ambulance In".:stiture. 14D 


HILL, E. Jean M. 
Retiring as Dean of the School of Nwsing at Queen's University. 
40JI 


HINDE, Donna 
Bk" rev". 55N 


HISTOR\ 0." !\Il:RSI"G 
Fow score and ten (Wilkm!<oonJ 26Oc. 13N. 16D 


HOBSO', Joan 
Listening does help: one patient's experience (Winberg) 40S 


HODSETT, Ellen 
Fetal momtormg; why bother? 44Mr 
HOLDER. J. Patricia 
Directtt of Nursmg. The Princess Margaret Hospital (port) 5 I My 


HOME CARE 
Beller qualified personnel would henefit aged. IOF 
Future for VON despite budget cuts. 7JI 
S[. John/Red Cross multi-media project. 18My 


HONDlRAS 
Sharon Daw. wj.h CARE/MEDICO (port) IlJ. 
HOSPITAL FOR SICK CHILDREN, TORO'llTO 
Nwse to cluect Informal1on Centre. 12F 


HOSPITAL r.;l\(
II'<G 
t:R\ICr 
The practice environment as perceived by new graduate nurses 
(Kay) 52N 
The nurse contJDuum perspective (McGee) 24Ja 


HOTCHKISS, P<ggy 
We took physical fitness to the county fair (Desai 


'1 al) 25Je 


HlFFMAN. Edythe 
Nam.d 1977 Nur.. of .he Y.ar by AARN. 40JI 
Hl 'ITER, Margaret M. 
St. John Ambulance Inveslllure 14D 
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IDEA EXCHAI'oGE 
46Ja. 15F. 29My. 34J.. 51Au. 
ILES, J. Penn} 
Cuddl. bathing can b< fun (McCrary) 24My 
ILLICH. han 
World Federation for Mental Health (Zilm) 100e 


IMAI, H. Roo< 
Duector of professIOnal services 81 CNA (port) 50s 


IMMIGRATIOS 
See Emigration and immigration 


v 


IMMI :'ooILATlO' 
Health happenin
s m the news. 13JI 
I:'ooDl-\'S A'D F$KI\IOS 
HeaJlh happenings m the news. 13Ja 


INFA'TS 
BoUle holders banned by federal officials. I lOe 
A child hfe program 10 aCllon. 42N 
Cuddl. bathmg can b< fun (lI.s. McCrary) 24My 
The father's side; .II diffcrent perspective on chlldblfih (l..eonard) 
16F 
Helping a family and their premarure baby gro"" togerher (Murphy) 
42S 
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Usually the start of a new calendar 
year brings with it an almost 
imperceptible rise in spirits. Somehow 
we always expect things to be a litlle 
better in the 12 months ahead. This 
year, however, as the world struggles 
to recover from an economic 
downtum, many people are having 
trouble being optimistic about what 
1977 has in store. Among these 
people who find their expectations 
suddenly and drastically curtailed are 
the members of the Class of '76 - 
upwards of 150,000 young persons 
who graduated last year from 
Canadian universities, community 
colleges and other post-secondary 
institutions. The former editor of 
Canadian Labour, Roy LaBerge, 
writing in the September issue of the 
Labour Gazette, describes the 
employment prospects of this group 
as "possibly the worst facing any 
graduating class since the 1930's 
Depression." Along with the 
Economic Council of Canada and 
Statistics Canada, he holds out little 
hope of improvement in the situation 
until the 1980's. His observation that 
"almost everywhere graduates in 
education, nursing, and several other 


health professions are having trouble 
finding professional openings 
because of government spending 
cutbacks" is not news to nurses. Nor is 
it much consolation to realize that job 
prospects are also bleak for 
accountants, scientists, architects, 
architectural draftsmen, metallurgists, 
biochemists, corporate planners and 
market lesearchers, among others. 
Nor to read that most universities 
report "poor" to "non-existent" job 
prospects for Ph.D's. On page 10 of 
this issue, you can read what some of 
the provincial nurses' associations 
have to report on the Current scarcity 
of nursing positions in their 
jurisdictions. Subjective opinions on a 
'3cattered regional basis are not an 
accurate way to measure 
under-employment but one would 
have to agree with LaBerge when he 
suggests that, at the very least, 
Canada is not tapping the potential 
ability of many graduates. 
Nurses, in common with 
members of other occupational 
groups, invest many years and 
thousands of dollars in preparation for 
a career. When oversupply of 
manpower, personnel cuts and 
reduced turnover make it impossible 
for many of them to find jobs, 
questions inevitably arise about the 


quantity and quality of public 
manpower planning. 
The problems inherent in 
attempts to achieve a balance 
between supply and demand for 
professional and skilled manpower, 
are numerous and extremely complex, 
involving as they do wage rates, 
lengthy lead times, basic forces of 
economic expansion and educational 
planning. Manpower policies must be 
coordinated with other public policies, 
including immigration, regional 
development and science policy. 
It is not enough to simply adjust 
the enrolment in the educational 
institutions in which nurses are 
prepared. "Short run" solutions are 
not the answer. Dorothy Kergin, 
well-known Canadian nurse educator, 
summed it up this way when she 
addressed delegates to the recent 
national conference on the 
professions and public policy: "Before 
manpower planning in the health field 
can be carried out with any 
confidence, we must have a national 
and provincial consensus on what 


kind of health system we are going to 
have and how much we are willing to 
pay for it." She suggested that we 
begin by deciding on the most 
effective way of dividing our limited 
resources among primary care 
services provided by a 
multi-disciplinary team, solo medical 
practitioners, and highly specialized 
institutional services. She went on to 
cite a recent study that showed how 
one ambulatory medical clinic, by 
changing its traditionally organized 
services, was able to cut costs by 
$32,500 per 1,000 patients per year 
simply by complementing physician 
services with care by nurse 
practitioners. 
What are the assumptions behind 
our present nursing manpower 
forecasts? Does the answer to better 
utilization of our precious human and 
financial resources not lie in 
fundamental changes within our 
health care system - changes that 
involve allocation of authority and 
responsibility, methods of 
reimbursement and organization of 
delivery of services? Something to 
think about as we enter 1977, isn't it? 
-M.A.H. 
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These days, as Alice pointed out, one 
must run very fast simply in order to 
stand still. This month CNJ 
celebrates the first anniversary of its 
new format by updating its cover 
design. We hope you approve. Why 
not drop us a line to let us know how 
you feel about it? 


"Shared labor" is becoming an 
increasingly common occurrence in 
Canadian hospitals and even homes. 
Next month' author Linda Leonard 
describes the reactions of 20 
husbands she interviewed shortly 
after they attended the delivery of their 
latest offspring. "The Father's Side: a 
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different perspective on chi Idbirth" wi II 
offer nurses a litlle mOre insight into 
this aspectoftheir attempts to provide 
family-centered care. 


A number of hospitals in Canada 
admit patients for therapeutic 
abortions. How are the needs of 
these patients for support and birth 
control counselling being met? This 
month author Bonnie Easterbrook 
describes the role of nurses in a 
unique counselling and support 
program available to patients admittea 
to Toronto General Hospital for 
therapeutic abortions. 


Also this month, author Arlee McGee 
shares her thoughts on what nurses 
can do to improve their relationships 
with co-workers and' indirectly, 
contribute to the growth of the 
profession. "The Nurse Continuum 
Perspective," which begins on page 
24, is for every nurse who wants to 
understand herself and the people 
she works with a little better 
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For the newest in treatment, facts, diagnosis- 
your best source (and source of best bargains) is The 
Nurses k Society 
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letters. All correspondence is subject 
to editing and must be signed, 
although the author's name may be 
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Nursing's true spirit 
Thank you for your September 
article - Mary Berglund, Backwoods 
Nurse. In this day of increased 
emphasis on better salaries, working 
conditions, unions, strikes, etc., it's 
refreshing to know that the true spirit of 
nursing still remains alive in the hearts 
of people such as Mary Berglund. 
Her story of dedication and 
unselfishness was appreciated by us 
and we are grateful for the privilege of 
having known Mary Berglund through 
the interpretations of a most sensitive 
author - Ingrid Bergstrom. 
-Francis Ward, Halifax, N.S., Sybil 
Cameron, Middleton, N.S. 


Emergency nursing 
This is to point out the special 
interest arising from your r;1icle on 
Understanding the Patient in 
Emergency that appeared in the 
October 1976 issue. 
Having some experience in the 
emergency ward, I have noticed the 
accuracy of your thinking on the lack of 
communication that exists between 
nurses and patients who are being 
taken care of in the emergency ward. 
Too often, the rapidity with which we 
must take care of a patient prevents us 
from noticing his state of anxiety and 
dismay. 
We give too much importance to 
the physical treatments that must be 
administered promptly and we neglect 
the psychological and emotional 
aspects that have nevertheless an 
important therapeutic value. 
On rereading this article, I have 
resolved to increase the human 
contact I have with patients in the 
emergency ward, as well as with the 
members of their families. For me, the 
emergency ward is the ideal place to 
work; this is the area that I fesl most 
happy in and for this reason I really 
appreciate anything that can help my 
work-particularly with the patients 
themselves. 
- Marie-Marthe Souliere-Roussel, 
Centre-hospitalier Sacre-Coeur, Hull, 
Quebec. 


Our mistake... 
In the article Emergency Care of 
the Acute MI in the November issue of 
The Canadian Nurse, the dosage for 
Xylocaine should reae!: Xylocaine drip 
I gm/500 mi. We apologize for our 
typographical error! 


Single pélrenting 
I have just read the November 
issue of The Canadian Nurse and 
again am proud of the credible articles 
this magazine presents to us. I am 
informed and touched with each issue 
but I am writing now in lesponse to the 
article Operation Communication by 
Sharon Bala I commend her integrity 
in accepting and searching for the vital 
aid. essential to the healthy 
development of so many of our 
children who, these days suffer loss. 
I am the mother of six - three 
girls, three boys (five my own - one 
adopted) who was left to "raise, 
develop, and nurture" these children 
11 years ago when the youngest was 
three years of age. I know the personal 
trauma and realize the damage that 
can be done along the way. It is not 
easy but the biggest growth in a 
human being is the realization that you 
have worked and achieved the 
development of your children. I am 
reaping this reward now as I see my 
family as individual, stable and most 
exciting people! 
- Margaret Troyer, (nee Graham), 
M.S.N., Ottawa, Ontario. 


"Upside-Down" readers 
I would like to compliment you on 
your questionnaire, (Oct., 1976) as an 
attem;:Jt to view the problems inherent 
in nursing... We need to know how our 
colleagues feel on various issues. I 
would like to see questionnaires on 
issues such as the input nurses want 
to have as far as health care cutbacks 
etc., which focus on political concerns. 
It seems that nursing is so politically 
detached at the present time - such 
questionnaires may stimulate us to 
focus on meaningful issues again. 
Vancouvei, British Columbia. 


I am very pleased to see such an item 
in our professional journal. At times I 
feel that The Canadian Nurse is 
written solely for and by the 'upper 
crust' of nurses .... For the floor 
nurses, the nurses who work shift, I 
congratulate you for your efforts and 
look forward to seeing the results of 
the questionnaire. 
Etobicoke, Ontario. 


... Would like to offer my 
cor 'Jratulatims to all the people 


involved in getting this magazine off 
the ground, and for the much-needed 
improvement in the last year... 


...this questionnaire shows great 
initiative, and I hope the results will 
have some effect on the thinking of the 
health profession. If The Canadian 
Nurse continues to improve, it will rival 
the best this continent has to offer. 


I hope this isn't just another survey- 
it's high time some GOncrete efforts 
were made to aid all night nurses. 
Thank you. I enjoyed this -let's have 
more of these. 
Lennoxville, Quebec. 


I found your questionnaire velY good, 
except that it seemed to take for 
granted that people do not like working 
nights, as shown by certain 
questions... 
Editor's note. To these and all the 
hundreds of other readers who took 
time to contribute, not only through 
the questionnaire, but through their 
letters, many thanks. See also this 
month's Idea Exchange on page 46. 
Quality or equality of life 
... I wish to express my concerns 
about some recent medical trends ... 
We work together in one ward to 
terminate a life before birth - most of 
the time, a healthy one. At the same 
time, in an adjacent ward, we 
concentrate on saving a sick, 
handicapped premature baby who 
may need several surgical 
intelventions before ever sitting on his 
mother's lap. 
At least one Canadian hospital 
has switched from saline to 
prostaglandin abortions. This way, the 
baby is usually born alive, appears 
normal for the pregnancy stage, but 
too small to survive. This was 
upsetting to the staff witnessing the 
abortions and some nurses left their 
jobs. The hospital then chose to inject 
blue dye before the abortion. The 
nurses are now less upset because 
babies are blue when born (aborted) 
and look less like candidates for life. 
Where are our standards? We have 
abortions so that only "wanted 
babies" are born, so that their "quality 
of life" is assured. But what if the 
wanted baby, one day, becomes ill, or 


proves to be a "difficult child." Do we 
still want him? 
Am I sure that I am a useful 
citizen; am I wanted by my family? 
Maybe not, yet I hope nobody decides 
to telminate my life just because 
someone doesn't want me around any 
longer. I am a Registered Nurse, but 
mostly, 
- A concerned citizen of Canada, 
(name withheld). 


O.R. experience invaluable 
As head nurses and supervisors 
at a hospital in Eastern Ontario, we are 
concerned about the lack of 
knowledge and skills in relation to the 
basic principles of aseptic technique 
found in today's student nurse or new 
graduate. These remarks in no way 
reflect on the capabilities of the 
instructor or the caliber of the student: 
the students are knowledgeable, alert, 
eager to learn and they too seem 
concerned. 
We feel that O.R. experience is 
invaluable and will reflect on the whole 
future of the nurse, no matter what 
field she chooses to follow. There is 
just no place where this can be truly 
learned except right in the atmosphere 
of the operating room, not just 
standing with your arms folded, but 
listening, learning and above all 
actively participating. 
Please, before it is too late, put 
operating room nursing back into the 
curriculum and let us train interested 
nurses who could become future staff 
nurses or supervisors in our operating 
rooms. 
- O.R. Supervisor, - - Hospital, 
(name withheld). 


Our new look 
...1 have truly enjoyed the last 
three issues of The Canadian Nurse 
(September, October and November) 
and I wanted to let you know. My 
outlook and interest in The Canadian 
Nurse is changing. 
- Cheryl L. Sutton, R.N., Victoria, 
B.C. 
Just a short note to commend you 
on the great improvement in your 
articles. I used to just leaf through The 
Canadian Nurse ... now, each month 
provides a new learning experience. 
Keep up the good work. 
- Dianne Brown, lie des Chenes, 
Manitoba. 



Designer"s Choice. 
Because good clothing is an investment. 
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Here is one of the wisest investments 
e you can make in a uniform - The Wardrober. 
Why? Because it's a jacket. It's a skirt. 
It's a pair of pants, which you can mix and 
match for versatility. And we call it the 
Wardrober. 
But the beauty of it is more than skin 
deep. Because it's made of "Royale 
Pristine", 100% polyester textured warp 
knit. You can wash it. AmI it needs little 
ironing to look great! Take white, pink, or 
robin blue, (who says work clothes have 
to be dull). Size 3 - 15. About $35.00. 
Style 48564. 
When you want a good investment, 
look for Designer's Choice uniforms by 
WS/Carelle. Canada's leading designers at 
work for you. 
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Available at leading specialty or depertment !;tores across Canada. 
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Dlscrlmlnstlon still exists 
The Advisory Council on the 
Status of Women would like to take 
this opportunity to remind nurses that 
every province in Canada now has 
human rights laws to protect its 
citizens against discrim ination, but the 
federal government continues to delay 
passage of human rights legislation 
that has been promised since 1973. 
The Council points out that, as a result 
ofthis failure to act, discriminationcan 
affect you and members of this 
association. For example: 
If You Are a Member of a 
Minority Group, it means that 
services and accommodation can be 
denied to you because of your race or 
color. 
If You Are an Older WOr1<er, it 
means that employers under federal 
jurisdiction - such as banks, 
insurance companies, airlines and 
telephone companies - can legally 
refuse to hire you because of your 
age. 
If You Are a Member of a 
Religious Group, it means that 
services and accommodation can 
legally be denied to you because of 
your religion. 
If You Are a Woman, it means 
that you can be denied 
accommodation, services, 
employment, or equal opportunity for 
advancement. It also means that your 
employer can legally provide smaller 
pension and insurance benefits for 
you than for male employees. 
Governments react to pressure 
from the public. If you, and thousands 
of people from across Canada, write to 
urge passage of human rights 
legislation, the government will act. 
You can help by writing today to 
Justice Minister Aon Basford, House 
of Commons, Ottawa, KIA OA6, with a 
copy to your member of parliament. 
(No postage required). 
Sample Letter 
I strongly urge qu ick action by the 
government to pass the federal 
human rights act. I am a member of 
the Canadian Nurses Association 
and I object to the fact that 
discrimination on the basis of race, 
color, religion, age, sex and marital 
status is still legal under federal law. 
- Yvette Rousseau, Chairman, 
Advisory Council on the Status of 
Women, Ottawa. 


Jobs for the older nurse 
There seem to be no job 
opportunities for nurses 50-60 years 
old that would permit us to maintain 
our competency within the limits of our 
strength due to aging. For example, 
'twinning' could be made available. 
Income tax incentives alone make this 
attractive. We can handle four hours' 
work and still have the satisfaction of 
involvement. With health care budget 
cuts, administration should be 
interested in this idea. 
Our experience here and 
overseas makes us valuable. 
Aesponsibility is 'water off a duck's 
back' to us. Disease has changed very 
linle ... neither has basic treatment, 
nor understanding of the patient, nor 
hospital procedures. 
We can cope. Doctors are often 
our age and so are many patients. 
Aapport is good. We are good house 
mothers. Often we are mothers and 
grandmothers. We can handle 
problems. The years have provided 
the answers. 
Often we are given night duty. 
Aging leaves us needing less sleep 
but makes adjusting difficult. On 
changing shifts we have the dubious 
pleasure of a few days of no sleep. 
I know our younger graduates 
need work but the job picture changes 
quickly. Throughout the whole nursing 
spectrum, I would like to see such job 
opportunities provided. 
- Rita Bitten, R.N., Victoria, B.C. 


Did you know ... 
The nursing staff of St. Joseph's 
Hospital in Hamilton, Ontario has 
developed instructional manuals for 
diabetic patients. The manuals, 
entitled An Instructional Aid for the 
Adult Diabetic and So You Have 
Diabetes (A Paediatric Diabetic 
Manual) are intended to reinforce the 
individual teaching provided for 
diabetic childlen and adults. Copies of 
the manual are $1.00 and are 
available from: 
Department of Nursing, St. Joseph s 
Hospital, 50 Charlton Ave. East, 
Hamilton, Ontario, LBN 1Y4. 


Not just an aide 
I am one of many Nurses' Aides in 
Canada. We are responsible for our 
guests in every respect: their health 
habits, cleanliness. comfort, 
contentment. We must be observant 
because we must report to our head 
nurse. so she will know what has been 
going on during that shift. AN's, ANA's 
both have their special magazines and 
books; they have their conventions 
and unions, but what do we have? 
Nothing. We have no say in hospital 
decisions, we have no books, or 
magazines. We are a forgonen part of 
the nursing profession. How many 
mental and nursing homes would 
have to close down for lack of staff if it 
were not for Nurses' Aides? 


I wonder if the professionals and 
the men and women on the board of 
directors ever think that perhaps we 
have a home to keep up, food to buy, 
bills to pay. Maybe our pay check is 
the only one coming in. 
We arenot just Nurses' Aides, we 
are the bridge between the AN's, 
ANA's, doctors and tne patients. We 
are the ones the patients or guests rely 
on, ask things of, depend on. We 
would like to feel that perhaps 
professionals could try to see the 
importance of the wor1< that we do, and 
accept us as a necessary part of the 
nursing profession, not just an aide. 
- (Name withheld), Cumberland 
County, N. S. 


Moving, being married? 
Be sure to notify us in advance. 


. 


Attach label from 
your last issue or 
copy address and 
code number from it here 


New (Name)/Address 


Street 


City 


Prov.lState 


Please complete appropriate category 


Postal Code/Zip 


o I hold active membership in provincial nurses' assoc 


reg. no.lpelm. cert./lic. no. 


o I am a personal subscnber 


Mail to: The Canadian Nurse, 50 The Driveway, Ottawa K?P 1 E2 
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SPECIAL DELUXE REISTER 
Reister. . . one of the finest professional sphygs in the world' 
Calibration to 320mm, 10-year accuracy guaranteed to ",3mm by 
Reeves. Velcro@ cuff, zipper case. Choose Black/Chrome mano, 
or Blue, Green or Beige mano, tubing, cuff and case to match. 
Set includes Reevescope, FREE names or initials, and Sack 
as above. 
No. 06 . . . 47.95 


Sphyg. only No. 106 . . . 39.95 


ECONOMY B.P. SET 
A low-cost yet highly dependable unit. Cal. to 300mm, guaran. 
teed by Reeves to "'3mm for I year. Smart Grey /Chrome styling, 
VelcrO''"' cuff, zipper case. Set incl
des slim, sensitive stetho- 
scope in Blue, Red, Green. . . or Silver with Grey tubing. 
Includes FREE last name or initials on sphyg and steth. 
No. 14. . . 27.95 Sphyg. only No. 10. . . 20.95 
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Handsome ENAMELLED PINS 
Jewelry-quality, hard-tired 2-color enamel on 
gold plate. Dime-sized, pinback/ safety clasp. 
Choose RN, LPN, L VN, or NA 
No.205 Pins... 2.49 
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Bzzz MEMO-TIMER 
Don't forget ' Keyring timer sets to 
bUll from 5 to 60 min. Reminds you 
to check vital signs, heat lamps, 
parking meters, etc Unique gift idea' 
No. 22 Timer. . . 6.95 
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PROfESS/ONAL BAG 
I Lw<urious ". , cowhide, beau- 
tifully crafted for years of 
service. Water repellant. 
Roomy, compartmented inter- 
ior, snap-in washable liner. 6" 
x 7" x 12", in Black or Navy 
Blue (specify). Initials Gold. 
embossed FREE 
No. 1544 Bag... 42.50 
Extra liner No. 44158.50 
14K G.f. PIERCED EARRINGS 
Darnty caduceus (shown actual size), with 14K t'" 
posts, for on or off duty. Gift boxed. Great group 
gift! C@B>-.... No. J3 . . . 5.95 pro 
p.".... --
 
- . 
 EXAMINING LITE 
Handy pocket light, only 5" long. White, caduceus impnnt, alu. 
minum band and clip. Penhght batteries Included. 
No. Nl-10 light... 3.95 Init. engraved add 60. 
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REEVES NAMEPINS.. . smart, distinctIve styles from 
America's jewelry capital. Lifetime professional quality 
with smoothly rounded edges and corners, deeply engraved 
lettering, pinbacks with safety clasps. Save on 2 identical 
pins. . . it's more convenient, and you have a spare. 
169,110 ALL METAL. . rich, tall- 559. 560 PLASTIC LAMINATE. . . 
ored design. gold or silver plated, slim. broad yet lightweight. En- 
with polished, satin or Ouotone graved thru surface into contrast- 
combinatIon finish. (No. 170 avail. 'ng color core, wIth matching 
in Duotone only.) beveled border. 


510 MOLDED PLASTIC. . . sImple, 
trim molded plastic with lettering 
engraved and lacquer-fIIIed.The or- 
iginal nurse style, always correct 
CHECK CHOICES AND lETTERING IN COUPON BELOW. 


100, 111 METAL.fRAMED . . . 
smooth plastic set mto classic 
polished metal frame. 


GROUP DISCOUNTS on all Reeves items shown: 
6-11 same items, deduct 10%; 12-24 same items, deduct 
15%; 25-49 same items, deduct 20%. 
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 New Reevescope 
with FREE Name 
or Initials and Sack! 


Our own precision stethoscope made 
to Reeves exacting standards, with 
our I year guarantee. I Yo" chest. 
piece slips easily under B.P. cuff. 
Weighs only 2 oz. A fine, dependable, 
sensitive scope in Blue, Green, Red, 
Gold or Silver, adjustable bmaurals, 
chestplece and tubing to match, 
Chrome spring. FREE last name (up 
to 15 letters) or initials engraved 
on chestpiece. 
FREEScope Sack 
No. 5150 . . . . . 12.95 ea. 
Littmann' NURSES COPE 
Famous scope advertised in 
nursing magazines! High sen. 
sitivity,28" overall,2 oz., non. 
chilling diaphragm, patented 
intemal spring. Choose Gold, 
..J SIlver, Blue, Green or Pink, with 
Grey' tubing. I year guarantee. 
Includes FREE engraved name or in. 
itials, and Scope Sack. 
No. 216016.95 *Matchingtubing No. 2160M 17.95 
Littmann' COMBINATION STETHESCOPE 
Sim,lar to above, 22 ' overall, 3V, oz. Stainless chestpiece with 
1%" diaphragm, IV." bell. Non-chill sleeve. I year guarantee. 
Indudes FREE engraved 2 initials only, and Scope Sack. 
No. 2100... 32.50 ea. 
Popular DUAL SCOPE 
Highest sensitivity at a budget price! Only 3V, Ol, 1%" bell, 
I Yo" chestpiece, in Silver/Chrome (Grey tubing), or Blue, Green 
or Red (matching tubing). Extra earplugs, diaphragm, 2 initials 
and Scope Sack included. No. 4120 . . . 17.95 
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Handy MED/-CARDS 
Six smooth plastic cards 3%" x 
Wi' crammed with info on Apothl 
Metncl Household meas., oC to of, 
liver, body, blood, urine, bone dis. 
ease incub. weights etc. . . . in vinyl 
holder. You're a walking encyclo- 
pedia! 
No. 289 Cards. . . . . . 1.75 
Add 60e for gold initials on 
holder 
TIMEX!> Pulsometer WATCH 
Movable outer ring computes pulse rate for 
you! Dependable Pulsometer I Calendar 
Watch with date, White lummous numerals, 
sweep second hand, deep Blue dIal, White 
strap. Stainless back, water and dust reo 
sistant. G,ft-boxed. I year guarantee. In- 
itials engraved FREE 
No. 237 Watch. . . 
;"""6' ...
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BLOOD PRESSURE 
SETS and SPHYGS 

 For Every Budget! _ 
REEVES DELUXE \ 
Outstanding professional 
aneroid sphyg. made r 
especially for Reeves! r7JI" 
Meets U.S. Gov. specs, /Ã')(Jr 
"'3mm accuracy, cal. to ,-- \ 
300mm.IO'year Reeves b/1m 
Guarantee, Black and <:WJ. 
Chrome, Black tubing, 1_ 
Grey Velcro@cuff.Zip- 
pered leatherette 
case. Set includes 
No. 5150 Reevescope 
(right). FREE last name 
(upto 15 letters) or initials 
on mane and scope, FREE 
Scope Sack. 
Sphyg. only No. 108 . . . 27.95 
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Keep.Clean CAP TOTE 
Great for caps, wiglets, curlers, etc. Clear 
plastic with Zipper, white trim. 8"''' x 6", 
stores flat 
No. 333 Tote... 2.95 
Gold initials add 60e 
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POCKET PAL KIT 
White fleXible Pocket.Saver with chrome/ 
silver 5';''' Lister Scissors, 4 Color Ball 
Pen, handsome Penlight Plus change com 
part and key cham. 
No. 291 . . . 6.95. 
Init. engr. on scissors add 60. 
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___ENGRAVING 

 
 Lister 

 Bandage Scissors 
. Finest Forged Steel. Guaranteed 2 years 
3Y2" Mini-Scissor Tiny and so handy! Slips into 
pocket or purse. Specify jewelers Gold or 
L t Chrome plate. No. 3500 3Y2" . . . 2.75 
in':
ia
:
n


ved No. 4500 4W', chrome only 2.95 
add 60e 'No. 5500 5Y2" chrome only 3.25 
No. 702 7t,1,", chrome only 3.75 
KELLY No. 25 Straight Box lock. .. 4.69 
No:725 Curved Box lock... 4.69 
fORCEPS No. 741 Thumb Dressing, 
Serrated, Straight, 5'12" . ..3.75 
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mcluðe s man"j ð' 101 lunð- 
'\1e Reeves cataloi. ce ranies tMt are I ea Wlite 01 
inv, itemS in a'
I
:
v,e v,roU
 v,i1t 
UIC\1:
:\rou
 dis, 
raisinV, dnves121.1811 tOI suuestlons eutlineð above. 

\1one 16m quantities t\1an t\1ose 
counts on lalv,e! 


TO: REEVES CO. BDX719-C, AttlebDrD, Mass. 02703 
ORDER NO. ITEM COLOR QUANT. PRICE 


Use extra sheet for additional items or orders 


Name for ENGRAVING: 
(Max. 15 
letters) 
NAME PINS: Print Lettering below, check appropriate boxes 


Lettering _ 


2r" line 


CHOOSE, BACKGROUND LETTERING PRICES. 1 P,. 
!:: 
nal!t.) 
169 
 0 Doo'on. 0 Black I Lon. 
"'] Gold 0 Pohshed 0 Ok Blue Lettering 0269 04.4 
170 L]Sllver DSatrn DWh,re 2lmes 
o Blaok lettering 03.49 05.7 
o Ok Blue 3 Lines 
o White Lettering 0429 0 fj 99 


B Black 1 Line 
Ok Blue Lettering 0 1 49 0 2 4 
o White 
2 Lines 
lettering 02.29 0369 
o Black 
o Ok Blue 3 lmes 
o White lettering 03.19 0 5 .29 
, WJldable 559 r
1 . 
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I. Please add 50( handlingl postag
 
I enclose $ , on orders totaling under 5 00 
No. COD's please. Mass res. add 5' ST. I 
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Card No . Expiration Date and your signature ..iiiii.iI. 


Send to 


Street 


City 


State 


Zip 
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Health educators examine 
alternatives to current system 


Health science proglams must 
change radically to provide health 
care workers with the kind of 
education they need to promote and 
adapt to changes in society's use of 
their services. This theme dominated 
the discussion at the Health 
Educators' Meeting dunng the 6th 
Annual Meeting of the Association of 
Canadian Community Colleges, held 
in Ottawa this November. The session 
centered around the problem of 
"Decreasing Enrollment - the 
Dilemma of Health Science 
Programs." 
In confronting the question of 
whether health educators have a 
moral responsibility to decrease 
enrollment in response to decreasing 
need, Jenniece Larsen, chairman of 
the Allied Health Department at Grant 
MacEwan College in Edmonton, 
pointed out that we must distinguish 
between real health needs and 
artificial or created needs which 
depend on the economic climate or on 
government priorities. In our society 
health standards are measured in 
terms of the number of doctors, 
hospitals and hospital beds, not in 
terms of home care, nutrition and our 
approach to geriatrics, and health 
programs tend to reflect this bias, she 
said. She suggested that a better 
question health educators might ask 
themselves is "Do we have a 
continuing need for nurses whose 
expertise is in the hospital?" 
Larsen said that "health 
programs are too restricted in ttJeir 
focus if education is matched to 
specific job needs in society," and 
proposed that what is needed is a 
broad-based education system that 
provides graduates with the 
perspective to assess where needs 
are and the flexibility to change and 
work where they are needed. She 
added that health care workers also 
need to develop political skills to be 
able to lobby more effectively for shifts 
in government emphasis to where 
health needs really are. 


Dr. Sheila Thompson, Director of 
Health Services at Douglas College in 
New Westminster, B.C., also 
addressed herself to the need for 
alternatives in discussing how 
ed!Jcation can change the utilization of 
its graduates. She compared our 
approach of relying heavily on 
credentials to the Chinese approach 
where effort is spent identifying people 
with the qualities needed to perform a 
job well and then training them to do 
that job and only that job. One problem 
with the credential approach is that we 
screen out many students who may 
have a high proportion of the personal 
qualities necessary to be a good nurse 
by requiring that they be able to 
understand and learn things they will 
never use on the job. One way of 
overcoming this problem is to develop 
a core curriculum for all health care 
workers which would provide them 
with the knowledge they can use at 
one level and also with the base to go 
on to higher levels of specialization. If 
this system were adopted, continuing 
education would have a greater and 
greater role to play in career mobility, 
she said. The ideal would be a 
situation in which a licenced practical 
nurse with several years experience 
could move up the ladder to higher 
levels of specialization without starting 
over again, by taking courses to 
upgrade her knowledge and skills. At 
the same time she would be given 
credit for her experience. 
Thompson proposed an 
alternative health care system in 
which clients would consult a 
paraprofessional. someone less 
trained than a doctor, for their basic 
needs. and be referred to a specialist if 
necessary. For this kind of team 
cooperation, medical workers must be 
trained together, she said. 
To deal with problems like this 
that are related to health education in 
the community colleges, the ACCC 
set up a Health Education Resource 
Committee three years ago. One 
continuing problem that has been 
addressed by the committee and 
taken up by a Joint Committee of 
health educators from ACCC and 


AUCC (the Association of Universities 
and Colleges of Canada) is the 
question of accreditation. This 
cooperation has resulted in a major 
proposal to Health and Welfare 
Canada for an independent national 
Council on Accreditation of Health 
Science Educational programs. 


ICN welcomes 
student nurses 


The International Council of Nurses 
has announced that special 
accommodation for student nurses 
will be available during the 16th 
Quadrennial Congress, May 30 to 
June 3 in Tokyo. The Olympics 
Memorial Youth Centre has been set 
aside for the use of student nurses 
during the meeting. 
To be eligible, students must be 
enrolled in an approved school of 
nursing in this country. Registration 
forms for students are available from 
the Canadian Nurses Association and 
must be signed by the president or 
executive director of the CNA. 
The student nurse Congress 
registration fee, as stated on the 
registration form, is U.S. $30. before 
March 1, 1977 and U.S. $50. from 
March 1-31, 1977. No registrations will 
be accepted after March 31, 1977 and 
there is a cancellation fee of U.S. $20. 


Testing Service Committee 
Approves Blueprint 


The Canadian Nurses Association 
Committee on Testing Service has 
placed its stamp of approval on a 
blueprint for a comprehensive 
examination that will eventually 
replace the RN's now written by 
nursing graduates across Canada. 
The blueprint for a comprehensive 
exam, to be made available in both 
French and English, is the work of an 
eight-member CNATS committee set 
up by the Testing Service in 1975. 
Myrtle Kutschke, Blueprint 
Committee chairman, and Michelle 
Charlebois, committee member, 
presented the committee's final report 
to the Committee on Testing Service 
(COTS) at a meeting at CNA House in 
mid-November. COTS members 
voted unanimously to accept the 
blueprint. 


The next step in the development 
of the comprehensive exam will be the 
convening of committees to write 
objectives for the blueprint These 
objectives will torm the basis fOl 
development of test items. Four 
objectives committees have alleady 
been appointed for each language. 
Eric G. Parrott, Director of Testing 
Service, says that the first meeting of 
these committees is scheduled for 
January 24-29, 1977, with other 
meetings to follow in February and 
March. 


Nurses to complete 
new health forms 


The National Council of the Girl 
Guides of Canada has approved a 
new Health Evaluation form for Girl 
Guides attending activities in Canada 
and the United States which may be 
completed by a registered nurse with 
provision made for referral to a 
physician if necessary. The request 
for a health assessment form which 
could be signed by a registered nurse 
came to the Canadian Nurses 
Association from the National Camp 
Commissioner of the Girl Guides of 
Canada in November 1975. The 
disease-oriented evaluation report 
used at that time was felt to be too 
detailed and required the signature of 
a physican, which during the busy 
summer months was difficult to obtain. 
In response to the request from the 
GGC, the Canadian Nurses 
Association formed a committee of 
nurses skilled in health assessment 
and subsequently developed a 
concise health evaluation form 
designed for total health assessment. 
Only essential information required by 
a registered nurse in completing a 
health evaluation was included. 
This form which must be 
completed three days before a Girl 
Guide attends camp or other activity 
will be in circulation by early spring. 



NBARN supports 
provincial consultant 
in psychiatric nursing 


The New Brunswick Association of 
RegIstered Nurses has pledged full 
support for improving standards of 
mental health and psychiatric care in 
New Brunswick. The Association's 
Council voted in November to request 
government support for a provincial 
consultant in psychiatric nursing. and 
called on all groups concerned to work 
together in upgrading standards. 
The action was taken after 
reviewing a report on the six-month 
advanced course in psychiatric 
nursing held earlier this year. Twelve 
nurses graduated from the course, 
which was co-sponsored by the 
NBARN and the Department of 
Health. 
NBARN president Simone 
Cormier said that the Council agreed 
with the Report's major 
recommendation for a nurse at the 
government level to upgrade 
psychiatric nursing in New Brunswick. 
Such an appointment would maximize 
the positive strides taken in the field of 
mental health. particularly over the 
past few years. she said. Because 
patients with psychiatric disorders are 
being treated in their own 
communities through such programs 
as community mental health clinics, 
psychiatric units in general hospitals 
and discharge of patients from the 
large provincial institutions to foster 
homes, there is a need for a nurse at 
the government level with expertise in 
mental health/psychiatric nursing 
care. Cormier said. "We see this as a 
priority in the total scheme of providing 
improved services for psychiatric 
patients." 


Did you know... 
An experimental treatment for 
multiple sclerosis will be tried out on 
eight patients in Toronto soon. The 
patients. who are under 35 years of 
age, who have had MS less than five 
years. and who are expenencing an 
acute relapse, will be given protein 
injections. If these patients are not 
helped. the experiment will end. but if 
results are encouraging. 17 other 
patients will receive the treatment 
before evaluation of the experiment 


McGill Research Unit to study 
community health nursing 


The Research Unit of the School of 
Nursing. McGill University. has been 
awarded a National Health Research 
and Development Award for the 
funding of a Demonstration Project 
involving the establishment of a 
community health nursing service. 
The project. located in a middle 
income suburban community of 
Montreal, is directed toward the 
development and maintenance of 
family health in a primary care setting. 
Some unique features of this 
setting differentiate it from existing 
experiments In community health 
centers. For example. it will serve a 
middle income group as opposed to a 
disadvantaged sector; it will provide a 
nursing service supported by 
community development and 
information services; physicians will 
not be located within the center but will 
be utilized whenever medical 
consultation and/or referral is 
required; emphasis will be placed on 
the workshop nature ofthe setting - a 
place in which people - individuals, 
families and grou ps, will come to work 
on and learn to deal with problems 
related to health. 
As they provide care. in 
collaboration with McGill School of 
Nursing. the nurses involved in the 
project will be exploring, learning and 
demonstrating new ways of nursing 
families and a community toward 
health. In addition. emphasis will be 
placed on the development of a design 
for evaluation. 
The Research Unit at the McGill 
School of Nursing has only recently 
been established and has four nurse 
researchers. seven researchers from 
other disciplines and a number of 
research assistants on staff. Besides 
this community health project. the Unit 
is also investigating the learning of 
health behavior in children. 
Development of the Research 
Unit in nursing and health care permits 
the School of Nursing to offer graduate 
nurses the opportunity to prepare 
themselves as researchers at the 
Master's level. The program is two 
years in length and financial support of 
up to $5.000 per year is available 
through the Research Directorate of 
Health and Welfare Canada 


CNA executive director 
receives 
Rcn Honorary 
Fellowship 


A Canadian was among ten nurses 
elected by the Royal College of 
Nurses of the United Kingdom to 
receive official recognition during the 
College's Diamond Jubilee Year. 
Helen K. Mussallem. executive 
director of the Canadian Nurses 
Association. was the only nurse from 
outside the United Kingdom to receive 
an Honorary Fellowship from the 
College in a special ceremony in 
London. England on November 24. 
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The occasion marked the first 
time in the 50-year history of the 
College that it exercised its power to 
confer Fellowships and Honorary 
Fellowships in recognition of 
exceptional contributions to the 
advancement ofthe art and science of 
nursing. The Honorary Fellowship 
awarded to Dr. Mussallem was 
conferred by the College in 
recognition of "her work at 
international level in advancing 
nursing education and high standards 
of nursing practice." 
Winifred E. Prentice. immediate 
past president of the Rcn and 


chairman of the committee on 
fellowships. read the citations and 
presented the insignia and scrolls of 
Fellowship or Honorary F
;:owship to 
the recipients. The citation to Dr. 
Mussallem described her as 
"Canada's most distinguished nurse 
in her generation" and pointed out 
that: "She can equally well be 
described as a nurse of the world. so 
generous has she been in accepting 
overseas assignments under the 
aegis of the World Health 
Organization and of other 
governmental and non-governmental 
bodies. also in responding to 
individual calls from the profession in 
various countries wishing to benefit 
from her vast knowledge of nursing 
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education and deep understanding of 
the nursing process:' 
Above. left to right. Catherine 
Hall. Rcn executive secretary, Helen 
Mussallem, and Winifred Prentice are 
pictured following ceremony. Eligibility 
for consideration for Fellowships 
requires nominees to be members of 
the College. actively engaged in 
practice. Honorary Fellowships are 
awarded to Rcn members who have 
retired from practice or to nurses who 
have made an exceptional 
contribution to the advancement of 
nursing at the international level but 
are not eligible for Rcn membership. 



10 


The Cenedlen Nurse Jenuery 1977 


Xe".s 


Coast-to-coast reports indicate 
few nursing positions available 


Eight months ago, in May 1976. The 
Canadian Nurse conducted an 
informal survey of CNA member 
associations throughout Canada in an 
attempt to obtain a national overview 
of the nursing manpower situation in 
the various jurisdictions. At that time, 
we reported that the general picture 
was one of tightening up in 
employment prospects, with pockets 
of serious unemployment becoming 
apparent in several centers. In 
anticipation of another wave of 
graduates entering the employment 
picture within a few months, CNJ has 
attempted to up-date information 
presented at that time. Here is what 
spokesmen for the various 
provincial/territorial member 
associations have to report: 


Newfoundland 
Almost all of the 1976 graduates from 
Newfoundland Schools of Nursing 
have nursing positions (fewer than ten 
do not have jobs). Most of the smaller 
hospitals across the province are 
staffed as budgets permit, but 
hospitals or nursing stations in 
approximately six to eight more 
remote areas of Newfoundland and 
Labrador still require experienced 
nurses. Officials in hospitals outside 
the larger centers report much less 
difficulty this year in obtaining nursing 
staff. There are several nurses listed 
with the Canada Manpower offices 
across the province. 
A total of 30 nurses are presently 
listed as required by employers. Most 
require experienced nurses and most 
are needed in the smaller areas, and 
in extended care facilities. Many ofthe 
part-time positions have been filled by 
full-time personnel. Openings are 
available for public health nurses in a 
few areas. 
Most Schools of Nursing did not 
decrease enrollment of nursing 
students this fall (to any degree) but 
immediate consideration will have to 
be given to this. 


New Brunswick 
As far as job vacancies and nursing 
manpower are concerned, the 


saturation point reached in the spring 
continues to exist. As a result, the 
in-migration of out-of-province (mainly 
Ontario) nurses experienced earlier 
this year has decreased. 
There are a substantial number of 
nurses across the province looking for 
employment through Canada 
Manpower, and hospitals and 
agencies employing nurses continue 
to enjoy a period of adequate staffing. 


Nova Scotia 
In August we had 359 new graduate 
nurses. As far as we can determine, 
167 of these are now employed 
-most in Nova Scotia but some in the 
States. 
In June of this year we conducted 
a survey of all our R.NAN.S. 
members who said that they were 
unemployed at the time of registration. 
Considering those on U.1. benefits, our 
Placement applicants, the 
unemployed new graduates and those 
who appear to be unemployed as of 
the June survey, we estimate close to 
800 unemployed nurses in the 
province. The vacancy situation is not 
very good. We only have two 
vacancies in hospitals and nursing 
homes in the month of September. 
Before the restrictions were imposed 
on the hospitals last January, we could 
expect approximately 40 vacancies 
monthly in the metro area. This year 
nurses are hanging on to their jobs 
and as a result, we are not sure if this 
figure will remain the same. 
We do expect approximately 80 
new jobs next spring when two new 
hospitals and two new nursing homes 
open. However, one of the hospitals 
employing approximately 50 nurses 
expects to close. 


Ontario 
The employment situation for nurses 
in Ontario has not changed drastically 
from an oversupply situation. 
The R.N.A.O. Referral Service 
officially began operation on October 
1, 1976 and the first survey to over 
1,100 agencies employing nurses 
indicated that there were 135 


positions available . Of these 
positions, 30 were part-time and 44 
were anticipated openings. General 
hospitals listed 62 positions - 34 at 
the management level and 28 in 
specialty units where special 
preparation was requ ired. There were 
very few openings in Public Health or 
educational facilities. Many of the 
part-time positions were listed in 
Nursing Homes and Homes for the 
Aged. The majority of available 
positions were clustered within the 
larger cities of Ontarió, 
A survey conducted by the 
Ontario Hospital Association in June 
1976 shows that of 1,193 hospitals 
reporting, there were 208 R.N. 
vacancies. However the openings 
were in specialty areas and/or 
requiring nurses with special 
preparation. 
Canada Manpower Centre's data 
indicates that in July 1976, of 1,560 
employees laid off from hospitals, 
70% were registered nurses. A 
program to assist the employers and 
employees was initiated with some 
success. They have found that most 
employees do not have the mobility to 
move to other jobs in other areas, and 
that where the number unemployed is 
high - is also an area or city with few 
or no nursing job opportunities. 
In terms of the approximately 
3,200 new graduates from the College 
of Applied Arts and Technology, 
success rate in finding jobs varies 
from college to college. In 
mid-summer the number with jobs 
ranged anywhere from 7 to 50 
percent, and roughly half of the 
positions accepted were in the United 
States. 
Prospects for the next few 
months do not appear to be any 
different. The province is awaiting the 
court's decision on the hospital 
closures, and announcement of 
government policy on financing for 
1976. 


Manitoba 
We know that some of the new 
graduates who wrote CNATS exams 
in August are not employed and that 
for each general staff position, there 
are many applications. We also have 
several administration positions and 
positions in specialty areas not yet 
filled. 


A more detailed report will be 
available following establishment of 
our referral service 


Alberta 
Employers state that the turnover rate 
of registered nurses is beginning to 
pick up slightly. Vacancies, however, 
are being filled from within the health 
agencies, as part-time and casual 
employees move into permanent 
positions. Applications for 
employment in most situations are 
adequate, the exception being in the 
north of the province, A dearth of 
nurses exists where expertise is 
required, both in education and 
experience. The primary need is 
Intensive Care personnel. 


Saskatchewan 
It is difficult to know accurately the 
supply of nurses in Saskatchewan at 
this time. A brief survey was done at 
the end of September and we found 83 
new graduates unemployed at that 
time. Some of the employed had 
employment in areas other than 
nursing. Like other provinces, we 
believe that some nurses have left and 
others will be leaving to take nursing 
positions in the United States. 
Many nurses who have come into 
the province from other countries have 
had difficulty in passing the 
registration examinations. 
Consequently some of these are now 
unemployed and are having difficulty 
in finding suitable employment. 


Northwest Territories 
In the N.W.T. there are very few jobs 
open. Most hospitals (Inuvik, Hay 
River, Yellowknife, Frobisher, and Ft. 
Smith) seem to be able to meet their 
requirements with ease. The Federal 
government also has very few 
openings in the Nursing Stations. The 
nurses required for the Stations must 
have experience and/or additional 
preparation (i.e. Nurse Practitioner 
Course). 
We generally fill our staffing 
requirements with applications 
on-hand from interested persons. Few 
of the hospitals advertise for staff. We 
did feel that the number of applicants, 
with good references and with 
experience has increased over the 
last few months. Many are from 
Ontario where the impact of closed 
hospitals must be being felt. 
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MARN sets up referral service 
The Manitoba Association of 
Registered Nurses has set up a 
referral service for RN's to assist both 
nurses seeking employment and 
employers seeking nursing staff. 
Health agencies in the province 
are providing the Manitoba 
Association of Registered Nurses with 
up-to-date listings of staff vacancies. 
Registered nurses looking for work 
who contact the MARN office will be 
given a list of vacant positions, and 
may then apply directly to the agency 
of choice. 
The referral service is not a 
placement service and 
recommendations are not proVided 
either to the nurses or to the employer. 
The decision to apply or to hire is left to 
the nurse or the agency. A list of 
several full-time nursing positions 
outside of the city of Winnipeg is now 
available. 


Nurse heads N.W.T. 
Public health association 
Janet Lindquist, R.N., who is Nursing 
Consultant for the Northwest 
Territories Health Insurance Service 
was recently elected the fi rst president 
of the N. W. T. Branch of the Canadian 
Public Health Association. The first 
meeting of the branch, with Dr. Ken 
Benson, national president of the 
Canadian Public Health Association in 
attendance, was held immediately 
following the Twelfth Annual Meeting 
of the N.W.T. Hospital Association in 
Hay River, N.W.T. on November 24 
and 25, 1976. The theme of the 
meeting was "The Community Health 
Center' and In conjunction with the 
main session, seminars in Nursing, 
Housekeeping and Dietary Services 
were held. 
Guest speaker at the Nursing 
Seminar was Beverly Rinneard of the 
Scarborough Centenary Hospital in 
Toronto who presented information on 
the Bedside Audit and its relationship 
to nursing standards to about 20 
nurses from Yellowknife, Hay River, 
Ft. Smith, Ft. Simpson and Ft. Rae. 
She also discussed the use of the 
Friesen concept as implemented in 
her hospital and gave assistance to 
the Hay River hospital which is in the 
process of implementing the Friesen 
Concept in the new Health Center. 


Ontario PHN's hold 
second open forum 


Sexually transmitted diseases, 
diseases of the jet age, home births 
and the need for more nursing 
research were the four issues that 
occupied the attention of more than 
100 of Ontario's public health nurses 
at a recent day-long seminar in 
Toronto. The occasion was the 
second open forum for public health 
nurses sponsored by the Registered 
Nurses Association of Ontario. 
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Speakers included Elaine Hykawy 
(above) of the Ontario Ministry of 
Health; Christina Butler (below) of the 
Victorian Order of Nurses of 
Metropolitan Toronto; Gail Wright of 
the Ontario Ministry of Health and 
Joyce Kinslow of the Etobicoke Health 
Unit. Chairman for the event was 
Mar9aret M. Boone. 
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Notice of Annual Meeting of the 
Canadian Nurses Association 


In accordance with By-law Section 44, notice is 
given of an annual meeting to be held 31 March 
1977, commencing at 09:00. This meeting will be 
held at the Chateau Laurier Hotel, Ottawa, 
Ontario. The purpose of the meeting is to conduct 
the business of the Association. 
Ordinary members of the Canadian Nurses 
Association are eligible to attend !he annual 
meeting. Presentation of a current 
provincial/territorial membership card will be 
required for admission. Students of nursing are 
welcome as observers. Proof of enrolment in the 
school of nursing will be required for admission. 
Helen K. Mussallem, Executive Director, 
Canadian Nurses Association. 


International authorities to address 
ICEA conference on the family 


Anthropologist Ashley Montagu heads 
the list of speakers scheduled to 
address the Fifth Canadian Regional 
Conference of the Intemational 
Childbirth Education Association in 
Edmonton in June. The meeting is 
sponsored by the Edmonton 
Childbirth Education Association. 
Concerned professionals and lay 
persons from all across Canada, the 
northwestern U.S.A. and Alaska are 
expected to attend to obtain 
information and insight to help them in 
their own fields. 
The theme of the conference is 
Nurturing the Family. The program will 
incorporate findings from medicine, 
mental health, sociology, and many 
other fields to form an integrated 
approach to the care of the normal 
childbearing family. 
Program participants include, in 
addition to Montagu, who is the author 
of "Touching" and "Life Before Birth": 
Niles Newton, behavioral scientist 
specializing in the psychological 
aspects of child-rearing and 
reproduction; Elizabeth Bing, author, 
childbirth educator and co-founder of 
the American Society for 
Psychoprophylaxis in Obstetrics; 


Agnes Higgins, executive director of 
the Montreal Diet Dispensary; and 
Wilma Marshall ot La Leche League, 
Edmonton. 
Topics to be discussed during the 
meeting include: early parenting; the 
role of the health care administrator in 
delivering family-centered care; 
overview of modern obstetrical 
practice; drug use; high-risk mothers; 
breastfeeding; meeting the needs of 
native people; temperament of 
babies; obstetrics and the teenager; 
the advisability of adoptees tracing 
their natural parents. 
Lawyers, sociologists, doctors, 
nurses, and psychologists are among 
the professionals expected to 
participate in the conference. 
ICEA is an interdisciplinary 
organization, founded in 1960, 
representing a federation of groups 
and individuals, both parent and 
professional, who share a genuine 
interest in parent education and 
family-centered maternity care. 
The Edmonton Association was 
founded in 1967 and joined the 
International Association in 1974. 



Resolutions for Annual Meeting 
Members who wish to submit resolutions to the 
Canadian Nurses Association annual general 
meeting (31 March 1977) are asked to send them 
to CNA House by 1 February 1977 to ensure 
distribution. 


Helen K. Mussallem, Executive Director. 
Canadian Nurses Association. 


Code of Ethics 
implemented in Quebec 


. 


After two years of intensive work and 
of cor:sultation between members of 
the Order of Nurses of Quebec and the 
Office des professions, nurses in the 
province of Quebec now have their 
own Code of Ethics. The Code was 
conceIved as an effective instrument 
to enable the Order of Nurses of 
Quebec to fully assume its role as the 
protector of the usels of all nursing 
care servICes in Quebec. It came into 
effect at the end of September last 
year. 
The following is a list of the 
principal subjects dealt with in the 
document: 
. duties and obligations towards 
the pubUc 
e duties-and obligations towards 
clients 
e integrity 
. availability and diligence 
. liability 
. independence and disinterest 
. professional secrecy 
. accessibility of records 
. determination and payment of 
fees 
. derogatory acts 
. relations with the Order and other 
members of the Order 
e contribution to the advancement 
of the profession. 
The Order of Nurses of Quebec 
invites readers who would like to 
obtain a copy of its Code of Ethics or 
wish to know more about its contents, 
to contact: 
Monique Foisy, Pubfic Relations 
Officer, ONQ, 4200 Dorchester West, 
Montreal, Que. H3Z 1V4. 


Health happenings 
in the news 


An American city- Washington, D.C. 
- has become the first in North 
America to record a higher number of 
legal abortions than births among its 
residents over a 12-month period. The 
human resources department of the 
city of Washington reports that a total 
of 9,819 abortions were performed in 
1975, compared with 9,746 births. 
About 85 percent of the total number 
of abortions were paid for by the 
government Medicaid program for low 
income persons (7,417) or were 
performed without charge at the 
city-operated D.C. General Hospital 
(1,002). 


A statistician at the London School of 
Hygiene and Tropical Medicine 
estimates that the risk of death from 
high blood pressure for women using 
oral contraceptives, compared with 
non-users, is 5-to-1. For all 
cardiovascular diseases, the ratio is 
3-to-1. 
Dr. Valerie Beral, author of the 
study indicating a stronger than 
suspected link between the 
contraceptive pill and diseases of the 
heart and blood vessels, bases her 
findings on an examination of 
morbidity statistics for 21 nations 
provided by the World Health 
Organization. 
She found that as the availability 
of the pill rose, so did deaths due to 
cardiovascular disease in women 
aged 15 to 44. Dr. Beral estimates that 
as many as 200 additional annual 
deaths per million from heart and 
blood vessel diseases among women 
in this age group may stem from use of 
the pill. 


Vaccination of native people in the 
North West Terntones against swine 
flu got underway several weeks ahead 
of centers in the south because of the 
special threat the disease poses in the 
North. Native people, according to the 
territories'chief medical officer, Dr. 
F.J. Co lviii, were isolated and not 
affected by the 1918-19 outbreak of 
swine flu and, also, "have historically 
been vulnerable" to respir:;>tory tract 
infections such as Influenza which is 
frequently followed by lung 
complications. 
"Northern natives lack protective 
antibodies to help fight off the 
disease," Dr. Colvill said. He added 
the limited hospital capacity in the 
region would require "mass 
evacuations should an epidemic of 
any magnitude develop." 
The vaccine is being made 
available at nursing stations and 
health units throughout the N.W.T. 


While the federal Advisory Council on 
the Status of Women calls existing 
birth planning programs 
"inadequate" and recommends more 
government spending on family 
planning information and services, the 
federal government has been cutting 
back expenditures in this area. 
According to members of the advisory 
council, comprehensive family 
planning must become "a matter of 
high priority" for federal and provincial 
governments, a matter important 
enough to justify increased use of 
public funds. 
the Department of Health and Welfare 
says that the budget for printing and 
distribution of information has been 
cut, that staff has been reduced, and 
that budgets for training and research 
projects in Canada have not 
expanded according to the increase in 
the number of projects. 


A new Environmental and 
Occupational Health Unit is to be set 
up within the Faculty of Medicine of the 
University of Toronto. The goal of the 
unit will be the solution of a wide range 
of health problems caused by 
environmental pollution and the 
effects of industry on the employee. 
The focus will be on research, 
education, information and 
consultative services. 


An Oncotogy Nursing Society, of 
special interest to nurses concerned 
with the variety of modalities of 
treatment of cancer patients, is now 
operating in the greater Montreal area 
The Society is open to all nurses in the 
province of Quebec. 
Its primary goals are: 
! to promote quality care for cancer 
patients 
. to act as a support group for one 
another in cancer nursing. 
Officials include: Jennie E. 
MacDonald, RN, head nurse, 
Oncology Day Center, Royal Victoria 
Hospital. (president): Frances 
Murphy, RN. head nurse. Montreal 
Neurological Hospital, 
(vice-president): Heather Dorsey. RN, 
head nurse, Royal Victoria Hospital, 
(secretary); Elizabeth Scott. RN. 
chemotherapy nurse, Queen Mary 
Veterans' Hospital, (treasurer). 
Society president, Jennie E. 
MacDonald, points out that the 
Quebec group is anxious to_otter 
assistance to nurses in at*Ier 
provinces who would like to form a 
similar society. The group also invites 
applications from interested nurses in 
Quebec who have not yet joined the 
Society to contact the president c/o 
the Royal Vlctona Hospital, 687 Pine 
Avenue West, Montreal, Quebec, 
H3A 1-A1. 


M.Sc.(Applied) offered to 
non-nurses 


The Kellogg Foundation has awarded 
a grant to the School of Nursing, 
McGill University, to fund a 
new 3-year program offered to 
non-nurses holding a B.A. or B.Sc. 
degree and leading to a Master's 
degree in Nursing. 
The first year is a qualifying year, 
in which students are provided with 
experiences fundamental to the 
practice of nursing. The two final years 
are in the regular M.Sc. (Applied) 
program, in which a broad nursing 
base is developed and refined. Nurse 
licensing examinations are written 
toward the end of the third year. 
Further information about the 
program may be obtained by writing 
to: McGill University, Schoof of 
Nursing, Master's Program, 3506 
University Street, Montreal, P.Q. 
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Myelomeningocele is a 
congenital defect that 
occurs in as many as 
three of every 1,000 
children born. The 
problems facing the 
infant with this 
condition and his 
family are illustrated in 
this case study of one 
nurse's experience in 
caring for Peter and in 
supporting his family. 


r 


an infant with a 


. 


ocele 
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"Is the baby normal?" This IS often the first 
question a mother will ask about her newborn 
child. In the excitement of the event, how 
difficult it is to have to tell the parents that their 
baby is not alright - that he has a serious 
defect. 
Peter was the firstborn son of 
twenty-two-year-old parents. As with any 
young couple, they had been anxiously 
awaiting the birth of their baby and had 
received no warning that their baby might not 
be normal. Peter was born with a severe 
midlumbar myelomeningocele which 
extended from the second to the fifth lumbar 
vertebrae. Immediately following his birth, he 
was transferred by ambu lance to The Hospital 
for Sick Children, Toronto for better evaluation 
of his condition. His mother stayed in hospital 
for a week before she was able to visit him. 
Specific nursing interventions were 
implemented based on a systematic 
assessment of Peter's physical status and his 
parents' coping abilities. 


Peter 
Physical Assessment 
Only a few hours after his birth, Peter arrived 
on the surgical infant area where I was 
working. He was in no apparent distress 
although he had mild peripheral cyanosis. His 
vital signs were within normal limits; his pupils 
were equal in size and reacted briskly to light. 
Although his head was not enlarged (a 
circumference of 35 cm), it was significantly 
moulded and the fontanelles were large and 
soft. He had a strong, lusty cry. 
On examination, his skin was soft, clear 
and pink. The myelomeningocele was covered 
by a thin membrane and was oozing a small 
amount of serosanguinous drainage. 
Rooting, sucking and grasping reflexes 
were present. When I stroked Peter's cheek, 
he struggled to turn his head towards me. He 
displayed a good grasp reflex with his fingers 
but his lack of response to the pinprick test 
below the level of the second lumbar vertebra 
indicated that there was no apparent motor or 
sensory function in his lower extremities. The 
hip flexor muscles had some tonus but the 
abductors and extensors of the hip were 
paralyzed. causing flexion, adduction and 
lateral rotation deformities of the hip and 


extension of the legs. A slight rectal prolapse 
indicated poor tonicity of the anal sphincter. He 
was able to void a good stream of urine 
spontaneously, but his bladder was not 
emptying completely and retained 
approximately 10 cc of urine. Peter also had 
bilateral clubfeet with calcaneous, 
equinovarus and "rocker bottom" deformities. 


Treatment 
Less than 12 hours after his birth, after a 
thorough medical! surgical assessment of his 
condition, Peter underwent surgery for repair 
of the myelomeningocele. Under general 
anesthetic, the membrane was excised 
exposing the neural plaque. The meninges 
were sutured over the plaque in the midline, 
and lateral skin flaps were raised and sutured 
over the meninges. Postoperatively, Peter's 
condition was stable and he was nursed prone 
with a dry elastoplast dressing over the 
incision. 


Associated Problems 
Approximately 80-90% of infants with -1 
myelomeningocele develop hydrocephalus. 4 5 
Tension or fullness of the fontanelles and 
increasing head size are early indicators of the 
increased intracranial pressure associated 
with this condition in infancy. 


Signs of increasing intracranial 
Pressure in Infancy 
.tense or bulging fontanelles 
. restlessness, irritability 
. lethargy 
.drowsiness 
. increasing head circumference 
.sutures palpably separated 
. vomiting 
.sluggish, unequal response of pupils to light 
.decrease in apical rate 


Thus, it was important to check the tension of 
the fontanelles, pupillary reaction and level of 
consciousness when taking Peter's vital signs. 
His head circumference was assessed daily 
by placing the tape measure snugly around his 
head from the oCciput to the frontal region just 
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FIGURE 1-- myelomeningocele 
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above the eyebrows. There were no signs of 
increasing intracranial pressure until three 
weeks postoperatively, when the 
circumference of Peter's head increased from 
35 to 39 cm. The fontanelles became full and 
bulging and the sagittal sutures were widely 
separated. Alsoatthis time, he began vomiting 
small amounts after each feeding. 
For the second time in three weeks, Peter 
had surgery. To control the developing 
hydrocephalus, a ventriculoperitoneal shunt 
with a Pudenz. pump was inserted (see 
Figure 2.) 


Nursing Care 
One of the most important nursing 
observations on Peter's return to the ward was 
the assessment of his neurological status. He 
was observed carefully for signs of increasing 
intracranial pressure in order to detect a 
possible malfunction of the shunt. 
Positioning Peter comfortably was a 
challenge. He appeared to be most 
comfortable in the prone position with his head 
to the left side and a folded diaper placed 
between his legs. This position prevented 
pressure on the myelomeningocele incision, 
controlled the flexion, adduction and 
subluxation of the hips, and prevented 
pressure on the skin over the Pudenz pump. 
Since Peter was unable to lift his head due to 
its increased weight, the nursing staff turned 
his head every two hours to the right side for 
. 10-20 minutes to prevent stiffness of the 
sternocleidomastoid muscles. 
.he skin around the ear was massaged 
with cream each time his head was turned to 
prevent skin breakdown. Other areas such as 
the elbows, knees and feet were also 
massaged frequently to facilitate the 
circulation of nutrients and the removal of 
waste products by the bloodstream. To 
enhance this process and to prevent stiffness 
and contractu res, the upper extremities were 
exercised through their full range of motion. 
Extending Peter's arms well above his head 
was especially helpful in preventing shoulder 
stiffness. Because of his lower limb paralysis, 
it was important that Peter's legs and feet be 
exercised gently. This was done with extreme 
caution since the bones of these infants tend to 
be fragile and rough handling can cause 
fractures. 6 Approximately 2-3 of flexion was 
achieved with passive exercise of the knees. 
Passive foot exercises included dorsittexion, 
plantarflexion, eversion and inversion. 
Since Peter could not yet be held or 
cuddled and his condition necessitated that he 
lie in a prone position, the nursing staff utilized 
every opportunity to provide him with 
sensory-motor stimulation and "people 
contact." Thus, exercise periods, for example, 
would be turned into a game where the nurse 
established eye-contact, and talked to and 
played with Peter. This provided some visual 
and auditory stimuli which otherwise were 
limited to those in his hospital room. Playing a 
radio or a wind-up music box provided variety 
in sound stimulation as did singing and talking 
to him. A bright red rattle suspended from the 
crib rail at eye level provided him with another 
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developmental stimulus. 
Peter had difficulty in taking all his formula 
while in the prone position. We found it best to 
feed him every three hours rather than every 
four hours and give him one ounce of formula 
less each time to increase his fluid and caloric 
intake. Placing my left hand under the infant's 
upper chest, neck and head helped to raise 
him sufficiently to facilitate feeding. Stroking 
his cheek and massaging the muscles used in 
sucking also helped to improve his swallowing. 
The use of a small-holed nipple prevented 
Peter from swallowing excessive amounts of 
air. After each ounce offormula, I stopped and 
gently rubbed Peter's back for a few minutes 
while keeping his head and chest slightly 
elevated. 
As soon as the repaired 
myelomeningocele was well healed, Peter 
could be held during his feedings. This not only 
provided variety, stimulation and security for 
him, but was also conducive to improved 
integumentary and respiratory status. 
Due to the level and extent of his 
defect, Peter had a neurogenic bowel and 
bladder. Sacral nerve involvement interrupted 
the reflexes essential for micturition and 
affected the levator ani and external anal 
sphincter musculature causing decreased 
tonicity of the anal sphincter. 
Elimination of urine was facilitated by the 
Crede maneuver (application of suprapubic 
pressure over the bladder).7 This was 
accomplished by standing at the foot of the crib 
and grasping the infant s hips with both hands 
so that the thumbs extended along the 
buttocks and pointed toward the infant's head. 
The bladder was compressed firmly between 
the first two fingers and the spine. Pressure was 
maintained until the flow of urine ceased. 
Although Peter voided spontaneously between 
bladder expressions, this procedure was 
repeated every two hours in order to prevent 
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incomplete emptying and subsequent urinary 
tract infections. A folded diaper under the chest 
and upper abdomen and a small disposable cup 
under the perineal area facilitated the collection 
process. After each expression, the amount and 
characteristics of the urine were observed and 
recorded accurately and the perineal area was 
cleaned thoroughly. 
With a neurogenic bowel, constipation 
can occur easily due to a lack of normal 
contractile tonus in the lower bowel and 
rectum. It was important that Peter not become 
constipated because it could result in 
compression of the peritoneal end of the 
ventriculoperitoneal shunt and eventually 
cause it to block. Therefore, the characteristics 
and amount of stool were carefully recorded. 
Members of the health team including 
physiotherapist, social worker, public health 
nurse, and hospital nurses met as a group to 
plan for Peter's care and discharge. Realistic 
goals were establis hed early in order to ensure 
that potential problems were not overlooked 
For Peter, these goals were to: 
. take 90 cc at each feeding 
. have adequate daily output of urine and 
stool 
. remain free of infection 
. sit In a baby seat 
. go home with his parents. 
For Peter's parents. the agreed upon goals 
were to: 
. feed Peter 
. hold him 
. bathe him 
. express his bladder 
. disempact his rectum 
. exercise his extremities 
. pump ventriculoperitoneal shunt if 
necessary 
. know early signs of intracranial pressure 
. know adequate inputs and outputs 
. know appropriate stimulation for him 
. feel confident in caring for him. 
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The public health nurse provided a liaison 
between the hospital and the home and helped 
to communicate these goals to the nurse in the 
community. 


Peter's Family 
Helping parents face and cope with the reality of 
a newbom child with a severe defect is a difficult 
task but one which is of utmost importance. 
Peter's parents had not anticipated the birth of an 
abnormal infant and they felt grief for the healthy 
baby they had expected and guilt that they might 
have done something wrong to cause the 
defect. 89 During the first week after Peter's 
birth, neither parent came to see him. His 
mother was still in hospital in the postpartum 
unit and his father was torn between visiting 
his wife or Peter who was in a different 
hospital. He decided to spend his time with his 
wife because she was upset and he thought 
she needed his support. 
Seven days after their baby was born, 
they came together to visit Peter for the first 
time. Both parents were anxious and 
concerned about their baby's condition but 
expressed this in very different ways. Peter's 
mother tried to deny the severity of his 
condition and stressed to her husband how 
'healthy' and 'happy' Peter looked. Although 
she had been told a bout Peter's paralysis, she 
"normalized" his immobility by saying,"He's 
such a good baby. He never squirms. He 
seems to be contented to lie in that position all 
the time." Peter's father was very quiet during 
his first few visits and lookea away each time I 
approached him. Becausð r,is first language 
was Greek, he seemed to be unsure of his 
ability to share his concerns. An interpreter 
helped a great deal to clarify things for him and 
to make him feel more comfortable. One day, 
when talking to a physician he became very 
angry stating that his son's defect was all "the 
doctor's fault." This was the first time he had 
verbally expressed any of his feelings about 
Peter's condition. 
Building up a relationship based on trust 
between the nurse and the parents was an 
essential beginning in helping them cope with 
their new situation. To accomplish this, I 
answered their questions honestly and gently, 
and demoostrated, by my frequent presence, my 
acceptance of them and their baby. 
It was helpful to call Peter by name and to 
refer to "you and Peter" as a umt when I ta,ked 
with the parents. This simple Intervention 
assisted them in linking thems- ves with their 
child in their planning for their lulure. By 
example, I encouraged them to touch Peter, to 
play with him. and to sing and talk to him. 
These "parenting" activities were difficult for 
them, however, because they were afraid of 
"harming" their baby. I tried to emphasize 
Peter's healthy behavior as much as possible, 
for example, taking all of his feeding; 
gradually, the parents were eble to touch Peter 
while talking and playing with him. This 
behavior as well as the parents' questions 
about Peter's feeding patterns indicated that 
they were ready to learn some techniques 
about caring for their baby. 


In my initial interviews with the family, I 
discovered that the parents' knowledge of 
baby care was limited. Both parents were the 
youngest in their families and neither had any 
experience holding, bathing or feeding an 
infant. 
Our teaching-learning sessions were 
directed towards meeting the goals set by the 
health team, and began with informal 
demonstration-discussions of Peter's feeding 
behaviors, and moved the next day into 
supervised feeding periods initiated by the 
mother. Sympathetic and understanding 
teaching and positive feedback about 
successes assisted her in gaining confidence 
in her own mothering abilities. 
The parents had many new skills to learn 
before they would be ready to care for Peter at 
home. These included how to hold and bathe 
Peter, how to detect early signs of intracranial 
pressure, express his bladder, disempact his 
rectum, determine adequate intake and 
output, exercise his extremities and position him 
appropriately. 
Each learning need or problem was 
assessed by the nursing staff in a systematic 
manner by being alert to verbal and nonverbal 
cues from the parents and evaluating their 
developing knowledge base, skills and 
readiness to pursue the task. For example, I 
noticed that Peter's mother tightened her facial 
muscles while she was expressing Peter's 
bladder. When I asked her about this, she said 
that she felt tense and worried about the 
procedure. By placing my fingers over hers 
and pressing down on the bladder with her, 
she was able to judge the pressure required to 
empty the bladaer and felt more confident 
about doing this task. 
With practice, botn parents gained skill in 
assessing Peter's problems and in performing 
the techniques necessary in his care. Before 
Peter's aischarge, they feltthey could carry-out 
the basic daily tasks required. They will still 
have to adjust their usual daily activities to 
include this rigorous regimen without 
redirecting their goals completely when they 
take Peter home. 


Concern for the Future 
For this family there will be many future 
concerns and stressors. There are still many 
questions they may want answered (Le. How 
c"ln we provide Peter with appropr;ate 
stimulation as he develops? What type of 
schooling WOL.ld be most appropriate for him? 
How can we help n;n; find plaýmates?) The 
C0mmumty nurse with me help of the public 
health nurse from the Society for Crippled 
Children can provide guidance to assist the 
parents to prepare for problems associated 
with Peter's development. At the present time 
there is no special equipment required for 
Peter's care. As he grows, he will probably 
require special carts for mobility, wheelchairs, 
braces, orthopedic shoes and urinary 
appliances. The PUblic r,ealth nurse in 
collaboration with other members of the health 
team can assist the family to adapt to each 
new situation. 


Peter will be further assessed in the 
combined spina bifida clinic at the Ontario 
Crippled Children's Centre. Then he will have 
ongoing assessments (Le. urological, 
orthopedic. physical medicine and 
neurological) at three to six-month intervals as 
needed. 
The family was also referred to the Spina 
Bifida Association which promotes the welfare 
of individuals with spina bifida and their 
families and provides support through a group 
approach to problem-solving. 


Summary 
Caring for a child with a myelomeningocele is 
not a task that one person can accomplish on 
his own. An interdisciplinary team approach, 
early parental involvement in the baby's care, 
a thorough knowledge of community 
resources, and parental understanding of the 
long range implications will greatly influence 
a!1d affect Peter's early years. With support 
from both professionals and relatives and 
friends, it is hoped that they will develop a 
positive attitude to this challenge and continue 
to demonstrate their love and concern for 
Peter. '" 


, 


Judith M. Hendry (R.N., Hospital for Sick 
Children, Toronto; B.Sc.N., University of 
Toronto; M.Sc.N., University of Westem 
Ontario) is presently a lecturer at the 
University of Toronto, Faculty of Nursing. She 
prepared this paper while working on a 
surgical infant area at the Hospital for Sick 
Children in Toronto. 
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In recent years much literature and discussion 
has centered on hu man sexuality, Society has 
pried into, questioned, evaluated and 
generally exposed to public view, many areas 
of human sexual needs and behavior that were 
once considered taboo. Ideally, this kind of 
scrutiny leads to increased knowledge about 
what it means to be fully "human:' 
For the handicapped person, the journey 
towards a better understanding of his/her 
sexual potential has been a little slower in 
getting started. Igno
ance about the sexual 
feelings of the handicapped person has kept 
the subject shrouded in embarrassment and 
silence but attitudes are changing, Workshops 
and conferences being held in centers across 
Canada are one means of increasing 
communication amonq health care workers 
and the disabled. This ensures that better sex 
education and counselling is available as well 
as providing a means of improving public 
education and understanding of the disabled 
person and his needs. 
An example of this type of conference was 
the one held some time ago at the Royal 
Ottawa Hospital and co-sponsored by 
Algonquin College in Ottawa and S IECCAN 
(Sex Information and Education Council of 
Canada). The three-day conference, entitled 
'Sexuality and the Disabled,' brought together 
health care workers and physically disabled 
persons in a relaxed and accepting 
atmosphere to consider human sexuality in its 
broadest sense and to study the more 
particular diffÍl.,ulties experienced by the 
disabled in the expression of their sexuality. 
The tone for this Ottawa workshop was 
set during the opening address by Beverley 
Thomas, Executive Director of Planned 
Parenthood British Columbia. Beverley is a 
quadriplegic who twenty years ago sustained 
a spinal cord injury as a result of a diving 

ident. With a mixture of gentle humor and 
'Candid self -disclosure, she opened the door to 
the forbidden area of sexuality and made it 
possible for those present to begin taking a 
long, hard look at their own values and beliefs, 
as well as the taboos, myths and 
misconceptions surrounding sexuality in 
general and sexual practice in particular. She 
told her audience: 


I don't want to be the odd guy out. We're 
people and that's important. Because I have 
to wheel to get from here to there is nobody's 
business but mine. But we do have to pick up 
some people on the way who will share that 
experience with us - we have to find those 
people who will love us for ourselves, and not 
worry about those who can't .., in any 
experience where you are trying to create 
trust. you have to take risks. 


By being together in both large and small 
groups, those at the workshop were able to 
exchange information, opinions and 
experiences with one another. For example, 
participants engaged in some value 
clarification strategies which allowed them to 
look in some depth at their own attitudes 


towards sexuality. In order to understand what 
this exercise involved, imagine yourself in a 
small group setting. You are given a small card 
on one side of which is written a general 
statement about sexuality. You are asked to 
respond to the statement. Then turning the 
card over, you are asked to respond to a more 
specific statement. You may elect to pass if 
you wish and no one may interrupt you until 
you finish. Suppose your first statement is: 
Physicafly handicapped children should 
be given opportunities to develop their own 
sexual feelings realizing that they may not get 
these opportunities as other children do. 
More than likely you are able to comment 
on the statement with a fair degree of ease. 
But, how about the reverse side? 
Your 73-year-old niece tells you that a 
close girlfriend. who IS unable to use her 
hands, has asked for assistance in 
masturbating because she wants to find out 
how it feels. She asks you if you think it would 
be OK." 
This IS not quite so easy. Although some 
participants thought the whole exercise too' 
academic, it did permit those unaccustomed to 
speaking freely about sexual matters the 
freedom to do so in an atmosphere that was 
accepting and nonjudgmental. This attitude 
was an outstanding feature of the conference. 
No one felt pressured to talk about their own 
sexual experience if they did not wish to do so. 
In group sessions, participants -r) 
considered sexuality in its broadest sense,a . 
well as examining the importance of 
establishing meaningful relationships - 
"How I view myself as a man or a woman?" 
-"How can I express my masculinity or 
femininity in ways acceptable to myself and my 
partner?" . 
One gentleman, who has multiple 
sclerosis and is confined to a wheelchair, 
shared the following: 


My sexuality consists of more than my 
genitals. For many of us here, they don't work 
anymore. Touching and holdmg someone I 
care for is important to me. Why, I can have a 
spiritual orgasm just looking into my partner's 
eyes! 


A woman participant recounted her 
determination to look just as attractive and 
feminine as any other woman: 


By golly, when I went out to the Queen 
Elizabeth (theatre) and for dinner, I was going 
to wear a long dress just like anyone else, I 
was going to get there, I was going to wheel 
up to that table and I was going to ask the 
waiter to cut my meat. 


This kind of sharing not only provided 
much needed encouragement to other 
disabled people but also helped to dispel the 
misconception that sexuality is synonymous 
with sexual intercourse. As McRae and 
Henderson state: 
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Sexuality has many modes of expression, 
ranging from the baking of an apple pie for a 
loved one to sharing one's body. Sexual 
behavior is a private affair between partners, 
having variable sIgnificance depending upon 
the psychologic, physical and social 
environment of the moment. 1 


A variety of discussion groups centered 
on the specific problems experienced by 
individuals with different physical disabilities or 
dysfunctions. Knowledge related to sexual 
activity for people with pain and joint stiffness, 
speech and communication disorders, 
spasticity, muscle weakness and immobility 
was shared by the participants who were 
encouraged to choose the group best suited to 
their needs. Resource people for each group 
included a leader having special knowledge of 
the particular disability and a facilitator to 
provide support and promote meaningful 
interaction between members. 
A panel discussion, "Growing Up with a 
Disability and Learning to Live with a 
Disability," was presented by four disabled 
people who shared where they "were at" in 
terms of their own sexuality and how they got 
!here. The courage and determination of these 
people who shared some of the most intimate 
and what, for most of us, would be devastating, 
experiences i" their lives was greatly admired 
by the audience. 


Conference Outcome 
Effective workshops and conferences 
have a tendency to raise more questions than 
.hey answer and this one was no exception. 
The final sessions were devoted to formulating 
the questions and common concerns of the 
participants into meaningful 
recommendations. A total of 22 
recommendations were accepted for 
circulation to provincial and federal 
government agencies, health care and 
residential agencies, and health education 
institutions within the Ottawa area. 
Participants agreed that: 
. directors and supervisors of health and 
residential facilities should 
- allow self-governing by the disabled 
persons in all non-medical matters, 
- provide appropriate facilities, such as a 
furnished room with adequate privacy for 
personal use by residents on request. 
. an ombudsman (priority to a disabled 
person) should be appointed to be the liaison 
between the associations of the disabled and 
the government (federal and provincial). 
. all in-patients and out-patients should be 
given instructions about the effects of drugs on 
their sexuality. 
. a sexual therapy team should be 
identified within all Rehabilitation units in 
Ontario. 
. subsidized transportation should be 
made available to the disabled to allow for 
socialization. 
. disabled children should be integrated 
with other children throughout the general 
school system. 


. all educational programs for health care 
professionals (including inservice) should 
provide courses in sexuality, and sexuality and 
the disabled. 
. institutions and places of care (i.e. active 
treatment hospitals, chronic hospitals and 
homes for the elderly) should allow individuals 
to express their right to privacy and support the 
individual's dignity in this expression. 
To devise strategies for implementing 
these and other recommendations for change, 
a core group of thirty-five people from the 
workshop continue to meet and evaluate their 
progress. They anticipate that through public 
education and a better understanding of 
human sexuality the needs of the disabled in 
the expression of his sexuality will be met. 


Nursing Implications 
During the course of the conference, 
participants became increasingly aware of the 
significance of the observation by one of the 
workshop organizers that: 


The fundamental issues relating to 
human sexuality encompass personal value 
systems, life-styles, self-image and 
communication mode as well as how peoplé 
in relationships act toward each other. 2 


Acceptance of the idea that these words 
apply, not just to the patient - the other guy- 
but also to nurses themselves, carries with it 
severa.l important implications among them: 
. Our sexuality is not out there somewhere, 
it is an integral part of our total being. It is not 
just something we do privately. It is our 
confirmation of ourselves. 
. Until we are comfortable with our own 
sexuality, we cannot help anyone else. Being 
comfortable for some may simply mean that 
when a patient broaches the subject of 
sexuality, you, his nurse, can honestly say, "I 
find it difficult to talk about intimate matters of 
this nature, but I know it is important to you and 
I will put you in touch with someone who can 
help you with this concern." 
. We don t all have to be counsellors on 
sexuality but we do have a responsibility to our 
patients. 
An individual who undergoes an 
alternation in body image is certainly going to 
have concerns regarding his sexuality. The 
nurse, in helping her patient through the 
rehabilitation process, can encourage the 
patient to take the initial risks required in trying 
out his "new image" as he relates to his friends 
and loved ones, and in making new 
acquaintances. Some individuals have to 
learn to love all over again. 
This demands a lot of courage as well as a 
great deal of support from the health care 
worker most closely involved, the nurse. 
Therefore, we must become as 
knowledgeable and as comfortable as 
possible in this whole area if we are to be of 
help to the disabled person... 
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Elizabeth Finch (R.N., Toronto General 
HospItal; B.N., M.Sc.(Applied) McGill 
University) is the coordinator of nursing 
inservice education at the Royal Ottawa 
Hospital, Ottawa, Ontario. While attending the 
conference, "Sexuality and the Disabled," 
she was struck by the open and sincere 
sharing of feelings by the participants who 
earned "our undying respect, admiration. and 
gratefulness. Beverley Thomas, for example, 
who gave the opening address is without a 
doubt a remarkable, vibrantly alive woman." 
"It took an enormous amount of courage 
and 'sheer guts' for these people to share 
some of the most intimate and what for most of 
us would be devastating experiences in their 
lives. .. 
To those nurses who feel embarrassed 
discussing the topic of sexuality, Finch adds, 
"When you are overCome by these feelings, 
look at your patient who knows more about 
embarrassment, fear and vulnerability than 
most of us could ever imagine. .. 



.. 


a
 
, 

 
. 
\O
 .\
 

 
0 


 
a supportive approach 
to individuals in conflict 
with society. 


Jane Worden 


Three years ago, when I moved to the Forensic 
Unit of the institution where J work, the only 
thing I knew for sure about the patients there 
was that, at some point in their lives, they had 
all come into conflict with the law and had 
been subject to judicial process. Since then, J 
have cared for many of these patients and 
come to appreciate some of the problems 
involved in their rehabilitation. 
The need for nurses in this area of 
psychiatry is growmg as the need for mOre 
facilities for the assessment and treatment of 
these patients becomes increasingly obvious 
in our society. It is my hope that this personal 
account of my experiences and observations 
will spark a corresponding mterest among 
other nurses. 


The Forensic Inpatient Unit of the Clarke 
Institute of Psychiatry in Toronto can handle a 
maximum of 22 patients - 19 male patients. 
three females. Since most of these patients 
are remanded to our custody, the doors of the 
unit must be kept locked. The unit provides 
both assessment and treatment. Assessment 
is at the request of the courts, on behalf of the 
defence attorney, crown attorney or judge. 
Most patients are remanded for from 30 - 60 
days but staff may request an extension or ask 
to have the patient returned to custody before 
the designated time is up 
Assessments may be pre-trial- i.e. the 
person has been charged with an offence but 
not yet tried, or pre-sentence-- Le. the person 
has been convicted of an offence and an 
assessment requested, usually to aid the 
judge in dispensing an appropriate sentence 
to a suitable institution. 


Assessment 
Thirty to 60 days is obviously not a very 
long time in which to do a thorough 
assessment and therefore the staff must work 
quickly to discover all the relevant information. 
Along with routine blood and urine tests, an 
E.E.G. is usually done to rule out brain 
dysfunction that could have some bearing on 
the person committing the offence with which 
he is charged. Extensive psychological testing 
is carried out and detailed histories are taken 
by the doctor and added to information 
gathered by other staff involved with the 
patient. 
Staff-patient contact varies from person to 
person and ranges from group therapy to 
one-to-one interactions with staff, but 
evaluation of the day-to-day social dealings 
with co-patients is probably our best tool for 
assessment. We see examples of many 
psychiatric illnesses, but most patients are 
labelled as having "personality"' or "character" 
disorders. In textbook terms, they are 
individuals whose behavior is amoral and 
anti-social, whose actions are impulsive, 
irresponsible, and serve immediate interest 
with little or no feeling of guilt or anxiety and 
without concerns for the legal or social 
consequences of their act. 
Each written report submitted to the court 
on the completion of an assessment is 
compiled by the doctors from information 
gathered by team members, including the 
nurses. social workers, psychologists, 
occupational therapists, and the doctor 
himself. The report contains information such 
as whether the person is fit to stand trial, based 
on whether he is certifiable under the Mental 
Health Act 1967, whether he understands the 
nature of the charges and the possible 
implications and consequences, whether at 
that point in time he is able to follow court 
proceedings and advise his lawyer. 
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appropriately, and whether he understands 
the meaning of the oath to be taken in court. 
A more personal assessment of the patient"s 
personality is also outlined and 
recommendations are made for treatment, either 
in a psychiatric facility or in an appropriate 
institution in the penal system. 
Treatment 
Along with assessments, the unit accepts 
some patients for psychiatric treatment. 
Re-admission of former patients for "crisis 
intervention" is not uncommon. Sometimes 
the court recommends that one of our patients 
who has had an assessment be retu med for 
treatment instead of incarceration. There is 
another group of patients who after serving 
some part of their sentence may be returned to 
the unit on a parole basis - Le., by serving the 
remainder of a sentence in close contact with 
an agency that provides rehabilitation to the 
community. Our rehabilitation program has 
extended to include patients now considered 
"sane" and released from the Hospital for the 
Criminally Insane in Penetangueshene, 
Ontario as ready to re-enter society. 


On the Job 
My nursing experience on the forensic 
unit began when I requested a transfer after 
several openings became available. The idea 
of working with "criminals" was intriguing and 
it was probably this curiosity that led me to 
apply. 
The first two weeks went by as if in a 
dream. I recall sitting in the nurses' station 
reading charts and trying to fit the "charges" 
with the faces that occasionally appeared. 
That was, and still is, an impossible feat. 
I learned very quickly that each of these 
patients is an individual. Initially, most struck 
me as "nice guys," it was difficult for me to 
connect an individual with, for instance, a 
brutal rape, an armed robbery, or even 
murder. This tendency to stereotype and 
prejudge is one that I had to overcome; as very 
often it caused me to be less than objective in 
my approach to these patients. I came to the 
conclusion that I was doing myself and my 
patients an injustice. I soon realized that each 
patient has district needs peculiar only to him. 
The team approach helps to maintain this 
objectivity by a system of effective 
communication between members and by 
providing necessary feedback and even 
conflicting opinions. 
As we get to know our patients, problem 
areas begin to surface. Our unit is often their 
last contact with "society" before a long period 
of incarceration. Sometimes a patient is 
making a last attempt to get help after years, 
often a lifetime, of problems. For many 
patients, it is too late. They must face the legal 
consequences of their deeds, and their 


chances for rehabilitation in the prison system 
are slim. Often, patients have agreed to this 
assessment period merely to get a "good 
report," in the hope that the judge will allow 
them to go free on bailor to receive probation, 
a shorter sentence or even acquittal. They 
believe that if they are "good" and attend all 
the activities available they will receive a 
favorable report. They soon learn that this is 
not the case. 
After the staff has prepared the 
groundwork, the patient can either start 
working in groups and on a one-to-one basis 
with his staff, including at least two primary 
nurses, or he can sit back and openly admit to 
little or no motivation. We try to get the patient 
to make this decision himself but this is not 
easy for a person who has always avoided 
accepting responsibility for his actions. 
The therapeutic milieu we try to attain on 
our unit is based on trust '" a small word with 
enormous connotations. Some of these 
patients have never trusted anyone, much less 
a stranger, in the form of a nurse (who is after 
all, an authority figure). As staff, we are 
constantly tested with statements like - "You 
don't really care about me. This is just your_ 
job." We try to respond in an honest, 
straightforward and con.sistent manner. 
Openness and honesty on the patient"s part 
are also stressed. Using a give-and-take 
approach, sharing a little of ourselves and 
expecting the same in return, we try to 
establish a therapeutic relationship with each 
patient. 
I share my expectations with him in the 
hope that he will begin to take the 
responsibility upon himself to set some 
realistic goals, and understand his personal 
limitations. Often he needs a great deal of 
guidance and support in these areas, but the 
nurse-patient relationship can be such that he 
will accept these from her. 
In working with the forensic-type patient, it 
is important to refrain from setting goals that 
are beyond his reach or imposing rigid, 
middle-class values. Instead, I try to set what I 
would consider easy goals so that positive 
gains are achieved and recognized by the 
patient relatively quickly, thereby helping him 
to acquire the self-confidence he so 
desperately needs. 
We must carefully examine the 
socio-economic background of each 
candidate for rehabilitation and then also 
consider how much of his life has been spent in 
institutions. We must be careful not to 
automatically assume that he can function in 
our society. Realizing this, I try to be sensitive 
to the needs of a patient to learn what I would 
consider an elementary task, like using a 
telephone or operating a vending machine. 
try to make the patient aware of this 
understanding early in our relationship. 


Good rapport, mutual understanding and 
trust make it possible for the patient to be less 
threatened in admitting his need to be taught 
and protect his pride and self-esteem from 
further damage. This supportive, 
non-threatening approach to teaching simple 
life-skills can be expanded into more 
complicated areas like interpersonal and 
social relationships. It is a slow and difficult 
process, but often it can lead to the roots of 
serious problems of depression, alcoholism or 
inadequacy that may, in turn, result in 
difficulties with the law. 
At first, I found it difficult to understand tl1e 
unconscious desire of some patients to return 
to jail. Usually these people have a history of 
repeated institutional admissions, ranging 
from orphanages to maximum security 
institutions. They have come to believe that 
prison will accept them and provide the 
security they so desperately need when 
society will not. In many cases, this is a fact. It 
is not unusual, for instance, to see one of our 
patients receive probation after assessment 
and return to us for rehabilitation. He begins to 
learn how to live a decent life, he finds a job 
and a place to live. He is discharged and seen 
on a regular out-patient basis. Then, suddenly, 
he is up on another charge, for no apparent 
reason. More often than not, he is just not 
ready to cope with the everyday hassles of life, 
and the institutional environment offers him a 
secure alternative to coping. Douglas was a 
patient like this ... 



Case History 
Name: Douglas H. 
Age: 25 
Birthplace: Smalltown, Manitoba 
Present Charge: Break and Enter, Two Counts. 


fhis patient was admitted for a 60 day assessment 
at the request of the trial judge prior to sentencing. 
Over the past ten years, he had been in jail many 
times on various charges. Invariably, he was under 
the influence of alcohol when he committed his 
oHences. Previous psychiatric contact was nil. 
Familial history revealed an alcoholic father and a 
mother who died when he was four years old. Doug 
spent four years in various homes in the community 
and then was adopted by a paternal uncle and his 
wife. While he was well provided for physically, his 
emotional needs were not adequately met, 
especially after the birth of a stepsister. 
Doug's real father introduced him to alcohol use 
when he was 12 years old. It would appear that in 
these formative years, he was confused and torn 
between identifying with his real father and his 
stepfather, as his adult model. He was still in close 
contact with his father and two brothers in the small 
community where they lived and alcohol was his way 
of relating to his "real family'" 
Doug was a shy, introverted teenager who used 
alcohol for courage and confidence in social 
situations. By 16, his dependency was 
uncontrollable and he needed money to support it. 
His first conviction was at age 15 and for the next ten 
years he progressed from county jails to the federal 
penitentiary. with only brief periods out on the street. 
While in prison he relates a considerable use of 
alcohol in the form of illegal "moonshine" made by 
the inmates, so his dependence was never really 
" interrupted through incarceration. 
Assessment 
When Doug arrived on our unit. he presented as 
a suspicious and quiet individual, unsure of the 
reasons for his admission and mistrustful of staff and 
patients alike. With a long history of incarceration 
this is not an unusual response: as nurses, we are 
confronted repeatedly with patients who question 
our motives in trying to establish a relationship, The 
self-esteem of these patients is often so low that they 
see no reason for our concern. 
Since Doug seemed unable to trust anyone, 
consistency of staff and a non-threatening approach 
were very important. He was encouraged to become 
involved in all the groups available including a 
closed insight-oriented group. Psychological testing 
revealed littfe pathology other than a tendency 
toward hypomania and impulsivity. A series of 
EEG's revealed some permanent organic 
dysfunction due to chronic use of alcohol. 
Nevertheless, he showed many resources, 
intellectual and emotional, that he could use if 
, motivated to do so. The prognosis remained 
guarded due to his long history of alcoholism. Doug 
himself admitted to a problem in this area though 
and expressed a desire for help with his problem. 
During his 60 days on the unit, Doug proved to 
be a warm, caring individual, with a capacity for 
insight, and the ability to form interpersonal 
lelationships with staff and patients. Team members 
felt that treatment could result in his eventual 
rehabilitation back Into the community and 
recommended probation. The judge concurred and 
Doug received a sentence of two years probation. 
Doug felt his drinking problem was the result of 
his background and it would appear that alcoholism 
was a 
ymptom of early deprivation, identity 
confusIon, low self-esteem and contact with a 
lifestyle condoning extensive use of alcohol, typical 
of the community where he grew up. His self-esteem 
improved remarkably as the result of feedback from 


patients and staff about the positive aspects of his 
personality. His general popularity on the ward 
resulted in his serving on patient committees and he 
became an appreciated as well as productive group 
member. The peer group support he received was 
important but the genuine caring that the staH 
demonstrated was probably more important 
because we were role models for him. Doug's 
motivation to change was very high. 
Treatment 
After sentencing, he was supposed to continue 
in group and individual therapy for approximately 
two months to facilitate further growth and improve 
his self confidence so that he could seek 
employment and live in the community. 
Treatment for Doug's alcoholism was 
discouraging. It was important that he transfer his 
dependency on alcohol to a healthy dependency on 
the unit, especially after discharge when he would 
need a great deal of support but this was not easy 
since he regarded any dependency, especially on 
women, as a weakness. Doug knew that continued 
alcohol abuse would mean more brain damage and 
possible return to prison. Intellectually he was able 
to say that he had to stop drinking. Emotionally, he 
had to discover for himself whether he could control 
his drinking rather than stop. On his first pass, he 
returned to the unit quite drunk. In this condition, he 
was angry, verbally abusive, aggressive and 
objectionable. His memory of this behavior was 
almost nil and when confronted with it, he was 
frightened enough to agree to begin treatment with 
Antabuse. This continued for about a month but he 
regarded this medication as a crutch and preferred 
to be independent. Since regaining his self-respect 
was extremely important to him the staH did not force 
the issue. 


Release 
Eventually, Doug returned to the community. 
Through employment counseling and much 
searching on his own, he found a good job and was 
we1I-liked by his fellow employees. Out-patient 
follow-up, in the form of supportive psychotherapy 
with two of the nurses who were his primary staff, 
was continued on a weekly basis for three months. 
Then, he was charged with assault following a 
drinking incident in a tavern. Because the charge 
involved a breach of probation, the judge sentenced 
him to the penitentiary. 
Should we regard Doug's treatment as a 
fanure? Where did we go wrong? Did we waste a lot 
time and energy on a hopeless case? I would have to 
answer "NO" to all of these questions. I feel that 
Doug benefited immensely from our program. I think 
that loneliness and situational depression, leading to 
an increasing use of alcohol again after discharge 
were the cause of his "downfall'" He admitted that 
drinking was his only wav to socialize. Apparently his 
ability to be independent was '.mited and I feel this 
was due more to hIs '0"9 . istc')' Of 
institutionalrza
ion than to any failure on our part. 
Although Doug ended up back in prison, I feel 
sure he will maintain the gains he made and be able 
to use these once he is released again. He definitely 
learned a great deal by his mistakes and he was 
certainly aware that he had to take responsibility for 
his own actions As nurses, we cannot feel 
responsible for this so-called failure and, as a team, 
we can use cases like Doug's and countless others 
to learn from and discover new and different ways 
of dealing with future patients. 


Summary 
Invariably, we spend many, many hours 
working with "antisocial behavior" problem 
patients before we see even a small amount of 
progress. I try to maintain a degree of 
perspective with each individual patient. I have 
learned to cope with temporary defeat and 
discouragement. Eventually, a substantial 
number of our patients do make it. There may 
be crisis-intervention admissions or another 
prison term intervening, but often this is just 
part of the learning process. What seems like a 
tiny step forward to us, is often really a giant 
step for the patient and the trial and error 
process really does work in the long run. 
At first, many of our patients appear to be 
beyond our help. I am amazed, however, when 
I think of the number of them that we have 
almost given up on who suddenly do a 
complete about-face and begin to work 
themselves on their problems. 
In this job, I am constantly learning new 
techniques, new theories, new approaches. I 
have made some mistakes but I have also 
learned to periodically reassess myoid values 
and adapt some of them to meet the needs of 
the patients and the unit. In short, my work with 
forensic patients has been a rewarding 
experience; through it, I have aChieved personal 
growth beyond my original expectations. .. 


.--- 


Jane Worden, R.N., author of Caring for the 
Forensic Patient, worked on the Forensic Unit 
of the Clarke Institute of Psychiatry in Toronto 
for almost four years before writing this article. 
She points out that her observations are 
based entirely on personal opinions and her 
experience on the Unit, developed in 
consultation with co-workers. A graduate of 
Peterborough HospItal School of Nursing, 
Peterborough, Ontario, Worden joined the staff 
of the Clarke Institute in 1971. After 15 months on 
the Child and Adolescent Unit, she transferred 
to the Forensic Unit where she remained until 
recently. 
She is now working as a home care worker 
with the East Metro Children and Youth Services 
Department of the City of Toronto. In this position 
she says she deals with "potentially 
forensic-type patIents, .. treating the entire family 
along with the child. 



24 


The CanadIan Nurse January 1977 


The Nurse Continuum Perspective 
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Author's preface: 
This personal expression of attitudes and opinion is 
not meant in any way to indicate issues of nursing 
education, nor to reflect on the quality of nursing 
care in any specific area Dun.ng the 26 years that I 
have been involved, either directly or indirectly, with 
nurses, many of my friends and associates in both 
Canada and the United States have voiced their 
concern over the status of nursing. This article is the 
result of their comments, as well as my own 
personal experiences in the area of nurse-nurse 
relationships. 
I note, also, the contribution of Dr. W. B. W. 
Martin, Department of Sociology, University of New 
Brunswick. Dr. Martin, who is the author of The 
Negotiated Order of the School (MacMillan 
Company of Canada Umited 1976) delivered the 
series of lectures on small groups that helped to 
pinpoint the interpretation of nurse-nurse 
associations described below. 
Hopefully, readers of The Canadian Nurse will 
recognize that this perspective is not stereotyping, 
for the notion of a continuum suggests that there is 
constant opportunity for change. It is never too late 
to alter our behavior patterns. That is the whole 
meaning behind the Nurse Continuum Perspective. 
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I his article is unique in the fact that it is not 
-.. based on past studies; it does not include 
statistics or references, nor does it have a 
bibliography. It is, quite simply, a description 
of one nurse's ideas about the interaction 
between members of the nursing profession 
at this particular point in time. 


.- 


It is the author's contention that it is not 
systems, governments or other disciplines that 
are the greatest barriers to the progress of 
nurses in the field of health care. The initial and 
most common barriers are, in fact, other 
nurses. Negative nurse-nurse interactions 
can be, and often are, a definite deterrent to 
change. Until this fact is accepted and dealt 
with appropriately nurses may continue 
forever on a weary continuum of stress. 


Listening, sharing, encouraging 
and understanding are too often 
missing from nurse-nurse 
relationships. 


We can accept the fact that nurses are 
persons who should care about other people. 
What we cannot seem to accept is the fact that 
nurses should also specifically care about 
other nurses. In our rush to reach a desired 
personal or professional level - in the 
constant struggle to cope with nursing 
problems - we frequently overlook the 
importance of the human qualities that are vital 
to the survival of good working relationships. 
Listening, sharing, encouraging and 


understanding are too often missing from 
nurse-nurse relationships. This failure to find a 
common ground and establish lines of 
communication stifles and inhibits efforts to 
negotiate and compromise. In the end, talks 
break down, impetus is lost and change 
becomes impossible. 
In an attempt to open the lines of 
communication between nurses and to create 
greater understanding, the author has devised 
a simple but dynamic tool that offers some 
handy landmarks in recognizing the difficulties 
inherent in nurse-nurse relationships. The 
Nurse Continuum Perspective proposes three 
broad groupings of attitudes with varying 
degrees of compliance measured along a 
sliding scale between the two extremes. At 
one end of this continuum is the 
"Institutionalized Nurse" - who gives every 
indication of being a rigid, non-flexible, 
immovable object. Her position in the health 
care field seems relatively stable largely 
because, although she is verbally active, in 
actuality she strongly resists change. The 
contribution to nursing that the 
Institutionalized Nurse is capable of making is 
limited and almost never fully realized. 
She feels secure and comfortable only with 
well-established habits and routines; change 
represents a threat. In reacting to new 
situations, she often attempts to inflict her 
present notions and unchanging values upon 
other nurses. 


The Institutionalized Nurse feels 
secure and comfortable only with 
well-established habits and 
routines 


Examples of the Institutionalized Nurse 
are familiar to all of us. A classic one is the 
nurse who stifles the creativity of other nurses 
with her deference to authority or constant 
compulsion to rigidly adhere to unimaginative 
procedure and maintain the status quo. 
At the other end of the continuum is the 
"Polemic Nurse" who has rejected the 
bureaucratic system and constantly creates 
turmoil and stress by means of negative 
feedback. She seems incapable of making 



The Institutionalized Nurse 
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Strategies 


Rigid 
Non-flexible 
Hinders Change 
Stifles Creativity 


Status quo 


The Nurse Continuum Perspective 


The Kinetic Nurse 
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Progress for Nurses 


Tactics 


The Polemic Nurse! 


Gives Negative Feedback 
Causes Stress 
Discourages 


State of Constant Confusion 


constructive criticism and is noted for being 
picky over trivia - particularly while others are 
attempting to concentrate on the real issues of 
patient care. The Polemic Nurse presents a 
hazard to those around her because of the 
discouragement she causes among her 
associates. Polemic Nurses smother 
enthusiasm with their negative and hostile 
attitude and, unfortunately, co-workers who 
are exposed to this are inclined to give up in 
despair. 


- 


The Polemic Nurse subjects her 
co-workers to an unending stream 
of carping criticism directed 
against "the system" or the peopl 
she orks with. 


It seems strange that an occupational 
group that utilizes the concept of rewards to 
shape behavior, somehow overlooks the use 
of pos;tive reinforcement in the patterning of 
behavior in other nurses. (After all, other 
people besides Brownies like Brownie points!) 
Negative feedback discourages and 
depresses its recipients and both 
Institutionalized and Polemic Nurses seem to 
display a definite skill in this area. 
Somewhere in the center of the 
Continuum is the Kinetic Nurse. She is the 
individual who continually tries to handle 
day-to-day situations in a creative and 
growth-producing manner; ultimately she is 
responsible for most of the improvements and 
advancements within her profession. Kinetic 
Nurses are pulled back and forth on the 
Continuum according to the frequency of their 
encounters and involvement with their 
Institutionalized and Polemic colleagues. This 
back and forth movement depends upon how 
skilled the Kinetic Nurse is in devising 
strategies and tactics for coping with these 
other two kinds of nurses. The maneuvers she 
is forced into often cause loss of valuable 
'emotional' time and may cause the Kinetic 
Nurse to adopt some of the negative 
characteristics of the other two groups. 
Periodically, many nurses feel compelled 
to "play the game" in order to obtain 
professional advancement or even survive. 


Kinetic student nurses may be confronted by 
an Institutionalized instructor. They recognize 
the passive role they may have to adopt to 
receive a favorable evaluation and they 
suppress their creative techniques 
accordingly. 
"Playing the game' may also occur in other 
work situ ations. The Kinetic Nurse often finds it 
necessary to strive for approval of the 
Institutionalized and/or Polemic Nurse but, at 
the same time, has difficulty in maintaining the 
acceptance of her nursing peers. There is 
constant dissonance in this type of working 
situation and little opportunity for progress. 
Both Institutionalized and Polemic 
Nurses, if they obtain supervisory positions, 
are often guilty of inhibiting Kinetic Nurses 
from expressing their true feelings. When this 
occurs, the profession is prevented from 
establishing better understanding among its 


The "I Win - You Lose" attitude 0 
many nurses defeats progress 
within the profession. 


members and with other disciplines. All nurses 
must feel free to share their honest concerns 
within their own professional group. 
As a result of the polarizing effect of the 
Nurse Continuum Perspective, all three 
groups of nurses tend to adopt an "I win -you 
lose" attitude towards their fellow workers. In 
this kind of nurse-nurse relationship there can 
be no opportunity for compromise. Nursing 
issues remain unchanged and problems 
remain unsolved. Nurses cannot afford to be 
static; they must be dynamic and since 
Institutionalized and Polemic Nurses 
encourage stagnation and apathy, progress 
depends on the efforts of the Kinetic Nurse. 
Readers will recognize that one 
inadequacy of the Nurse Continuum 
Perspective is the emphasis it places on the 
negative aspects of nurse-nurse interactions 
Positive aspects do exist: how else could 
nursing have moved forward to its present 
position in the field of health care? 
The Nurse Continuum Perspective is 
meant to present more than a philosophic 
viewpoint; it also has a pragmatic value. It 


applies to all nurse-nurse interaction and all 
areas of nursing. It gives each of us the chance 
to honestly rate our own position on the scale 
and, eventu ally, to assess one another's fau Its 
and merits in an objective and constructive 
fashion. 
Nurses at all levels must develop the 
capacity to understand each other; they must 
make a concerted effort to work things out 
through compromise. They must encourage 
and support one another. A great deal remains 
to be accomplished in nursing but none of this 
will be realized if we fragment our resources 
and dilute our strengths. 
"All things must change and we must 
change with them." If Kinetic Nurses can 
confront and negotiate with the initial barriers, 
(Polemic and Institutionalized Nurses) and at 
the same time succeed in obtaining the 
cooperation of these nurses in working 
together for the common good, then ideas can 
be shared and individual efforts encouraged. 
With these kinds of nurse-nurse relationships, 
progress in nursing will be measured in leaps 
and bounds." 


Arlee D. McGee, R.N., B.N., describes the 
Nurse Continuum Perspective, as "simply a 
means of providing food for thought in this 
area." She observes that, although a great 
deal has been written and talked about 
concerning nurse-patient interaction and also 
the doctor-nurse game, articles about 
nurse-nurse relationships are conspicuous by 
their rarity- even though this is a very 
significant area. 
McGee recently completed her post 
basic nursing degree at University of New 
Brunswick School of Nursing in Fredericton 
after an absence from the classroom that 
lasted over two decades. She is a graduate of 
Victoria Public Hospital School of Nursing in 
Fredericton and received a diploma in 
psychiatric nursing from the University of 
Western Ontario in London. 
She was instrumental some time ago in 
starting a Home Visiting Teaching Program for 
developmentally handicapped children in 
York County, N.B., and this year she designed 
and taught a course for attendants working in 
alcoholism detoxification centers. 
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A new tradition of professional responsiveness. 
A new commitment to expanded medical seNices through increased 
product development, brooder medical communications, greater patient 
information, enhanced pacl",aging. 
Our new tradition will be bacl",ed by the some commitment, vigor and 
intensity that introduced insulin to the world. That put Connaught in the fore- 
front of biological research. 
And the new tradition, together with our ongoi ng dedication to research, 
is still another way in which we can continue to contribute to the health core 
needs of Canada.. .and the world. 
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A New Role for Nurses 


. 
oahortion 
counselling 


For the past two and a h9.lf years, nurses at the 
Toronto General Hospital have been involved 
in the education and counselling of therapeutic 
abortion patients within the 
gynecological/obstetrical service. It really 
began in 1972, when Nancy Snelgrove, a staff 
nurse in gynecology at T.G.H., recognized the 
need for counselling and support of 
therapeutic abortion patients. Up until that 
time, very little contraceptive counselling had 
been offered to them. 
With the support of the nursing 
department at T.G.H., Nancy Snelgrove 
developed a program that involved visiting all 
abortion patients pre- and post-operatively. 
During these visits, she spent time discussing 
contraception with patients according to their 
needs, dividing her eight-hour shift between a 
regular patient assignment and the 
counselling of abortion patients. Gradually, 
she expanded her counselling role, and 
became the nurse-counsellor for all women 
admitted for therapeutic abortions. 


I 
" 


...................................... 


It is very easy, and erroneous to view the Issue of 
abortion in simplistic general terms. The problem.of 
unwanted pregnancies is multilayered; approaches 
to it are feeble, haphazard, and lacking in 
understanding. Inconsistent media and 
medical information, sexual politics, 
women's sexual needs and random, 
one-dimensional family-lIe 
education classes are only a 
few of the factors 
involved. 


We have been subjected to 
intense, rigidly defined sex-rc/es and 
unrealistic expectations for both men 
and women. Our attitudes are a 
culmination of many years of covert 
and overt sexual conditioning. 


. Bonnie Easterbrook (R.N.) is a 
graduate of the Toronto General 
Hospital School of Nursing in 
Toronto. She has worked as a 
counsellor with Planned Parenthood 
in Toronto and San Francisco, and 
was a team leader for a 
Community Outreach project 
through Planned Parenthood of 
Toronto in 1972. In 1973, 
Easterbrook helped to organize a 
teen conference 'Sex Seminar A toZ' 
for Planned Parenthood of Toronto. 
In 1974 she was an R.N.A.O. 
delegate to the Ontario Conference 
sponsored by the Family Planning 
Division of Health and Welfare 
Canada. 
. Beth Rust, (R.N.), the author's 
co-worker on the counselling team, 
is a graduate of Wellesley School of 
Nursing, Toronto. She is a past 
board-member and volunteer 
counsellor for A.G.C.R.A., and 
Planned Parenthood of Toronto and 
has had 5 years training and 
experience in family-life counselling 
with the Toronto Institute of Human 
Relations. Rust was also a 
participant in a summer program at 
the Institute for Sex Research at the 
University of Indiana. 


Two registered nurses now share in the 
counselling of patients admitted to T.G.H. for 
therapeutic abortions. Beth and myself both 
work in this capacity for four hours a day, an 
arrangement found beneficial to us because of 
the intensity inherent in abortion counselling, 
because of the necessary repetition 
f basic 
information, and because of the importance of 
a fresh and enthusiastic approach to individual 
patient's problems and anxieties each day. We 
work individually, although we have close 
contact with each other in our work. 
Beth and I visit all women admitted to 
T.G.H. on an in-patient basis for either suction 
D & C or second trimester saline injection. 
Most women prefer to have a D & C under 
general anesthesia, while a small number 
have the procedure done in the out-patient unit 
with the help of a local anesthetic. (The 
out-patient unit is separate from our ward.) 
The doctor determines which procedure is 
most suitable for the patient. 
Our initial visit with the patient occurs on 
her admission to the nursing unit. At this time, 
we explain how the abortion will be done. We 
encourage the patient to express her fears so 
that we can help to clear up any mistaken 
ideas she may have about the procedure. We 
also invite questions from the patient and her 
partner or parents. 
It is Our experience that most patients 
have not been informed about what is going to 



.. 


happen to them, particularly if they have been 
referred to our service by a private physician. 


We live in a society tha: sexual;zes 
everything from shoelaces to 
toothpasta. On the one hand, it is a 
society whose media urge women to be 
sexy: paradoxically, it is a society tha
 
doesn't accept sexuality as a normal 
healthy part of whole human beings. 
Our sexual conditioning is, to say the 
least, confusing. 


Their apprehension about the abortion itself is 
often compounded by the fact that they feet 
little regard has been paid to their emotional 
state at a time of intense personal crisis. 
During this visit, Beth and I attempt to find out If 
the woman has any support from her family, 
husband or boyfriend, so that we can help her 
to work out her feelings about their reactions to 
her decision. Quite often the fact of an 
unwanted pregnancy, or the decision to have 
an abortion forces the patient to question her 
perceptions of the relationship she has had 
with her partner. She may find herself alone at 
a time when most in need of acceptance and 
comfort. 


Women are asking for good 
alternatIves to the birth control pill for 
contraceptive purposes. The pill 
cannot cover the span of a woman's 
reproductive years. The combination 
of birth control foam and the condom 
is one extremely effective method for 
preventing pregnancy bolt requires :he 
man's cooperation as well. 


In preparing the patient for the procedure 
Ip.volved in the abortion, we tell her about the 
use of the laminaria tent. This device is used at 
T.G.H. to cause slow dilation ofthe cervical os 
in order to minimize cervical tissue tear and 
shorten the time necessary for general 
anesthesia in the operating room. The 
laminaria tent is inserted by a doctor on the 
evening before the abortion to begin dilation of 
the cervix. Occasionally, menstrual-like 
cramps occur. The tent is made of 
compressed seaweed, and resembles a small 
stick when it is inserted in the cervix. It is 
removed prior to the suction D & C. 
Often when procedures and the rationale 
behind them are explained fully, the patient 
can relax within the hospital setting with less of 
the 'unknown' to fear. This may be the firsttime 
the patient has any feeling of acceptance and 
support for her decision. When the patient's or 
couple's questions have been answered, we 
tell her that we will see her after the abortion 


and on the morning of her discharge from the 
hospital. 
Patients admitted for suction D & C come 
into the hospital on the afternoon or evening 
prior to the abortion. They have the abortion on 
the following day, and are not discharged until 
the morning of the third day, when we have a 
group discussion. 
Our group meeting entails the discussion 
of after-care instructions, birth control 
methods, self-examination and the dynamics 
of male-female relationships. Prior to the 
group meeting our emphasis is on supporting 
the patient and establishing a trusting 
relationship with her. We consider this to be of 
importance because women admitted for 
abortions are often defensive and suspicious 
when they reach the hospital door - far too 
often they have been subjected to the 
dogmatic posturings of doctors, clergy and 
friends regarding their decision to have an 
abortion. 


The onus has always bean on 
women to assume responsibility for 
birth control. But women must not be 
confused about their sexuality; they 
must understand enough about 
themselves to be able to assert 
themselves and demand responsibility 
from their male partners. 


Beth and I are also involved in counselling 
women admitted for second trimester 
abortions by intra-amniotic saline injection. 
This method is used for women who are at 
least 17 weeks pregnant, and requires that the 
patient remain in hospital for four to five days. 
As the patient having a saline injection is in the 
hospital tor a longer period of time, we have 
more time to help her to work out her feelings 
about her decision. And this extra time is often 
beneficial. 
Many ofthe women admitted for a second 
trimester abortion have had great difficulty in 
reaching a decision about what to do. The 
reason that a woman's actions are delayed 
may often be attributed to the fact that she has 
weighed her decision with painstaking care to 


We hear so much adverse publicity 
about the pill, and hesitate to use it. It is 
difficult to feel secure when five 
doctors give five different answers to 
our questions about side effects. 


choose the best of alternatives available to 
her. Some women have abortions at this stage 
of their pregnancy due to delays and 
misassessment by the doctor. Most of the 
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Author Bonnie Easterbrook (standing) and 
her co-worker. Beth Rust in their office at the 
Toronto General Hospital. 


patients admitted for second trimester saline 
injections have in fact sought medical help 
immediately after they missed their second 
penod. The patient may feel hostile towards 
her partner and/or men in general, a situation 
aggravated if her partner has abandoned her. 
Beth and I wear street clothes during our 
working hours, a fact that helps many women 
feel more comfortable in talking to us. Very few 
women refuse to participate in our group 
discussions. There are however, exceptions. 
Often an older woman will prefer a one-ta-one 
discussion with Beth or myself, feeling very 
strongly that she 'should have known better.' 
Other women may feel intimidated by groups 
- the patient and partner may feel much freer 
to discuss contraception when they are alone 
with us. Our program is flexible enough for 
improvisation and in such circumstances, we 
talk together in the privacy of the patient's 
room. 
Most patients are pleasantly surprised by 
the group support that evolves during the 
meeting. Our patients are usually between the 
ages of 17 and 26, of varied ethnic 
backgrounds and religious persuasions. The 
group decides what direction their discussion 
will take while Beth and I act as resource 
persons. In the meetings, we discuss a whole 
gamut of topics related to women's health 
issues. We cover simple female anatomy and 
physiology, after-care instructions to fo/lowthe 
abortion, birth control methods and their 
efficacy rates. 
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After-Care Instructions for Patients Having Therapeutic Abortions. 


1. Bleeding similar to menstruation will continue for seven 
days or less; watch ifthis bleeding is heavier and followed by 
severe cramps, backache and nausea 


2. Take your temperature for five to seven days, and if it is 
elevated for 24-48 hours and associated with the above 
symptoms, contact your family physician or come to the 
Emergency Department. 
. Do not take tub baths until bleeding stops; showers and 
sponge baths are permitted. Do not douche or go swimmmg 
until bleeding stops. 
. Do not use tampons until your next period - use sanitary 
pads. 
. Do not have interCiourse until you have stopped bleeding 
- preferably wait until you have had one normal period. 


3 Strenuous exercIse should be avoided for at least one 
week as It may cause further bleeding. 
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4. If your doctor has prescflbed medIcation to prevent 
bleedmg expect a few cramps and clots. 


5. Due to hormonal changes. some women will experience 
depressIOn or their breasts may be 60re and perhaps leak. 
Wear a supportmg bra and reduce fluid intake. Most 
Important, realize it is a normal response and it will pass. 


6. If you are going to take birth control pills, please begin 
taking them the first day YOú get home, according to 
directions in the instruction booklet. 


7. In about one month's time, return to your doctor or to our 
clmic for a checkup. 


8. If you have any problems within the next few weeks and 
want to talk them over, please phone us. (11:00 a.m. is a good 
tIme for phonrng). Leave a message if you cannot contact us 
and we will call back. 
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Part of our discussion deals with female 
sexuality - our goal here is to demystify the 
topic and help women to feel comfortable with 
themselves and their bodies. This discussion 
continually reveals to Beth and I just how 
frightened women are to be open and 
accepting of their bodies. We deal with the 
topic in a frank and open manner - we talk 
about self-examination of the genitals, the 
vagina, the clitoris and its responsivity. Often 
this discussion represents the first time 
approval and encouragement has been given 
to self-examination. We emphasize the 
importance of honest, gutsy communication 
between couples regarding sexual feelings, 
and the responsibility of both partners for birth 
control. In this couple of hours, we hope to 
stimulate an expression of opinions and 
questions, and the beginnings of awareness. 
The groups themselves provide positive 
feedback to our efforts - patients often relate 
their appreciation of our counselhng and 
support to their doctors, who in turn tell us 
about it. 
Beth and I make every effort to talk to 
interns and residents on the gYò1/obs service 
about our counselling program to help create 
some awareness and understanding of the 
problems women confront when they have an 
abortion. We also contribute to the staff 
development program for our own gyn/obs 
departmental staff nurses. ... 


We are entitled to learn and 
discover our sexual selves throughout 
our lifetimes. Our sexuality must be 
given positive value by our society. 


References 
Boston Women s Health Book Collective Our 
bodies. ourselves Rev 2ed New York, Simon & 
SChuster, 1976. 
Recommended reading: Watters, Wendell W. 
Compulsory parenthood: the truth about abortion 
Toronto McClelland & Stewart, 1976 



Keeping up-to-date with new techniques and new ideas in her profession requires that the nurse 
continue to learn long after she has left school. Staff development progra'11s provide an opportunity 
to do this in a structured, formal way within the hospital setting But formal learning programs can be 
made more effective by using some of the techniques that adults use to learn on their own every day. 


The Tip of the Iceberg: 


Staff development and the universe of adult education 


JackIe Barber One of the thorniest problems confronting 
staff and administrators at individual hospItals 
today is the issue of inservice education. How 
much? how? for whom? are questions that 
administrators face in organizing staff 
development programs. and they may feel 
their problems are compounded by the 
ambivalent reactions they get from nurses. 
Many staff nurses feel that their 
professionalism is dependent on keeping up 
with advances in medical technology, 
learning new techniques and expanding their 
awareness, and are eager to participate in 
any learning experiences that are available. 
Other nurses seem to be completely 
uninterested in going to any more classes 
once they have finished school. The attitudes 
of head nurses toward staff development, 
whether they are willing to make work 
schedules flexible enough to encourage 
particIpation and what provision they make for 
nurses to use and share new knowledge with 
others. also determine the success of 
inservice education programs. 
Hospital educators are faced with these 
and many other considerations In their 
attempts to plan successful education 
programs. To make the learning experience 
more valuable to individual nurses that 
participate, and thus to the hospital that gives 
them, it is helpful to look at some general 
principles of adult education 


.t:\ The Magnitude of Adult Education 

 When adults learn, they do so in a variety 
of formal and informal ways. Formal education 
takes place in a classroom, lecture hall or 
conference room. It is directed by a teacher, 
lecturer, group leader or resource person. 
Formal education can be quantified. You can 
count the number of people who attend class, 
the number of hours spent in the classroom 
and the number of right and wrong answers on 
the final examination. 
Many books have been written about 
formal adult education, a"d about how to 
ensure that maximum leamil"g takes place in é!. 
formal setting Perhaps one ofthe most helpful 
of these books is The Modern PractIce of 
Adult Education, 1 by Malcolm Knowles. 
There is no denying that much valuable 
learning can take place In a well-structured 
formal setting, but most adult learning takes 
place informally. Allen Tough, in his book The 
Adult's Learning Projects. 2 proves 
conclusively what we all have suspected, that 
adults learn a great deal on their own, with a 
little help from their friends and the local 
librarian. It is a fascinating book and of great 
importance to adult educators. 
The universe of adult education can be 
likened to an iceberg. The tip is what we see- 
the workshops. conferences, lectures, 
seminars, courses - but below the waterline 
is where the majority of adult education really 
takes place. 
Hospital educators are like solitary 
fishermen, saili'lg the North Atlantic in small, 
fragile boats. Worrying about the tip of the 
iceberg is formidable enough without 
concerning themselves with what lies below 
the waterline. And yet, many facets of the 
unseen part of the education iceberg can be 
used to increase the quality. quantity and ease 
of formal hospital education. The books 
mentioned above, by Knowles and Tough, 
give some very practical guidelines. 
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Challenges the nurse to explore the development of the 
problem-oriented approach in a clinical situation. 
Lippincott 206 Pages 1976 $6.75 



 

 



 


Representing in Canada: 
J. B. Lippincott Company 
Blackwell Scientific Publications 
Liltle, Brown and Company 
Springer Publishing Company, Ine. 


aid order card with your selections marked. 


J. B. LIPPINCOTT COMPANY OF CANADA LTD. 
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MANUAL ON CON 
IN SURGICAL PAl 
Altemeier, Burke, Pruit 
Provides up-to-date infor, 
practice. 
Lippincott 280 Pages 


TEXTBOOK OF ME 
NURSING, 3rd Edit 
Brunner and Suddarth 
This leading text is outstan 'lng In Its Lepth of sCientifIC 
content and in the practicality of its application. 
Lippincott 1156 Pages Illustrated 1975 $19.75 
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and techniques, and the latest findings on asepsis and hazards 
of contamination. 
Little, Brown 348 Pages 
Paper, $6.95 


The most useful nursing book ever! 
THE LIPPINCOTT MANUAL OF 
NURSING PRACTICE 
Brunner and Suddarth 
This now famous ready reference puts virtually all of nursing 
right at your fingertips! 
Lippincott 1473 Pages Illustrated 1974 521.50 


Illustrated 
Cloth, $10.95 


1975 


CARE OF THE ADULT PATIENT: Medical- 
Surgical Nursing, 4th Edition 
Smith and Germain 


Provides an authoritative basis for understanding the patient's 
therapeutic regimen, including surgery, drugs, nursing inter- 
vention and rehabilitation. 
Lippincott 1229 Pages 
Paper, $16.95 


PATIENT CARE GUIDELINES FOR THE 
FAMILY NURSE PRACTITIONER 
Hoole, Greenberg and Pickard, Jr. 
This is the ideal pocket reference for all professionals engaged 
in the delivery of primary health care. 
Little, Brown 339 Pages 1976 $7.95 


III ustra ted 
Cloth, $21.75 


1975 


THE DYING PATIENT: A Supportive Approach 
Caughill 
Written specifically for the many hundreds of thousands of 
practicing nurses who care for the critically ill and dying 
patients, this sympathetic and practical book offers compas- 
sionate solutions to the difficult problems they encounter. 
Little, Brown 228 Pages 1976 $6.95 


CLINICAL PROTOCOLS: A Guide for Nurses 
and Physicians 
Hudak 
This manual of clinical guidelines fits conveniently into the 
pocket of a lab coat. 
Lippincott 461 Pages 1976 $8.75 


CARDIAC ARRHYTHMIAS: 
Practical ECG Interpretations 
Mangiola and Ritota 
Provides clear and authoritative information for the inter- 
pretation of cardiac arrhythmias. 
Lippincott 215 Pages Illustrated 1974 $22.00 


MASSACHUSETTS GENERAL HOSPITAL 
MANUAL OF NURSING PROCEDURES 
Department of Nursing Massachusetts General HospItal 
Little, Brown 389 Pages Illustrated 1975 $8.95 


To order any of these outstanding books simply return the 
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INTERPRETING CARDIAC ARRHYTHJ\\lAS: 
A Basic Guide 
Ie Farland 
\ beginning text that assumes no prior knowledge of cardiac 
rrhythmias, this book provides a syslematic method of 

arning to evaluate an ECG strip_ 
ipringer 128 Pages 1975 $5.25 
THE PATIENT IN THE CORONARY 
CARE UNIT 
)keetwood 
IVritten primarify for the CCU nurse in the community 
lospital, where lack of elaborate monitoring apparatus means 
he nurse must rely on clinical skill and judgement for 
etecting critical changes in the patient's condition. 
pringer 465 Pages Illustrated 1976 $13.95 


NURSING CARE OF THE GROWING FAMILY: 
A Maternal -Newborn Text 
Pilliteri 
Provides prospective and practicing nurses with the most 
authoritative up-to-date informal ion available on maternal 
and child care. 
Little, Brown 445 Pages Illustrated 1976 $15.00 


\1ATERNITY NURSING, 13th Edition 
Reeder 
Integrates nursing assessment of both physical and emotional 
factors, applies evaluation and diagnostic skills, and provides 
thorough coverage of current concepts in maternity nursing. 
Lippincott 706 Pages Illustrated 1976 $14.75 


CARDIOSURGICAL NURSING CARE: Under- 
standing, Concepts and Principles for Practice 
Chow 
:ardiovascular surgical nursing is presented in terms of 
1) the "why" tor nursing intenention; 2) the "what to do" 
i.e., nursing actions to solve the patients physiologic 
problems and 3) the "how"-suggested nursing procedures. 
Springer 386 Pages 1976 S 12.50 


NURSING CARE OF CHILDREN, 9th Edition 
Waechter, Blake and Lipp 
Organized by age groups, from infancy to adolescence, 
wilh emphasis on physical and psychosocial growth, devel- 
opment, and healrh care planning for each age. 
Lippincott 834 Pages Illustrated 1976 517.95 


STAFF-PATIENT COMMUNICATION 
IN THE HEALTH SERVICES 
Peitchinis 


THE PRACTICE OF D1ERGENCY NURSING 
Cosgriff and Anderson, with 31 Contributors 
Will enable the emergency department nurse to assess the 
patient and implement a plan of nursing management. 
Lippincott 488 Pages Illustrated 1975 $15.75 


Discusses the elements 
patient rapport. 
Springer 
Paper, $5.95 


and means of achieving good staff- 


176 Pages 1976 
Cloth, S 11.50 


HANBOOK OF CRITICAL CARE 
Berk, Sampliner, Artzer and Vinocur 
Outlines in step-by-step delaif the diagnostic methods and the 
specific therapy necessary to treal criticall} ill patienls effec- 
tively and efficiently. 
Little,Brown 574 Pages Illustrated 1976 $12.50 


MANUAL OF DIAGNOSTIC PROCEDURES 
FOR PATIENT TEACHING 
Skydell and Crowder 
Clear directions on what to tell palients to expect, in order 
to spare them unnecessary anxien. 
Little, Brown 248 Pages 1976 $6.95 


EMERGENCY-ROOM CARE, 3rd Edition 
E çkert 
Bringing together the experlise of 29 specialists in all aspects 
of acute care, the expanded edition of this well-known 
manual is a must for all professional personnel working 
on Ihe emergency-room team. 
Little, Brown 459 Pages Illustrated 1976 
Paper, $12.50 Cloth, $17.50 
TEXTBOOK OF ORTHOPAEDIC NURSING, 
2nd Edition 
Root and Hodkinson 
"This is a book to be included in the library of all schools of 
nursing, where its clearly written text and wonderful sel- 
ection of illustrations will make the learning or orthopaedics 
so very much easier and mor enjoyable." 
-Nursing Mirror 
Blackwell 592 Pages Illustrated 1975 $ 18.50 


DYNAMICS OF PROBLEM ORIENTED 
APPROACHES: Patient Care and Document<.tion 
Walter, Pardee and Molbo with 16 Contributors. 
Challenges the nurse to explore the development of the 
problem-oriented approach in a clinical situation. 
Lippincott 206 Pages 1976 $6.75 
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ø Key Elements in Adult Education 
The key elements of informal adult 
education are: usefulness, relatedness, 
control, involvement, other people and 
support. All of these elements are built right 
into the adult's informal education and yet they 
can also be incorporated into the formal 
setting. 
Adults are busy people with many 
responsibilities. They are inclined to spend 
their time and energy learning only those 
things that they consider to be of use to them. It 
is the responsibility of the hospital educator to 
find out from the staff just what skills and 
knowlege would be useful. Knowles does quite 
a thorough job of outlining methods for gaining 
this needed information. Once the educator 
knows what learning the staff considers useful, 
she can plan a program that they will attend 
eagerly. Occasionally the educator has a 
learning program in mind that she considers 
useful for staff; then she must do a "selling 
job." If the staff can readily see where the new 
learning will make their jobs easier or more 
satisfying, they will consider it useful to attend 
the program and learn. 
Adults also tend to be practical people 
who put a lot of stock in their own past 
experiences. Their informal education builds 
from what they already know, toward what 
their experience tells them IS a desirable goal. 
If what we want them to learn can be seen to 
relate directly to their own past experience and 
knowledge and to their future goals, it is much 
more likely that they will learn willingly and 
quickly. If the topic is one that the learners 
consider useful, it is probably related to their 
experience and goals, but even then their 
whole learning experience can be spoiled by 
the use of language and examples that they 
can't relate to or don't understand. It is often 
worthwhile to take the time to have learners 
verbalize relationships and applications as 
they see them. 
When an adult learns informally, he has a 
great deal of control over the situation. He 
decides what the subject matter will be, what 
learning methods and tools will be used, how 
quickly the learning will proceed, and when he 
has achieved his learning objectives. In a 
classroom setting, the learner frequently 
relinquishes all of this control to the teacher. 
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The educator who feels secure in her role can 
return much of the control in the formal 
learning situation back to the learners. 
Depending on the nature and breadth of the 
topic, the learners can dedde what sections 
they will study, how long they will spend on 
each section, how many practice sessions 
they will need, what teaching methods they 
prefer, and even the method and content of 
eval uations. 
Some adults feel most comfortable when 
the teacher has all the control, but more and 
more adult learners wish to influence the 
content and nature of their formalleaming 
experiences. As adults, they are accustomed 
to being in control of their leaming and, by 
exercising some of this control in the 
classroom, they are increasing, for 
themselves, the usefulness and relatedness of 
the learning. 
The more involved a learner is in the 
learning situation, the more likely she is to 
thoroughly absorb and efficiently utilize the 
learning. There are three major areas where 
learners can become involved in their own 
formal learning - the content, the process, 
and the problem. 
If the staff has been consulted about what 
content, knowledge or skills would be useful to 
them, they have a sense of involvement with 
the leaming program before they even come to 
class. Once inside the classroom, they need to 
become directly involved with the content. 
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When we teach skills, we allow ample time for 
learners to handle the equipment and practice 
the skills, but too often we overlook the 
importance of the "hands-on" experience 
when the content of the program is knowledge 
or ideas. Learners need time to grapple with 
new knowledge, debate ideas, draw 
analogies, and relate what is new to what they 
already know. 
The education process is another area 
where hospital staff can become involved. If 
their opinions about teaching formats and 
methods are solidted, and their suggestions 
employed, they have a vested interest in 
making the educational experience 
successful. If they feel that they have a 
responsibility for assisting each other in 
learning, they tend to work harder to avoid 
letting their co-workers down. Regular 
evaluations of the content and process by 
leamers, small group discussions, and 
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]roup-Iearning or problern-solving projects 
oster the sense of involvernent and 
esponsibility . 
Involvernent with a real-life problem that is 
)f importance to people is perhaps one of the 
nost meaningful of all learning experiences. 
fhomas 3 eloquently argues in favor of the 
earning value of membership in task forces, 
;ommittees and other groups that voluntarily 
'ome together to achieve a specific goal or 
;olve a certain problem. Hospital educators 
l1ight want to seriously consider the 
"'ducational value of staff involvement in 
arious hospital committees. 
Tough discovered that in informal 
3ducation, almost every learner uses four or 
ive other people to help with each leaming 
Jroject. The people used are friends, 
:lcquaintances. colleagues, family members 
:lnd neighbors. They act as resource people in 
Jlanning the learning, selecting the learning 
001, providing information, evaluating the 
earning, stimulating further learning, and 
ffering support and encouragement. In other 
Nords, the adult learner. when learning 
, nformally, uses not just one "teacher". but 
5everal. Interaction with other people. 
ndividually or in groups, seems to be an 

ssential part of the adult education process. 
Many adult learners who would eagerly 
et out to learn anything from astronomy to 
oology in an informal manner, resist going to 
ormal education settings, and resist learning 
Ince they get there. Perhaps childhood 
. xperiences within the school system have left 
/1el11 feeling that they cannot leam, or cannot 
eam anything useful. in a classroom. They 
ay be afraid - afraid of the content, the 
eacher, or their own learning abilities. 
eaming itself is fraught with anxieties and 
I iscouragements. 
When an adult leams on his own. he 
IUIlds in a support system. Friends, family 
embers and "that nice librarian" are used as 

 I urces of support and encouragement. In 

 taft development education classes, the 
eamer is cut off from these supporting people. 
o-workers and superiors may be supportive 
Ir they may be non-supportive. even hostile. 
toward the learner or the learning program. It is 
the educator"s responsibility to help learners 
build support networks within the class and in 
the work area. 


ø The Support Network for 
Adult learners in Hospitals 
The building of a support systern is such 
an important part of a successful staff 
development program that it deserves more 
attention here. It is this system that 
encourages staff to continue learning and 
enables them to use their new knowledge in 
the work environment. 
A pleasant, relaxed atmosphere in the 
classroom is the first step toward dispelling old 
fears about formal education. Course content 
that the learners know, in advance, IS going to 
be useful. and related to their needs and goals 
can eliminate a lot of resistance to learning. A 
teacher who genuinely likes the learners and 
talks in language they understand. without 
being condescending. can increase 
considerably the learners' estirnation of their 
own abilities to master course content. The 
educator becomes a primary person in the 
learners' support network. Other people in the 
class form the ribs of the network. Small and 
large group discussions, and projects done in 
pairs or in groups, are conducive to the 
formation of the classroom support networks 
that are essential for the effective absorption, 
understanding and use of new learnings. 
Too often educators see people eagerly 
and happily learning in the classroom. but 
have "that sinking feeling'. that once the 
learners return to the workplace all will be lost 
because of a lack of support "out there." 
Having staff members come to class In pairs or 
small groups from each area can help develop 
a support network back at work, but it is 
essential that the learners have support from 
key people in the work environment. The 
educator's and the learners' superiors and 
co-workers must not only be in favor of the 
program, but must also be involved. in some 
way, in the planning, process and evaluation of 
the program. If staff development programs 
are to be effective, what the educator does 
outside of class can be more important than 
what she does in the classroom. 
Just as it is easier to avoid hitting the 
iceberg if we know what is below the waterfine, 
hospital educators can plan better staff 
development programs if they understand 
what adults do on their own to continue 
learning. The educator who spends the time 
and effort incorporating these elements into 
her program not only answers many of those 
questions educators must ask themselves 
when planning a program, but is already well 
on the way to providing a rich and rewarding 
experience for learners on their terms. '" 


Jackie Barber, B.Sc.N., MEd., author 0' "The 
Tip of the Iceberg," is an mdependent adult 
educator living in Toronto, Ontario. whose 
present positIons include those of 
co-ordinator and instructor, Continuing 
Education Division, Centennial College of 
Applied Arts and Technology, consultant and 
instructor, Nursing Resource Centre. and 
counsellor and educational consultant, 
Central Abortion Referral, Education 
Services, Toronto. 
She IS a graduate of Atkinson School of 
Nursing, Toronto Western Hospital, and 
receIved her B.Sc.N.. from University of 
Western Ontano. London, and her M Ed. from 
the Ontan.o Institute for Studies m EducatIOn 
Barber observes that "although nurses 
involved in staff development make up only a 
small percentage of CNJ readers, they are 
constantly searching for new ideas and for 
support in lonely positions .. 
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MIke Grenby 


A sharp eye can go a long way toward making 
this time of year considerably less taxing for 
you. For if you can spot the deductions which 
people miss most often, you can be dollars 
ahead when you fill in your income tax return. 
I'm going to summarize here a number of 
points to help you cut your tax bill. I suggest 
you circle the points which specifically apply to 
you. (I've indicated where and how Quebec 
income tax law differs from the federal rules). 
Then clip this article and refer to it when you 
prepare your return, supplementing the 
information here with the guide which 
accompanies the return. 


1 


Make sure you fill in the basic 
personal details correctly. If they don't 
correspond to the information on previous 
years' returns, the computer will get upset and 
interminably delay any refund. Also, incorrect 
marital status or age information can affect 
your deductions. 
" you got married last year, the 
marriage date is important. For it's the 
spouse's net income while married that 
counts. 
Example: If you were married on Dec. 10, 
your net income for 1976 - while married - 
might be only about $500. So your spouse can 
claim almost the whole married exemption for 
you. 
If you earn more than your spouse, then 
you will probably claim the married exemption. 


2 


Another thing /'11 never learn, 
Altho it's plain to some, no doubt, 
Is why they call it a "return" 
When alii do is shell it out. 


Ken Kraft 


3 


Declaring all your income is 
important. If you forget, chances are the 
income tax department won't. You'll eventually 
get a back tax bill, complete with interest and 
perhaps penalties. 
Other income includes scholarships and 
bursaries over $500. and alimony if received 
pursuant to a written agreement or court order. 
If you're self-employed, phone or write to 
your nearest district taxation office for form 
T-2032 (in Quebec, this form is TP-1 and 
should come with the return), or you can draw 
up your own statement to attach to your return. 


4 


A single person can claim the 
"equivalent to married exemption" 
($1,830.- Quebec, $1,900) for a 
dependent. 
Example: A single mother could use her 
youngest child for this exemption; she'd save 
the others for the child exemption section, 
where greater age means a greater claim. (In 
Quebec, the child exemption is only for 
children 16 or older). 
The parent claiming the child 
exemption must declare the family 
allowance as inc?me. (This does not apply in 
Quebec). 
Here again, if the child has earned some 
money, use the net income (after deductions 
like tuition, union dues, registered home 
ownership and retirement savings plan- 
RHOSP and RRSP - contributions, Canada 
Pension Plan and Unemployment Insurance 
Commission payments) when calculating the 
child exemption. 


5 
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The annual deadline for completion of income tax returns is 
fast approaching. So that you can be sure that you're not 
"shelling out" more than necessary, The Canadian Nurse is 
pleased to oHer readers some tips from a recognized 
authority in the field of money management. 
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If you were enrolled in an eligible, 
full-time course last year, you can claim 
$50. a month for every named month, 
irrespective of the number of days. 
Example: You were enrolled from March 
31 to June 3. You can claim four months- 
March, April, May and June - even though 
only 64 days were involved. 
This is one ofthe transferable deductions, 
so if there's a student in your family, you could 
benefit. 
If the student doesn't need to use the 
deduction, any other person claiming the 
student as a dependent (you might be claiming 
your spouse, child, parent, etc.) can use this 
deduction. (Not in Quebec). 


14 


13 


7 


Another transferable deduction is the 
interest-dividend deduction: the lesser of 
the actual amount or $1,000. 
So if your grossed-up dividends (actual 
dividends times four-thirds) plus interest come 
to $400, for example. you claim $400. If the 
total were $1,200, you'd claim $1,000. 
And it one spouse has interest or dividend 
income but little or no other income, the other, 
higher-income spouse may be able to use the 
transferred deduction. 


15 


8 


One accountant I talked to felt that in the 
"employee expense" section, a nurse 
working as an employee might also be able to 
claim the cost of uniforms and other necessary 
equipment such as a stethoscope as "other 
allowable expenses." Keep receipts to back 
up this claim, in case it is allowed - although 
income tax officials I talked to disagreed with 
the accountant on this. 


9 


If you had more than one employer 
last year, chances are you over- 
contributed to CPP (in Quebec, QPP) or 
UIC. There's a place on your return to make 
this calculation. 


You must have an official receipt for 
any RRSP or RHOSP contribution before 
you can deduct it, and if you contribute in 
January or February, you probably won't get 
the receipt until March or even April. 
If you have a refund coming without the 
contribution, go ahead and file your return. 
Then when your receipt arrives, send it off with 
a note dsking the tax people to include this 
deduction. 


Tuition fees over $25 paid to the 
same institution can be claimed by the 
student. This is in addition to the transferable 
education deduction mentioned earlier. 


To claim child care payments, you 
must include the name, address and social 
insurance number if possible of the person 
you paid. You must have receipts on file but 
needn.t submit them. 


If you moved more than 25 miles to a 
new job last year - and this includes a 
student moving to take up a first job - you can 
deduct all expenses connected with the move 
for which you were not reimbursed. 
And don't forget the commission when 
you sold your home. If you did forget this in the 
past, you can ask to have your return 
reassessed; depending on your tax official, 
you might be able to go as far back as the 1973 
tax year. 
All expenses (except commissions) 
related to investments are deductible. Don't 
forget safety deposit box rental and the 
interest paid on the instalment or payroll 
deduction plan to buy Canada Savings Bonds. 
Alimony is deductible only if 
payments are made pursuant to a written 
agreement or court order. 
If you've marked some of these points but 
still feel unsure about preparing your own 
return, consider paying around $25. - 
although the fee could be as low as $10. - to 
have a professional do the job for you. 
Ideally, pick somebody with an 
accounting background and most important, 
somebody who will be around all year. This 
contact with a professional could also help you 
with your general personal finances, not only 
taxation. 
If you do your own return, your local 
district taxation office offers free answers to all 
questions. Unfortunately, this information is 
not binding; at worst, you could get three 
different answers to the same question from 
three different people. 
So if a large deduction is at stake in a fairly 
complex matter, always realize that you might 
get an assessment notice disallowing it and 
don't spend your rebate until you actually get it. 
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Recommended reading: 
. Some 15 different income tax department 
booklets, available free by phone or mail from 
your local taxation office. 
. David Ingram's Guide to Income Tax in 
Canada and Thomas Ferguson's What to Do 
When the Taxman Comes. both International 
Self-Counsel Press Ltd.; around $3, each. 
. Preparing Your Income Tax Return, by 
Lachance and Eriks; CCH Canadian Limited; 
around $6, 
. Check your library or bookstore for other 
titles: several of the CCH income tax titles are 
in French, too, '" 


Copyright 
M & M Creations Ltd" 
585 Hadden Drive, 
West Vancouver, B.C, 
V7S 1G8 (Tel: 926-9936) 
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If you have any questions on your 
personal finances involving 
investment; Insurance, banking, 
credit or any other such matters 
write to me c/o The Canadian 
Nurse. 
While I cannot reply 
individually, I will answer as many 
questions in this column as space 
allows. 
Letters must be signed, but 
only your initials will be ufled If you 
so request. 


Mike Grenby whose tips on preparing your 
income tax return appear above, IS on the staff 
of the Vancouver Sun, lectures find appears 
regularly on both 10C,,
1 "1al radio and 
television, and has donf: _C", ng lIIork for 
the federal government. 
He is the author of a nationally I> y 
column that he says he writes "to help 
ordinary people understand, manage and gel 
the most from their money." Last year, he 
received the Toronto Press Club and the 
Royal Bank of Canada's National Business 
Writing Award for "the best business column 
in Canada." 
A graduate of the University of British 
Columbia and Columbia University Graduate 
School of Journalism, he is the author of "Mike 
Grenby's GUide to Fighting Inflation in 
Canada" (International Self-Counsel Press 
Ltd.). He and his Australian-born wife, Mandy, 
who is a nurse, live with their son, Matthew, in 
West Vancouver. 
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Crossword 
Puzzle 


Maria Rubilie Glenn 


For those who have been doing the clinical 
word search puzzles, here is a new slant - a 
crossword puzzle of nursing and medical 
terms. If you have difficulties, all the words and 
their definitions are taken from Dorland's 
I/Iustrated Medical Dictionary, Philadelphia, 
W.B. Saunders Co., 1965. Answers on page 
38. 


DOWN 
2. To throw off, as waste matter, by a normal 
discharge. 
3. The expansive superior portion 
of the hip bone 
4. A disease caused by infection of the 
lungs. It is marked in initial stages 
by symptoms resembling those 
of pulmonary tuberculosis, with erythema 
nodusum. The disease may progress to 
a generalized form. 
5. Combining form meaning new or 
strange. 
6. Recurrence of an action or 
function at regular intervals. 
7. Removal of all foreign matter and devitalized 
tissue in or about a traumatic or other lesion. 
8. Roentgenography of the vein or veins. 
9. A band of tissue that connects 
bones or supports viscera. 
10. Referring to the eye. 
12. DivIsion into two branches or site 
where a single structure 
divides into two. 
16. A wheal or pomphus: 
18. Device by which different parts of an 
apparatus or instrument are 
connected. 
19. A combining form meaning 
relationship to tears. 
21. A condition of diminished 
carbon dioxide in the blood. 
22. That portion of the body which 
lies between the tholax and 
the pelvis. 
24. Acronym for common bile duct 
26. A circular area of different 
color surrounding a central 
poin!. 
27. A prefix signifying above, 
beyond or excessive. 
28. A glyceride existing in 
butter or liquid fat with an 
acrid, bitter taste. 
29. Combining form denoting 
relationship to milk. 
31. Any spasmodic movement or 
twitching 
33. A constricted portion, such as 
the part connecting the head and 
trunk of the body, or the constricted 
part of an organ, as of the uterus 
or other structures. 
34 A circular or rounded flat plate 
or organ. 
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ACROSS 
1. A quantity to be administered at one 
time, such as a specified amount of 
medication. 
4. A skin cancer of a moderate degree of 
malignancy. 
8. A membranous fold in a canal or 
passage, which prevents the reflux 
of the contents passing through it. 
10. Excision of one or both testes. 
11. A word meaning not malignant. 
13. A unit of heat. 
14. A test for vision determining if 
the subject is binocular or monocular. 
Named after a physiologist in Leipzig, 
(1834 - 1918). 
15. Material or fact on which a 
discussion or an inference is based, 
(singular). 
17. The tough white supporting tunic 
of the eyeball. 
20. An instrument for measuring the 
eye, especially one determining its 
refractive powers and defects by 
measuring the size of the images 
reflected from the cornea and lens. 
21. The inability to walk due to a 
defect of coordination. 
23. Small transverse lines caused by 
increased density of the bone, seen 
in x-rays at the metaphysis of 
growing bones and due to temporary 
cessation of growth. 
25. The act of drawing toward a 
center or median line. 
26. A word meaning to touch, adjoin or 
border upon. 
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28. A sign indicating a definite zone 
of dullness with absence of the 
respiratory sounds in hydatid disease of 
the lungs. Named after an Australian 
physician, (1832-1904). 
29. Color hue between white and black. 
30. Another term for Phimosis. 
32 A ringlike or circu!ar structure 
(Plural). 
35. A litter for carrying the sick 
01 injured. 
36. A compound that reacts with a 
base. Sour, having properties 
opposed to those of the alkalies. 
37. Abnormal concretion occurring within 
the animal body and usually composed 
of mineral salts, (plural). 
38. A quality of being marked by stripes, 
a streak or scratch. 
39. The anterior aspect of the head 
from the forehead to the chin inclusive. 


Author's Note 
Maria Rubilie Glenn came to Canada in 1965 
from the Philippines after receiving her basic 
nursing education. She has worked as a 
general duty nurse and as an OR nurse at 
various hospitals before completmg her 
B.Sc.N. at the University of Alberta, 
Edmonton. She states: "I find crossword 
puzzles an excel/ent way to learn new words I 
hope that the readers of The Canadian Nurse 
will enjoy and benefit from solving this 
particular puzzle just as much as I enjoyed 
developing it." 
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the nurse's role in health care delivery planning 


Heather F. Clarke 


"Nurses have already made concrete 
suggestions about ways of responding to 
the needs: home care, use of the public 
health nurse, ... etc.... What is needed is 
an unbiased assessment of alternative 
services in terms of their relative low cost, 
effectiveness and social importance. This 
will require a concerted and imaginative 
effort by the consumers of care, the health 
workers and govemment. Nurses are 
willing to enter into such a partnership. "1 
Thus the Canadian Nurses Association 
has supported the necessity for nurses to 
get involved in health care planning and 
challenged other parties to recognize 
nursing input. The real challenge, 
however, is whether nurses will rise to 
their responsibility in health care planning 
with the energy and commitment 
necessary to make significant input. 
For most nurses, involvement in the 
planning of health care services is still a 
new concept. Traditionally we have been 
taught to accept the role of implementor of 
medical and administrative decisions 
and, until recently, were content to stay in 
that role. The nurse's responsibility for 
planning and evaluation of health 
services was rarely mentioned because 
offidally, only medical services existed. 
Today, however, more and more nurses 
are concerned that their professional 
responsibilities go beyond direct nursing 
care to cooperating with others in the 
planning, implementation and evaluation 
of health care delivery. From their unique 
perspective, nurses are beginning to 
challenge the status quo of the health 
care system, to get elected to hospital 
boards, and to agitate for the changes 
they regard as necessary to focus health 
care delivery on the total needs of the 
client rather than the goals of 
professionals (ie. physicians). 
The kind of adaptive planning that 
has been used in the past is outdated and 
ineffective; the need today is for positive, 
innovative, developmental planning. The 
modern health care system must put its 
emphasis on health maintenance and 
prevention, increase its capacity to locate 
those at high risk, and identify groups 
requiring preventive and long-term care. 
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In their struggle to achieve wider recognition and more responsibilities, nurses have been breaking 
into areas from which, in the past, they have been excluded. One of these is the field of health care 
planning. In The Canadian Nurse, March 1976, Bemadet Ratsoy described a strategy the individual 
nurse could use to promote her own ideas for change. Here, Heather Clarke outlines the role of the 
nurse in health care delivery planning and the part played by the RNABC Committee on Health Care 
Delivery in promoting nursing participation in this area. 


Because nurses represent the largest 
group employed in health care delivery 
and are closely associated with the 
consumers of existing services, their 
participation is needed for effective 
management of the community's total 
health care resources, for improved 
communication between the providers 
and consumers of services, and for better 
distribution and quality of health care 
services. Thus our involvement must 
include not only planning for the nursing 
component of health services but for 
those services in their totality. 
To become involved to this extent in 
health care planning, we must change our 
conservative attitudes and recognize that 
our responsibility is to the client, not only 
to the system. We must accept the 
challenge and responsibility for defining 
our roles in broad, functional terms rather 
than narrow and task-oriented ones. The 
preoccupation of nursing with its own 
problems must give way to a closer 
collaboration with others, with extensive 
participation in the community health care 
planning process. 
In B.C., for example: 
. nurses have been elected to hospital 
boards in their community; 
. in one region a nurse has been 
appointed to the Union Board of Health; 
. nurses were included in advisory 
committees to the new 
Maternal-Child-Pediatric Health Care 
Complex; 
. nurses have become part of an 
interdisciplinary team approach to 
community services that involves the 
integration of social work and health 
services. These changes would not have 
happened without the work of individual 
nurses who were forward-looking, 
committed to their cause, and not afraid of 
the hard work involved to make their goal 
a reality. It was only through insistence, 
pressure, follow-up, time and energy that 
even such small victories were won. (See 
Ratsoy, The Canadian Nurse, March 
(1976).2 
To further promote the effective 
participation by nurses at the policy- and 
decision-making levels of both elected 


and appointed bodies which affect health 
care delivery, the RNABC Board of 
Directors established the Committee on 
Health Care Delivery in March 1975. At 
the 1975 RNABC Annual Meeting 
delegates and participants identified 
deterrents to nursing involvement in 
health care delivery, the four most 
significant being apathy, lack of 
confidence, lack of knowledge and 
training, and the traditionalism of the 
health care system. Suggestions for 
change involved personal, professional 
and educational committments. Although 
Committee members were interested in 
studying these concems and developing 
specific objectives, they first had to 
answer a number of questions: how do 
we initiate involvement; how much input 
should we have; who should be involved; 
and what are the priorities? 
During the year of its existence, the 
Committee on Health Care Delivery 
studied issues and made 
recommendations to the RNABC Board of 
Directors to: 
. communicate with federal and 
provincial govemments indicating the 
Committee's terms of reference and 
commitment to active involvement in 
health care planning; 
. examine the internal committee 
structure of the RNABC, emphasizing the 
need for coordination; 
. support nursing responsibilities at 
the IXth International Conference on 
Health Education by participation and 
financial support, and 
. promote recognized formal nursing 
input to hospital boards by a change in 
hospital bylaws. 
Many other issues were identified but 
again, priorities had to be set. 
The model of involvement (see 
diagram) the Committee used to promote 
nursing input in health care planning can 
best be illustrated by taking the case of 
changing hospital bylaws. The first step, 
or minimal level of involvement, is 
information sharing. This is an essential 
precondition for participation, since it is 
the only way of ensuring that intelligent 
choices are made. Each nurse must be 


informed about the current situation, past 
experiences and alternative solutions - 
in short, she must know what she is 
talking about. The Committee's concern 
for formal, recognized nursing input to 
hospital boards meant that each member 
had to be knowledgeable about the 
present situation, the results of any 
previous studies and government 
reaction, and the strategies and 
alternatives used in other provinces. We 
studied the hospital bylaws, shared 
information and came up with a 
recommendation. 
The second level of involvement, 
consultation, is built upon information. Is 
the informed nurse consulted when 
planners are making investigations and 
recommendations? Is she/he visible to 
the planners? Because those involved in 
planning are still frequently unaware of 
nursing expertise and interest in 
becoming involved, we had to present our 
recommendation on bylaw changes to the 
RNABC Board of Directors and get their 
support to present a brief and 
recommendations to the Minister of 
Health. At the same time, nurses 
concerned with health care planning in 
the community and RNABC officials 
joined committee members in a series of 
activities that served to increase our 
visibility. These included: submitting 
petitions of concern to the government 
and indicating willingness to become 
involved in planning (eg. regarding 
cutbacks in Home Nursing Program); 
submitting letters of concern and 
resolutions to the RNABC Board of 
Directors requesting action; issuing press 
releases and statements regarding 
controversial health issues. 
Involvement at the first two levels is 
relatively passive and it is usually up to the 
discretion of the bureaucracy or 
physicians whether they will take nursing 
interests seriously. As nursing 
involvement becomes more pronounced 
and active, however, there will be a 
movement toward negotiation. This is a 
bargaining situation between planners 
and decision-makers, demanding a 
greater degree of equality. In our society 
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this stage is largely a political process. 
Can we persuade government to adopt 
our ideas or change their stand? Can we 
get the hospital bylaws altered to include 
formal nursing input to hospital boards? In 
our case, the brief requesting a change in 
hospital bylaws was presented to the 
Minister of Health and his Deputy 
Ministers. They agreed in principle to the 
change, suggesting we return with 
alternative methods after discussing them 
with the medical and hospital 
associations. 
Negotiation leads to the next level of 
involvement, participation in the 
decision-making process. This has been 
graphically described by Sernadet 
Ratsoy( The Canadian Nurse, March 
1976) in her article about the steps she 
took to promote the implementation of a 
Family-Centered Maternity Health Unit in 
her hospital. 
Only after the nurse has progressed 
through the other levels of involvement 
and established credibility as a planner of 
health care delivery will she reach the 
strongest form of participation in planning 
and decision-making, the Veto. At this 
stage the nurse has attained enough 
respect in her field that a recommendation 
by her withholding support for a certain 
aspect of the plan is accepted by other 
planners as reason enough to alter the 
plans. 
Successful planning is based on 
policy and strategy as well as on coherent 
gathering and organization of reliable 
data. Nurses, then, must rely on their 
political abilities as well as their 
professional knowledge and skills in order 
to influence the world in which they live. In 
general, nurses have lacked political 
consciousness. We have had the 
potential for power, in fact, we have had 
power, but we have not used it effectively. 
The potential power lying unused and 
dormant in our profession is colossal. 
Writing in Nursing Outlook, JoAnn Ashley 
noted that .....nursing has, and always has 
had, power; it is essentially a social 
phenomenon and its power derives from 
society's recognition of nursing as an 


essential service. The problem lies in the 
ways in which nurses have used, 
misused, and abused their power (or 
failed to use it at all) and in the system in 
which nursing developed and is now 
practiced."3 
Power and freedom must always be 
taken. They are never given to oppressed 
groups. Part of the problem lies within 
nursing itself, as Dorothy Hall stressed in 
her address to the RNASC Annual 
Meeting in May 1975: "One of the reasons 
we have been excluded from planning is 
because we may never have indicated 
that we wanted 'in.' Where we have done 
so and continued to be excluded, we have 
perhaps failed because we lacked an 
alternative strategy or because we have 
not been prepared either to persist or 
insist. "4 
Success in politics depends on 
commitment and energy, clear goals, 
thoughtful planning and a sense of humor. 
Nurses must arrive at the conclusion and 
conviction that it is morally right for them 
to seek power, freedom and recognition. 
A clear presentation of our motives is 
essential, devoid of the confusion, 
misconceptions and fears that so often 
accompany efforts to attain these goals. 
Whether it is bedside care, service 
planning and control, or teaching, nurses 
are already involved in decision-making. 
Even if by default, we cannot escape 
certain actions that ultimately make 
services availaule to some and deprive 
others. It is time we started to recognize 
that as nurses we have a dual 
responsibility; as citizens and as health 
care professionals. We must stop being 
passive about health care planning and 
participate directly, in a planned, strategic 
way, anned with knowledge, experience 
and commitment. '" 
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Hospital nurses sometimes forget that 
adults as well as children face the thought 
of hospitalization with something less 
than unbridled enthusiasm. For most 
patients, the hospital is, at best, an 
unfamiliar environment full of stressful 
situations. 
Patients often endure mild stress 
brought on by their illnesses long before 
they must have hospital care. Healthy 
people who fall ill unexpectedly suffer 
almost as much from a loss of self-esteem 
as they do from their physical ailments. 
This triggers such reactions as morbid 
self-pity and hostility directed at nearly 
everyone they encounter. 
Subtle personality changes begin 
almost at the moment the former 
"healthy" person is forced to become 
dependent on others for assistance. 
Everyone knows how the common cold 
I · can turn a once sunny disposition sour. It 
is not surprising, then, that hospitalization 
can produce dramatic personality 
changes. Nurses who recognize these 
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changes and understand why they 
happen, are in a position to take 
appropriate measures which will reduce 
emotional stress as much as possible. 
There can be little doubt that nursing care 
which takes into account patient 
personality change is essential to the 
speedy recovery of the sick. 
People who try to ignore an illness, 
often become angry when they must 
accept the truth. For almost a year 
Howard put off having a 
hemorrhoidectomy. Finally, one of his 
co-workers told him he was grumpy and 
he knew he had to do something. The pain 
had increased to the point where it was 
affecting his work and his relationship with 
his co-workers. When he accepted the 
inevitable, he reacted by cursing the fates 
and indulging in self-pity. 
John was in no position to "find the 
time to be sick." He was in agony with an 
inflamed appendix. His only thought was 
to get instant help to relieve the pain. 
Because it was impossible to perform 
miracles, he became hostile towards the 
nurses. When relief finally came he 
regained his self-control and was able to 
accept the reassurances of the nurses. 
Although their experiences were in 
marked contrast, both men displayed the 
same reaction - anger - at the outset. 
Eventually anger will begin to subside as 
hospitalized patients enter an adjustment 
phase. 



rhe importance of a good nurse-patient relationship cannot be overstated. John and Howard could 
lave been very difficult patients iftheir nurses hadn't taken the trouble to figure out why they behaved 
he way they did. 


Dependency 
During this stage, patients see 
.hemselves as passive recipients of help, 
1aving given up their normal rights over 

heir own bodies. They feel helpless, 
:ompletely dependent on nurses for 
everything. In the acute phase of an 
,lIness patients must have an abiding trust 
In those looking after them. If the trust is 
broken, emotional and physical setbacks 
are highly probable. 
At this point dunng his hospital stay, 
Howard began to worry about what he 
perceived as inconsistencies in his 
nursing care. His anxiety took such a hold 
over him that he was unable to question 
the nurses. 
A flippant reply to a question from 
John had similar consequences. When 
told that a nurse could not help him 
.ecause it was time for her to go home, 
John felt his legitimate concerns were 
being ignored. It took him many days to 
get over the incident; this would not have 
happened ifthe nurse had merely advised 
him that her replacement would look after 
his needs. 


Recovery 
Later, patients begin to feel they are 
participating in their recovery. 
Howard showed an interest in 
learning about necessary diet changes. 
John made less frequent requests for pain 
relievers. 
At this stage, however, patients are 
still a long way from regaining confidence 
in their abilities to look after themselves. 
Both Howard and John felt the nurses 
were neglecting them, an indication their 
ailments still dominated their 
personalities. 
Because normal life styles are 
altered, hospitalization tends to break the 
continuity of life. The bed, food, room, 
people, smells and routines are not like 
home. Family members can often provide 
help to bridge this gap by bringing "home" 
to the hospital. A few personal 
possessi.::>ns, such as photographs of the 
patient's family, news about happenings 
at home, and even a little home cooking 
may help the patient maintain his sense of 
personal identity. 
It is important that nurses know how 
patients react to the hospital scene so that 
they can work with them to set health 
goals. Because this involves the patients, 
they have a greater sense of control over 
their situations. 
Nurses should only get involved in 
areas where patients cannot help 
themselves. The ultimate aim is to create 
a process which allows patients to play a 
greater part in helping themselves. 
However. at this point they are still mainly 
in a receiving position. 


Getting involved 
Nurses could alleviate much of the 
initial trauma t\Jr patients and reduce their 
own workload if they became involved as 
soon after admission as possible. 
The nurse-patient relationship is the 
first step in helping patients. In varying 
degrees nurses must reach out to patients 
and establish workable systems of 
communications. Essentially, patients 
should feel they have the right to ask 
questions and that nurses will respond 
To return to John and Howard for a 
moment, their involvement in nursing care 
helped them to learn what was expected 
of them and how they could help 
themselves increase their understanding 
of treatment plans. All this was necessary 
in the battle to regain their 
self-confidence. 
Both nurses and patients must be 
honest and concerned about the effects of 
hospitalization. Young nurses should not 
be reluctant to consult more senior nurses 
in order to answer patient questions. The 
student nurse who was answering 
Howard's questions, for example, often 
turned to experienced nurses for the 
answers. Howard found this reassuring 
as he felt the nurse was giving him 
accurate and valuable data and had a 
genuine interest in his well-being. Howard 
expressed a lack of concern from the 
"higher up" nurses who were more 
interested in running the ward, and were 
not available to help the patients. The 
nurse needs to have a relationship that 
indicates her receptiveness to the patient. 
She needs to feel comfortable with him, 
not pass judgment, and be honest to 
herself about her own biases. She must 
listen to the intent of communication - 
not just the words she hears, but also the 
nonverbal messages. 
Finally, openness is extremely 
important. Patients should be 
encouraged to express their feelings, to 
let the nurses know what is bothering 
them, even though it may not be directly 
related to a medical problem. 
In an era when many people feel 
alienated by an impersonal society, 
nursing should once again emphasize the 
value of establishing meaningful human 
relations as an integral part of medical 
care. ... 


Author Gertrude Lakeof Burnaby. B. C. (R.N., 
B.S.N., M.S.N.,J is program co-ordinator for 
the fIrst year of nursing for Registered Nurses 
and RegIstered Psychiatric Nurses at the 
British Columbia Institute of Technology. She 
was responsible for the integration of mental 
health nursmg concepts and skills into the 
BCIT program before becoming co-ordinator. 
Lake is a graduate of the University of British 
Columbia and received her M.S.N. from the 
University of California, San Francisco 
Medical Center. She describes this article as 
"the beginning of my organization of my 
beliefs concerning nursing assessment" and 
says: "I fully believe that assessment for 
emotional components in patient behavior 
and in illness need not be complicated, nor 
time-consuming. Nursing needs to identify a 
select assessment tool which includes critical 
components that will lead to identification of 
problems that are emotional or have 
emotional overtones. " 


THE UNIFORM SHOP 


TWO STORES 
TO SERVE 
ALL YOUR 
UNIFORM NEEDS 


BRAMPTON 
160 MAIN ST. S. 
BRAMPTON MALL 


PETERBOROUGH 
441 1 12 GEORGE ST. N. 
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Fa:teps 


Eliane Lacroix, French translator at 
the Canadian Nurses Association, is 
retiring after 13 years of service. 
During her stay at CNA, she has been 
solely responsible for the translation of 
many articles in L'infirmière 
canadienne and all the official 
documents, annual reports, position 
papers and minutes of C!\IA meetings 
into the French lar-guage. Her 
translation abilities have been utilized 
by the library and Information Services 
at CNA as well as by many 
French-speaking nurses in Canada. 
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Before coming to Ottawa, Lacroix 
worked for the purchasing division of 
the French interim government in 
Washington, the French Embassy in 
New York and until t963, for the 
French official tourist board in 
Montreal. She will be greally missed 
by her colleagues who value her 
integrity, dedication, experience and 
sense of humor. 
Henriette Gravelle, formerly with 
the Council on Social Development, 
replaces Lacroix as CNA translator 
and Jacques Paris takes on the 
position of revisor of translation. 


Marlene A. Grantham (R.N., 
Atkinson School of Nursing, Toronto 
Western Hospital; P.H.N., B.Sc.N. 
University of Western Ontario; M.Sc. 
(Admin.), McGill University) has 
recenlly been appointed Director of 
Nursing Service, Victoria General 
Hospital, Halifax, Nova Scotia. 
Leaving her position as Regional 
Director of the VON, she brings a 
variety of clinical and community 
health experience to her new 
appointment. 
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Grace Batchelor has been appointed 
Co-ordinator of Continuing Education, 
Division of Community Health by the 
University of Toronto, Faculty of 
Medicine. Batchelor holds a B.Se. in 
biophysics from McGill University and 
a Master of Health Services 
Administration from the University of 
Alberta. She has previously worked as 
a research associate in the 
Department of Clinical Epidemiology 
and Biostatics at the McMaster 
University and as a health consultant 
with Systems Dimensions Ltd. 


Jeff A. Bloom has joined fhe staff of 
the Division of Community Health, 
Faculty of Medicine at the University of 
Toronto. Bloom will be secretariat of 
the Primary Care-Outreach Project 
Committee, a multi-faculty task force 
working on developing a 
demonstration model of a multi-faculty 
primary care unit with involvement 
from the five health science faculties 
and the School of Social Work. 
Previously, Bloom was the 
Evening Administrator at Belleville 
General Hospital, Belleville, Ontario. 


Norah A. O'Leary (R.N., Toronto 
General Hospital School of Nursing; 
B.Sc.N., M.Sc.N., University of 
Toronto) has recenlly been appointed 
Nursing Consultant, Health 
Consultants Directorate, Health 
Programs Branch of Health and 
Welfare Canada. When as!ted to 
comment on her new position, she 
stated, "lis primary objective is the 
improvement ofthe delivery of nursing 
care in institutions. This objective is 
met in a variety of wa:ys. The Nursing 
Consultant acts as a member of a 
multidisciplinary team which assesses 
and makes recommendations for 
improvement in the areas of 
organization, administration, 
operation and patient care delivery in 
an individual hospital. Consultative 
services are offered to provincial 
authorities, and through them to 
individual NUfsing Service 
Departments. There is an opportunity 
to participate on federal-provincial 
working parties developing standards 
for various hospital departments. A 
function which I perceive as very 
important is to facilitate 
communication between nursing 
groups throughout the country." 
O'Leary is President of the 
Ontario Lung Association Nurses 
Section and is past assistant 
professor, School of Nursing, 
Lakehead University in Thunder Bay, 
Ontario. 


Phyllis Craig (B.Sc.N., M.H.S.A., 
University of Alberta) has been 
appointed a full-time researcher with 
the Edmonton Local Board of Health. 
She says ooAdministration and 
research in health disciplines should 
be interrelated. The research program 
need not be large, but at least 
decisions are based on some 
statistical findings." 
Craig's nursing career has 
included two years with Health and 
Welfare Canada at Norway House. 
Manitoba; short-term nursing 
assignments in Australia; and work as 
a public health nurse and nurse 
practitioner in Alberta. Her recent 
studies in health services 
administration were in part supported 
by the Canadian Nurses Foundation. 
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Anne Dykstra (R.N., Brantford 
General Hospital, Brantford, Ontario) 
recently arrived, with her family, in 
Solo, Indonesia to join MEDICO, a 
service of CARE. She will conduct 
in-service training sessions for 
Indonesian student nurses and 
nursing staff from oullying district 
hospitals. She was previously 
assigned to Malawi as a volunteer for 
CUSO. 


New Appointment 


Iris Passey of Vancouver is 
representing the RNABC on the 
Forensic Nursing Committee of the 
Registered Psychiatric Nurses' 
Association. 


Awards 


The New Brunswick Association of 
Registered Nurses has awarded 
$4500. in scholarships to students 
enrolled in university nursing 
programs. 
At the Master's level, Dorothy 
Wasson, R.N. at McGill University 
receives $1500., and Cheryl Doiron 
R.N., enrolled at the University of 
Ottawa receives $500. 
At the Baccalaureate level, 
Carole Estabrooks at the University 
of New Brunswick, Kathryn Suttie, at 
Dalhousie University, and Nicole 
Girouard at the University of 
Moncton, receive $500. scholarships. 
The annual Muriel Archibald 
scholarship was awarded to 
Columbienne Bernard, at the 
University of Moncton and Paula 
Quinn at the University of New 
Brunswick. 
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* ON 6 PAIR * 
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teggs@ Hosiery Fits Your Legs And Your Pocketbook, Too. 
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Special Price For A Limited Time Only. \r)1 Regular Style & Sheer 
This Special sale on L'eggs" Nurse White hosiery allows Energy
 Come' In A Size To Fit You. 
you to buy Shee.r Energy. support pantyhose f
r as little Regular Style pantyhose come in Average and 
as $3.16 per .palr or regular panty
ose fo
 as little as. Queensize, Sheer Energy pantyhose come in 3 sizes: A, 8 
$1.16 per pair when you buy 6. This special offer expires and Queensize. See Size Chart for your proper size. 
January 30th, so order now. 
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D,l Sheer Ener9Y
 Supports, 
Stimulates And Refreshes. 


Quick & Convenient 
Just fill in the coupon and enclose your cheque or M.O. in 
an envelope. Your order will be shipped to you postage-free 
(Sorry, do not send L'eggs store-redeemable coupons.) 


Guarantee 
If, for any reason, you are not happy with the L'eggs 
hosiery you receive, just return them for refund or 
replacement to: 
L'eggs GuaraD1ee 
T77S'""Sismet Road, Mississauga L4W IP9 


L'eggs Sheer Energy Nurse White is a sheer support 
pantyhose made wi
h "Springknit" yarn that supports 
and stimulates your legs every time you move. Take 
advantage of our special offer and save $2 to $S on 
Sheer Energy Pantyhose. 
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S 7- 1\0115 It>. II 6- 16.5 a,. 170-185 It>. 
S 8- -- 115-160 a,. 165- 180 It>. 
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SID 125145a,. 'SO 170 It>. 
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6 D. '45 160 It>. 


L_________________ 


OFFER EXPIRES JANUARY 30. 1977 


QUANTITY TOTAL 
6 Pair 3 Pair AVAILABLE STYLE SIZE COLOR Circle # Pairs $ 
OHer Offer STYLES CODE CODE CODE Ordered: 6 3 AMOUNT 

 '$"H,..IQ SHEER ENERGY Save 5.5.00 when 
518.94 59.97 Size A 601 A 02 you buy 6, 6 3 

 "'$t+.-9Z SHEER ENERGY Save 55.00 when 
518.94 59.97 Size 8 601 8 02 you buy 6, 6 3 

 '$"H,..IQ SHEER ENERGY Save 55.00 when 
518.94 5 9.97 Oueensize 640 02 yoo buy 6, 6 3 
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Barriers and Facilitators to 
Quality Health Care, by 
Madeline Leininger (ed.). 
Philadelphia: FA Davis Co., 
1975. 
ApproxImate price $9.60 
Reviewed by Colleen Stainton, 
Assistant Professor, Faculty of 
Nursing, University of Calgary, 
Calgary, Alberta. 


"Health care is an 
expected, essential, and important 
societal imperative in our culture." So 
says Madeline Leininger at the 
beginning of her chapter in this 
Interesting book. While most of the 
content deals with the health care 
system in the United States during the 
past two decades, the book provides 
some thought-provoking reading for 
health professionals in other 
countries. 
Vanous authors examine major 
issues and generate some common 
themes among the barriers and 
facilitators of health care. Barriers 
tend to be identified as: poor planning; 
lack of coordination and cooperation 
among the rapidly increasing numbers 
of health care professionals; 
inefficient use of economic and 
manpower resources; and changing 
consumer demands. Some facilitators 
suggested are: communication and 
coordination of the professionals; 
Improved health team education; 
improved health policy leading to 
mOle plimary, ambulatory care 
facilities; and changes in the role 
of the health professionals. 
The chapters are arranged 
logically, beginning with an historical 
review of the last decade by Loretta 
Ford, who focuses on health 
manpower use and changes needed. 
The next chapter by John Bryant, an 
Associdte Dean of Medicine, 
examines Health Care Trends and 
Nursing Roles, and provides some 
comments highly relevant to current 
planning in both education and service 
in nursing. He makes interesting 
suggestions for dealing with some 01 
the problems in health manpower 
resources, and discusses nursing as 
an important profession In providing 
the answers to these problems. 


A chapter by a dental professor 
outlines the strengths and 
weaknesses of dentistry as part of the 
health team. especially in the area of 
prevention and early diagnosis of 
medical problems. Nancy Keller, a 
doctorate nurse with a private nursing 
practice, discusses the facilitators and 
barriers to this type of health care 
delivery. She adamantly supports the 
view of the nurse in the extended role 
as a "client-extender" vs. a 
"physician-extender. .. 
Dr. McCormack, a health care 
planner, in a chapter entitled "Public 
Policy and Medical Care Evaluation" 
examines the organizational structure 
ofthe health care system in the U.S.A. 
and the evolution of public policy. He 
evaluates the response of the 
professions and makes a strong plea 
for peer review as a means to ensure 
quality. Then, Drs. Saward and 
Greenlick in "Health policy and the 
HMO," (Health Maintenance 
Organization) comment on the effect 
of the prepaid medical programs 
established in the U.S.A. in 1965 and 
end the chapter with a plea for more 
medical research in the area of health. 
These chapters clearly detail for the 
reader the current health care delivery 
system in the U.S.A. and strenuously 
evaluate it. 
The final three chapters are 
focused on predicted and tested ways 
of improving the present system. 
Madeline Leininger describes health 
care behavior from an anthropological 
perspective in a fascinating chapter 
entitled, "Health Care Delivery 
Systems for Tomorrow: Possibilities 
and GUidelines," strongly advocating 
an open system and consumer choice 
of the type of health practitioner 
appropriate to their health needs. 
The book condudes with two 
chapters by Canadian authors. The 
first is about the nurse practitioner 
program at McMaster University and 
is written by Walter Spitzer and 
Dorothy Kergin. Thefamous Southern 
Ontario Randomized Trial of nurse 
practitioners in doctors' offices is 
described by W.O. Spitzer, M.A. 
Yoshida and B.C. Hackett in the final 
chapter. 
It is notable that the profession of 
Social Work is not represented in the 
list of authors. 


The book was edited with an 
impressive advisory board of nursing 
leaders and a group of special 
consultants from dentistry, pharmacy, 
nursing and medicine. It is a book that 
would be a useful reference for those 
studying health care administration 
and policies. It documents needed 
changes in focus of health care 
delivery from curative to preventative 
care. The nurse practitioner is strongly 
supported as a logical means of 
providing this type of care. 
Health care resellrch is alluded to 
on occasion in this book but one would 
expect it to be mentioned more often 
as a facilitator and for some stress to 
be placed on interdisciplinary health 
care research. 
The book, while only 118 pages 
long, is heavy reading. The 
highly-qualified authors have taken 
considerable care to document the 
content of their chapters. Extensive 
bibliographies follow most chapters. 
This text provides information of 
use to faculty and those in graduate 
programs in all health professions. It 


would probably have somewhat 
limited use by undergraduate students 
but should be available to them. The 
extensive index is an excellent 
reference on special or specific areas 
covered by the several authors. I 
would recommend it as a good 
reference for all those holding office in 
professional associations, for the 
library holdings of all professional 
faculties and schools, and certainly for 
those serving on special action 
committees studying the health care 
delivery system in any country. 


Correction 
In November, credit for reviewing 
Freedom to Die: Moral and Legai 
Aspects of Euthanasia by O. Ruth 
Russell, was mistakenly given to 
Harriett Hayes, Director of the Miss 
A.J. MacMaster School of Nursing. 
The review was in fact written by 
Sharron Woodworth, Instructor, The 
Miss A.J. MacMaster School of 
Nursing, Moncton, New Brunswick. 


"Your cough is much better since you ve been practising all night" 
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MOSBY 


TIMES Mlnnon 


When you're talking about 
adaptability in nursing 
education, you're talking 
about new Mosby texts. . . 


. 


. authoritative 
. up-to-date 
· clinically-oriented 


Comprehensive new texts for your classes 


A New Book! 


\IA TER:'\ITY CARE: 
The :'\urse and the Family 
This humanistic new text can help you prepare your 
students to tunction as competent and sensitive 
maternity nurses in today's changing society. 
Information is clearly presented in a logical manner, 
following the chronologic order of conception, 
pregnancy, birth and parenthood. Superbly illustrated 
with more than 650 original drawings and 
photographs, this text includes plans for nursing 
intervention based on diagnostic. therapeutic and 
educational objectives. Chapters examine such 
diverse topics as: infertility, contraception, genetics, 
legal aspects ot maternity nursing, ete. Highly 
accessible information, emphasIs on the human 
dimension, qualih ' drawings and photographs -these 
are the elements that make this text uniquely 
significant in the literature of maternity nursing! 
By Margaret Jensen, R.N., M.S.: Ralph C Benson, M.D.; and 
Irene M. Bobak, R.N., M.S. April, 1977. Approx. 832 pages. 
8Y2" x 11",659 illustrations. About $13.15. 


MOSBY 


TIMES MIRROR 


New 2nd Edition! 


ADCL T A:'-.'D CHILD CARE: 
A Client Approach to i\:ursing 
This comprehensive text has been signiticantly revised 
to include more information on pathophysiologv and 
assessment techniques. Focusmg on the patient as 
client it retains an integrated approach to adult and 
child care organized according to human need
. with 
emphasis on nursing care. The text has been expanded 
by more than 50%, with 72 tables and more than 100 
new illustrations. You'll find major revisions in the 
chapter on fundamental processes of illness, and ne\\ 
material on: the pathophysiology ot cancer. 
assessment techniques for congenital anomalies, 
pathophysiology of inflammations, and table., on 
cancer-treating drugs and nursing actions. The chapter 
on sexual roles includes ne\\ material on nursing 
assessment of breast cancer and venereal disease. and 
a new section on rape. 
By Janet Miller Barber, R.N., M.S.. Lillian Gatlm Stokes. R.N., 
M.S.: and Diane McGovern Billings. R.N., M.S. March. 1977. 
2nd edition. approx. 1.024 pages. 8" x 11", 738 Illustrations. 
About $18.85. 
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ADMI
ISTRATION & EDUCATION 


New 3rd Edition! THE FOUNDATIONS OF 
NURSING: As Conceived, Learned, and Practiced in 
Professional Nursing. By Lillian DeYoung, R.N., 
B.S.N.E., MS., Ph.D.' with 4 contributors. This 
updated text provides students with the most current 
information on respon
ibilities, opportunities, and 
change
 in professional nursing. Thought-provoking 
chapters cover patients' rights, human rights, abortion, 
euthanasia, death and dying, institutional licensure vs. 
individual licensure, and the problems of transition 
from student to practicing nurse. March, 1976. 316 
pp., 43 i1lus. Price, $9.40. 


Ne\". 2nd EditIon! REVIEW OF LEADERSHIP IN 
NURSING. By Laura Mae Doug/as
, R.N., B.A, MS. 
Thoroughly updated and revi<;ed, this new edition 
reflects contemporary thinking and practices for 
nursing management in all current systems of health 
care. It ofters student
 the necessary leadership skills to 
function In formal and rntormal settings and in a 
variety of relationships. New material covers 
management of nursing service and changes that 
nurses can effect. March, 1977. Approx. 160 pp. 
About $6.25. 


CRITICAL CARE 


New 3rd Edition! CRITICAL CARE. By Zeb L. Burrell, 
Jr., AB., MD., F.AC.P. and Lenette Owens Burrell, 
R.N., B.S., M.S.N. The new updated edition of this 
classic text (formerly titled INTENSIVE NURSING 
CARE) reviews all aspects of critical care, with 
increased emphasis on physiology. Using an 
organ-system organization, the text covers the 
anatomy and physiology, clinical findings, 
pathogenesis, and treatment for each critical care 
problem discussed. This edition features more material 
on: psychosocial aspects; shock; physiology of the 
respiratory, cardiovascular, and renal systems; plus 
two new chapters on the GI system and hepatic tailure. 
April, 1977. Approx. 424pp., 161 illus.About$12.35. 
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A New Book! QUALITY ASSURANCE PROGRAMS 
AND CONTROLS IN NURSING. By Doris J. Fnæbe, 
R.N., Ph.D. and-R. Joyce Bain, WN., Ed.D. In a s;ngle 
volume, the authors provide an in-depth guide to 
existing evaluation systems used in nursing 
administration. Based on systems and management 
science concepts, the book examines six quality 
assurance programs: P.O.M.R., care plans, rounds, 
histories, audit, and client evaluation. Organizational 
structure, processes, leadership, and motivation are 
discussed as controls (QAC) for implementing quality 
assurance programs. .July, 1976. 175 pp., 58 illus. 
Price, $6.60. 


MANAGEMENT FOR NURSES: A Multidisciplinary 
Approach. Edited by Sandra Stone, MS.; Marie Streng 
Berger, M.S.; Dorothy Elhart, MS.; Sharon Cannell 
Firsich, M.S.; and Shelley Baney Jordan, M.N. This 
collection of selected readings provides practical 
information on -management and organization 
theories in nursing. Each of the three sections contains 
material relevant tothe organization as a whole and to 
the individual in a leadership or management position 
You'll find details on structure, personnel, and 
economic factors. 1976, 292 pp., 24 illus. Price, 
$9.40. 
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MOSBY 


MEDICAL/SURGICAL 


TIMES MIRROR 


A New Book! ENDOCRINE PROBLEMS IN 
NURSING: A Physiologic Approach. By Judith 
Amerkan Krueger, R.N., MS and Janis Compton Ray, 
R.N., M.S. Providing students with a physiologic basis 
for care of patients with endocrine disorders, this new 
text studies all aspects of the endocrine system. 
Discussions cover proper functions and mechanisms 
of dysfunctions, diagnostic procedures and 
pharmacologic treatments. You'lf find chapters on the 
gonads, pancreas, parathyroid, and the thymus and 
pineal glands. August, 1976. 175 pp., 41 illus. Price, 
$6.60. 
A New Book! LIFTING, MOVING, AND 
TRANSFERRING PATIENTS: A Manual. By Marilyn /. 
Rantz, R.N., B.S.N. and Donald Courlial, R.P. T., B.S. 
This new handbook photographically depicts the 
safest and easiest methods of patient handling and 
transfer. Beginning with the fundamental principles of 
patient transfer, basic body mechanics, and bedside 
body mechanics, the manual then provides 
instructions for the transfer of patients with special 
problems or injuries. January, 1977. 148 pp., 250 illus. 
Price, $7.30. 


PHARMACOLOGY 


New 13th Edition! PHARMACOLOGY IN NURSING. 
By Betty S. Bergersen, R.N., M.S., Ed.D.; in 
consultation with Andres Goth, M.D. Now available in 
a new 13th edition, this leading text outlines current 
concepts of pharmacùlogy in relation to clinical 
patient care. Written by a nurse for nurses, the text 
features updated discussions on mechanisms of drug 
action, indications, contraindications, toxicity, side 
effects and safe therapeutic dosage range. Two new 
chapters examine antimicrobial agents and the etfects 
of drugs on human sexuality, fetal development, and 
lactation. February, 1976. 766 pp., 100 illus. Price, 
$14.20. 
New 4th Edition! THE ARITHMETIC OF DOSAGES 
AND SOLUTIONS: A Programmed Presentation. B\ 
Laura K. Hart, R.N., B.S.N., M.Ed., M.A, Ph.D. 
Updated and expanded, this new 4th edition can help 
students develop skills in calculating dosages and 
solutions. Arranged in a logical, programmed tormat, 
the guide allows students to proceed at their own pace 
and master practical problems they might encounter in 
daily work. New information is included on the 
calculation of children's dosages, insulin dosages and 
intravenous flow dosages. January, 1977. 82 pp., 9 
illus. Price, $6.05. 
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A New Book! CllNiCAL LABORATORY TESTS: A 
Manual for Nurses. By Marcella M. Strand, B.S.N., 
R.N. and Lucille A Elmer, B.S. In M. T., M. UAS.C.P.). 
Designed for quick reference, this new manual 
provides important information to help your students 
learn to transcribe physician's orders, explain tests to 
patients, collect or supervise the collection of 
laboratory specimens and understand written 
laboratory reports. Selected concepts from physiology, 
basic nursing, and medical-surgical nursing are 
included. March, 1976. 126 pp. Price, $5.55. 
New 4th Edition! NURSING CARE OF PATIENTS 
WITH UROLOGIC DISEASES. By Chester C. Wmter, 
M.D., F.AC.S. and Alice Morel, R.N. The new edition 
of this popular text examines current concepts of 
urologic disease and related nursing management. 
Four new chapters highlight this edition: urologic 
examination and diagnostic tests; urologic equipment 
and its care; urinary ostomy care and appliances; and 
the cystoscopy suite and urologic out patient care. 
Outlines precede each chapter lor easy reference. 
January, 1977. Approx. 384 pp., 217 iIIus. About 
$11.05 


· up-to-date 
· clinically-oriented 
. authoritative 


10th Edition! WORKBOOK OF SOLUTIONS AND 
DOSAGE OF DRUGS: Including Arithmetic. Bv Wen 
M. Anderson, R.N. BS, M.A and Thora M. Vervoren, 
R.Ph., B.S. An effective self-teaching guide, this 
concise workbook relate<; mathematics to common 
solutions and dosages, and provides inlormation 
essential to proper calculation, preparation, and 
administration 01 drugs. Updated throughout. thi
 
edition places more emphasis on the metric system 
and includes many new problems. The totally 
re\\ritten appendix containo; drug standards and legal 
regulations, metric doses and apothecarv equi\ alents, 
dosage rules lor children, and more. 1976, 176 pp., 11 
ligs. Price, $7.10. 
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MOSBY 


PSYCHl:\ TRIC :\"L'RSl:\"G 


A New Book! THE PROBLEM-ORIENTED 
PSYCHIATRIC INDEX AND TREATMENT PLANS. By 
Monte /. ,\teldman, ,\1.D.; Gertrude McFarland, R.N., 
M.S.; and Edith Johnson, B.A This pacesetting ne\\ 
book explains how to standardize psychiatric 
treatment and improvethedelivery of psychiatric care. 
The book helps all members of the mental health team 
formulate goal statements and treatment plans. 
Prevention, diagnosis. treatment. and rehabilitation 
are integrated into a comprehensive plan for care of 
the individual and his tamily. July, 1976. 212 pp., BB 
illus. Price, $7.90. 


PRACTICAL NURSl:\"G 


Ne
\ 4th Edit/on! TOTAL PATIENT CARE: 
Foundations and Practice. By Dorothy F. Johnston, 
R.N.. B.S., M.Ed. and Gail H. Hood, R.N., B.S., M.S. 
Fully updated and expanded, this important text 
encompasses all areas of medical-surgical nursing. 
The authors otfer in-depth information on principles, 
techniques, and specific guidelines for nursing care ot 
patienb with di
eases and disorders of various body 
systems. This new edition includes new material on 
pathophysiology, microbiology, pathology, 
intravenous solutions, shock, blood, cardiac 
monitoring. and a new chapter on death and dying. 
February, 1976. 630 pp., 311 illus. Price, $11.85. 


New 4th Edition! MEDICAL-SURGICAL NURSING: 
Workbook for Practical Nurses. By Dorothy F. 
Johmton, R.N., B.S., M.Ed. and Gail H. Hood, R.N., 
B.S., M.S. An ideal companion to the above text, this 
practical workbook carefully follows the text chapters 
and presents hypothetical clinical problems for 
students to solve. New key features include: expanded 
vocabulary, additional discussion questions, and 
extended chapter introductions. February, 1976. 20B 
pp., 1 B illus. Price, $6.05. 
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New 5th Edition! STRUCTURE AND FUNCTION OF 
THE BODY. By Catherine Parker Anthony, R.N., B.A, 
M.S. and Irene B. Alyn, R.N., Ph.D. Now available in 
hard cover or paperback, this popular text presents 
fundamental information on body structure and 
function. It clearly indicates the relationship between 
normal and abnormal structure, and links normal 
anatomy and physiology to various laboratory tests, 
treatments. and nursing procedures. New chapters 
discuss cells, organs, systems, and tissues; 
fluid-electrolyte balance; and acid-base balance. 
April, 1976. 212 pp., 107 illus. Price, $8.35 (H)i $6.05 
(P). 
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February 


Orthopaedic Nursing Education 
Day sponsored by the Toronto Area 
Interest Group of the Orthopaedic 
Nurses Association. To be held on 
Feb. 16, 1977 in The Sheraton Centre. 
Toronto, Ontario. For information 
contact: Heather Reuber, 392 Paisley 
Blvd. West, Mississauga, Ontario. 
Motivation for Nurses a conference 
to be held in Calgary, Alberta on Feb. 
17-18. 1977. For information contact: 
Division of Continuing Education, 
University of Calgary, Calgary, 
Alberta, T2N 1N4. 


Communicating through 
Objectives - a one-day conference 
for management and supervisory staff 
to be held Feb. 8 in Toronto, Ont.; 
March 8 in Montreal, P.O.; and March 
10 in Vancouver, B. C. For information 
contact: Practical Management 
Associates, P.O. Box 751, Woodland 
Hills, Ca. 91365. 


March 


Recent Advances in Cardio- 
vascular Nursing to be held on 
March 2-4, 1977 in Saskatoon 
Saskatchewan. Fee: $45.00. For 
information contact: Norma J. Fulton 
Director, Contmuing Nursing , 
Education, Room 4", Ellis Hal/, 
University of Saskatchewan, 
Saskatoon, S7N OWO. 


American Operating Room Nurses 
24th Annual Congress to be held on 
March 20-25, 1977 at Anaheim 
Convention Center, Anaheim, 
California. For information contact: 
AORN Congress Department, 10170 
E. MISSiSSippi Ave., Denver, Colo. 
80231. 


Audiometry and Hearing 
Conservation in Industry to be held 
on March 22-24, 1977 at the 
Rensselaer Polytechnic Institute, 
Troy, New York in cooperation with 
Albany Medical Center Hospital. For 
further inlormation contact: Office of 
Continuing Studies, Rensselaer 
Polytechnic InstItute, 
CommunicatIons Center 209, Troy, 
New York, 12181. 


Job of Supervision - a one-day 
conference to be held on March 9 in 
Vancouver, B.C.and on March 31 in 
Toronto, Ont. For information contact: 
Pracfjcal Management Associates, 
P.O. Box 751, Woodland Hills, Ca. 
91365. 


April 


Registered Nurses Association of 
Ontario Annual Convention to be 
held at the Royal York Hotel in 
Toronto, on April 28-30, 1977. For 
information contact: RNAO, 33 P"ce 
St., Toronto, Ontano, M4W IZ2. 


The Nurse Administrator's Role in 
Implementing a Quality Assurance 
Program in any Health Agency. To 
be held on April 4-6, 1977 in Harrison 
Hot Springs, B.C. For information 
contact: Jo-Ann Wood, Continuing 
Nursing Education. 1st Floor, 
Instructional Resources Centre, The 
University of British Columbia. 
Vancouver, B.C. V6T 1W5. 


Ninth Annual Meeting of the 
American Association of 
Neurosurgical Nurses to be held in 
Toronto, Ontario on April 24-28, 1977. 
For information, contact:The 
American Association of 
Neurosurgical Nurses, Business 
Office, 428 East Preston Street, 
Baltimore. Md. 21202. 


National League for Nursing 25th 
Anniversary Convention and 
Exhibition to be held on April 24-27, 
1977 in Anaheim, California. For 
information contact: National League 
for Nursing, 10 Columbus Circle, New 
York, New York 10019. 


May 


Alberta Association of Registered 
Nurses Annual Convention to be 
held on May 3-6. 1977 in Calgary, 
Alberta. For further information 
contact: Alberta Association of 
Registered Nurses, 10256 - 112th 
St., Edmonton, Alberta. T5K 1M6. 


Manitoba Association of 
Registered Nurses Annual Meeting 
will be held at the University of 
Brandon, Brandon, Manitoba on May 


15-17,1977. The theme of the 
meeting will be related to . 'Standards. 
For information, contact: Manitoba 
Association of Registered Nurses, 
647 Broadway, Winnipeg, Manitoba, 
R3C OX2 
Registered Nurses Association of 
British Columbia Annual Meeting to 
be held on May 11-13, 1977 at the 
University of British Columbia in 
Vancouver. For information contact: 
RNABC, 2130 West 12th Ave., 
Vancouver, B. C., V6K 2N3. 
Saskatchewan Registered Nurses' 
Association -Sixtieth Annual 
Meeting to be held at the Hotel 
Saskatchewan, Regina, 
Saskatchewan on May 11-13,1977. 
For information contact: 


Saskatchewan Registered Nurses' 
Association, 2066 Retallack Street, 
Regina, Saskatchewan, S4T 2K2 


New Brunswick Association of 
Registered Nurses Annual Meetir,g 
to be held May 31, June 1-2,1977 at 
Campbellton, New Brunswick. For 
information contact: New BrunswIck 
Association of Registered Nurses. 
231 Saunders Street, Fredencton, 
N.B., E3B 1N6. 


Tenth Communicating Nursing 
Research Conference to be held in 
Denver, Colorado on May 4-6, 1977 
For information contact: WICHE, 
Nursing Research Development 
Program, P. O. Drawer P, Boulder, 
Colorado 80302. 


Director of Labor Relations Service 


Applications are invited for the newly created position of 
Director of Labor Relations Services at Can
dian 
Nurses Association, Ottawa. 


Applicants must have had at least five years' experience 
in labor relations as well as knowledge. experience and 
interest in nursing and national organizations. 


The successful applicant will be required to establish 
and direct a labor relations service which includes 
collection and analysis of data, preparation and 
distribution of information and development of relevant 
educational programs. Fluency in English and French 
an asset. 


Interested applicants are asked to submit, in 
confidence, their curriculum vitae before the end of 
January 1977 to: 


Chairman, Selections Committee 
Canadian Nurses Association 
50 The Driveway 
Ottawa, Ontario 
K2P 1E2 
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:Libl-al-Y lTpdate 


Publications recently received in the 
Canadian Nurses' Association Library 
are available on loan - with the 
exception of items marked R - to 
CNA members, schools of nursing, 
and other Institutions. Items marked R 
include reference and archive material 
that does not go out on loan. Theses, 
also R, are on Reserve and go out on 
Interlibrary Loan only. 
Requests for loans, maximum 3 
at a time, should be made on a 
standard Interlibrary Loan form or by 
letter giving author. title and item 
number in this list. 
If you wish to purchase a bOOK. 
contact your local bookstore or the 
publisher. 
Books and documents 
1. Aguilera, Donna C. Intervention en 
situation de crise; tMorie et 
méthodologie, par...et Janice M. 
Messick. 2 éd, St-Louis, Mosby, 1976. 
168p. 
2. American Nurses' Association. 
Professional development in 
psychiatric and mental health 
nursing, Kansas City, Mo., c1975. 
99p. 
3. -. Affirmative Action Task Force. 
Affirmative action: toward quality 
nursing care for a multiracial society. 
Kansas City, Mo., c1976. 53p. 
4. -. Affirmative action programming 
for the nursing profession through the 
American Nurses' Association, by 
Janice E. Ruffin in conjunction with 
members of the...Ethelrine Shaw...et 
al. Kansas City, Mo., c1975. 55p. 
5. -. Biennial Convention, 49th, San 
Francisco, June 9-14, 1974. Special 
interests - common goals: House of 
Delegates reports 1972-1974, 
Kansas City, Mo., American Nurses' 
Association, c1974. 126p. 
6. L'Association des Infirmières 
Enregistrées du Nouveau-Brunswick. 
Standards du service du nursing. 
Fredericton, 1976. 6p. 
7. Bechtel, Jody. Emergency: a core 
curriculum for continuing education in 
emergency care, by...et al. Lincoln, 
Nebraska, Cardiac Respiratory 
Services, Bryan Memorial Hospital, 
1975. 75p. 
8. Borach, Rose Marie. Elements of 
rehabilitation in nursing. St. Louis, 
Mosby, 1976. 316p. 
9. Braden, Carrie Jo. Community 
health: a systems approach, by...and 
Nancy L. Herban. New York, 


Appleton-Century-Crofts c1976. 
178p. 
10. Chabner, Davi-Ellen. The 
language of medicine; a worktext 
explaining medical terms. 
Philadelphia, Saunders, 1976. 582p. 
11. Charron, K. Education of the 
health professions in the context of 
the health care system: the Ontario 
experience. Paris, Organization for 
Economic Co-operation and 
Development, 1975. 70p. 
12. Da Cruz, Vera. Bai/liére's 
midwives'dictionary, by...and 
Margaret Adams. 6 ed. London, 
Baillière Tindall, c1976. 303p. 
13. Delivering family planning 
information and services. Winnipeg, 
Dept. of Family Studies, University of 
Manitoba, 1975. 2v. 
14. Drainville, Marie-Claire. Cahier de 
terminologie médicale. Montréal, 
Renouveau Pédagogique, c1976. 
207p. 
15. Ehrenreich, Barbara. Sorciéres, 
sage-femmes et infirm/éres; une 
histoire des femmes et de la 
medecine, par...et Deirdre English. 
Montréal, Les Ëditions du 
Remue-Ménage, c1976. 78p. 
16. Falconer, Mary W. Patient studies 
in pharmacology: a guidebook. 
Philadelphia, Saunders, 1976. 147p. 
17. -. Traité de pharmacologie, 
p.!r...et a!. Montréal, HRW, c1976. 
692p. 
18. Frankel, Robert. Radiation 
protection for radiologic 
technologists. New York, 
McGraw-Hili, c1976. 150p. 
19. Froebe, Doris J. Quality 
assurance programs and controls in 
nursing, by...and R. Joyce Bain. St. 
Louis, Mosby, 1976. 161p. 
20. Gagné, Robert M. Les principes 
fondamentaux de /'apprentissage; 
application à /'enseignement, traduit 
par Robert Brien et Raymond Paquin. 
Montréal, HRW. c1976. 148p. 
21. Godfrey, Simon. L'épreuve 
d'effort chez renfant. Montréal, HRW, 
c1976.199p. 
22. Hull, E. Quizzes and questions for 
nurse
 Book A. Medical nursing and 
paediatric nursing, by...and B.J. 
Isaacs. London, Baillière Tindall, 
c1976. 152p. 
23. -. Quizzes and questions for 
nurses: Book B. Surgical nursing and 
geriatric nursing, by...and B.J.lsaacs. 
London, Baillière Tindall, c1976. 
147p. 


24. Jameson, Robert Morpeth. 
Management of the urological 
patient, by...K. Burrows and Beryl 
Large. Edinburgh, Churchill 
Livingstone, 1976. 249p. 
25. Jones, Maxwell Shaw. Maturation 
of the therapeutic community: an 
organic approach to health and 
mental health. New York, Human 
Sciences Press, c1976. 169p. 
26. King's Fund Transatlantic 
Seminar of Nurses, 2nd May...1972. 
Nurses and health care. Collected 
papers edited by Eli2abeth Lucas. 
London, King Edward's Hospital Fund 
for London, 1976. 112p. 
27. Klaus, Marshall H. Materna/-mfant 
bonding; the impact of early 
separation or loss in family 
development, by...and John H. 
Kennell. St. Louis, Mosby, 1976. 
257p. 
28. Krueger, Judith Amerkan. 
Endocrine problems in nursing; a 
physiologic approach, by...and Janis 
Compton Ray. St. Louis, Mosby, 
1976. 165p. 
29. Lewis, Lucile. Planning patient 
care. 2ed. Dubuque, Iowa, Brown, 
c1976. 209p. 
30. Milbank Memorial Fund. 
Commission. Higher educatIon for 
public health; a report of the Milbank 
Memorial Fund Commission. New 
York, Prodist, 1976. 218p. 
31. National League for Nursing. 
Biennial Convention, New Orleans, 
May 18-22, 1975. Ethnicity and health 
care. Papers...presented during an 
open forum...at the NLN Convention 
in May at New Orleans, Louisiana. 
New York, National League for 
Nursing, c1976. 55p. (NLN 
Publication no. 14-1625) 
32. -. State organization planning 
for home health care. 
Papers...presented dunng an open 
forum... at the NLN Convention in May 
1975 at New Orleans, Louisiana. New 
York, National League for Nursing, 
c1976. 47p. (NLN Publication no. 
21-1629) 
33. Nelson, Ruben F. W. The il/usions 
of urban man. Ottawa, Ministry of 
State for Urban Affairs, available from 
information Canada, 1976. 76p. 
(Urban prospects no. 8) 
34. One strong voice, the story of the 
American Nurses' Association, 
compiled by Lyndia Aanagan. Kansas 
City, Mo., American Nurses' 
Association, c1976. 692p. 


35. Open Curriculum Conference, 4, 
New York, Sept. 22-23, 1975. 
Proceedings. Edited by Lucille Notter. 
A project of the NLN Study of the Open 
Curriculum in Nursing Education. New 
York, National League for Nursing, 
c1976. 122p. (NLN Publication no. 
19-1627) 
36. Ordre des Infirmières et Infirmiers 
du Québec. Commentaires et 
recommandations du bureau. 
Montréal, 1976. 51p. 
37. Patient care guidelines for family 
nurse practitioners, edited by Axalla J. 
Hoole, Robert A. Greenberg and C. 
Glenn Pickard. Boston, Little, Brown 
and Co., c1976. 339p. 
38. Piggott, Juliet. Queen Alexandra's 
Royal Army Nursing Corps, edited by 
Lt. General Sir Brian Horrocks. 
London, Leo Cooper, c1975. 105p. 
39. The psychiatric nurse as a family 
therapist, edited by Shirley Smoyak. 
New York, Wiley, c1975. 251p. 
40. Psychiatric nursing 1946 to 1974: 
a report on the state of the art, 
compiled by Florence L. Huey. New 
York, American Journal of Nursing 
Co., 1975. 61p. 
41. Reeder, Leo G. Handbook of 
scales and indices of health behavior, 
by...Linda Gordon Ramacher and 
Sally GOlelnik. Pacific Palisades, Ca., 
Goodyear, c1976. 540p. 
42. Respiratory technology: a 
procedure manual, by Doris L. 
Hunsinger et al. 2ed. Reston, Va., 
Reston, c1976. 437p. 
43. St. John Ambulance. Safety 
oriented first aid; a multi-media 
programme for Canadian schools, 
col/eges and universities. Ottawa, SI. 
John Priory of Canada Properties, 
c1976. 1 v. (various pagings) 
44. Scherer, K. First survey of nurse 
practitioners and associated 
physicIans methodological manual 
and final report, by...F. Fortin, W.O. 
Spitzer and D.J. Kergin. Hamilton, 
Ont., McMaster University, Faculty of 
Health Sciences, 1976. 252p. 
45. Scott, Joseph W. Woman, know 
thyself. Thorofare, N.J., Slack, c1976. 
399p. 
46. Turabian, Kate L. A manual for 
writers of term papers, theses, and 
dissertations. 4 ed. Chicago, 
University of Chicago Press, c1973. 
216p. 
47. United Nations. Development 
Programme. Reports 1975. New 
York, 1976. 88p. 



. 


':. Varney,GlennH.Managementby 
bjectives. Chicago, II., Dartnell, 
c1971. 167p. 
. 9. Wachstein, Jennifer. Anaesthesia 
,md recovery room techniques. 2ed. 
London, Baillière Tindall, c1976. 
15Op. (Nurses' aids series) 
50. Weiss, Curtis E. Communicative 
" .isorders, a handbook for prevention 
; nd early intervention, by...and Herold 
S. Ullywhite. St. Louis, Mosby, 1976. 
289p. 
51. Werther, William B. Labor 
elations in the health professions; the 
basis of power - the means of 
change, by...and Carol Ann Lockhart. 
Boston, Little, Brown and Co., c1976. 
255p. 
52. World Health Organization. 
Multmational study of the international 
migration of physicians and nurses; 
country specific migration statistics. 


Geneva, 1976. 392p. 
53. -. Regional Office for Europe. 
Use of operational research m 
European health services; report on a 
Working Group convened by the.... 
Sofia, 7-77 July 7975. Copenhagen, 
1976. 68p. 


Pamphlets 
54. American Association of Industrial 
Nurses. The student nurse in mdustry; 
guide to use: the industrial medical 
department as a clinical setting for the 
student. New YOr\(, c1958, 1971. 11 p. 
55. -. A guide for developmg 
grievance processing skills. Kansas 
City, Mo., n.d. 1v. (various pagings) 
56. American Nurses' Association. 
Guidelines for short-term continumg 
education programs for college and 
university health nurse practitioners; a 
joint statement of the DivisIons on 


Community Health Nursing Practice 
and Psychiatric and Mental Health 
Nursing Practice of the American 
College Health Association. Kansas 
City, Mo., 1975. 11 p. 
57. -. Guidelines for short-term 
continuing education programs 
preparing adult and family nurse 
practitioners; a statement of the 
Division on Community Health 
Nursing Practice of the American 
Nurses' Association. Kansas City, 
Mo.. c1975. 8p. 
58. -. CommissIOn on Nursing 
Education. Standards for nursing 
education. Kansas City, Mo., c1975 
45p. 
59. College of Nurses of Ontario. 
Statements re policy on special 
procedures for registered nurses, 
nursing and technical personnel. 
Toronto, 1975. 9p. 


60. Conférence internationale du 
Travail. 61e session. Genève, juin 
1976. Compte rendu provisoire, 
annexes. L 'emploi et les conditions 
de travail et de vie du personnel 
infirmier, septiéme question à /'ordre 
du jour. Genève. Bureau international 
du Travail, 1976. 36p. 
61. Freese, Arthur S. Understanding 
stress. New Yor\(. Public Affairs 
Committee, c1976. 20p. (Public affairs 
pamphlet no. 538) 
62. Hodgeman, Karen. Adaptations 
and techniques for the disabled 
homemaker, by...and Eleanor 
Earpeha. 4ed. Minneapolis, Mn., 
Sister Kenny Institute, 1976. 30p. 
(Sister Kenny Institute, Rehabilitation 
Publication no. 710) 
63. International Labour Conference 
61st session, Geneva, June 1976. 
Provisional record; appendices; 
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East African Wildlife So<<:ietv 
29 D4YSAFARI PROGRAMS from 
 :f 
SOCIETY MEETINGS I FULLY ESCORTEDe S 100 DONATION '. 
TO THE SOCIETY. MEETINGS WITH DR. MARY LEAKEY 
AND DR HENRY FOSBROOKE - SfRENGETI RESEARCH INSTITUTE 
Maximum 15 Persons/LandCostS2190 00 I F:=t. 
111300 
DEPARTURE DATES: tw,nperpe'son 
Feb. 19, 1977 . July 9, 1977 . November 12, 1977 L..
 
CANADIAN REPS. EAST AFRICAN WILDLIFE SOCIETY t 
Db. tcxon _.ont "l( \'..1\oJ-3H1.. t'.... 
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AFRICA7f78 SAFARIS 

 Deluxe 21 Day Safari 
o ZAMBIA NATURE TRAIL SAFARI - Zambia & Kenya - 5 633.00 
'2 LAKE TANGANYIKA ADVENTURE SAFARI - Zambia & Kenya - 5 673.00 

 C MUSI.OA-TUNYA ADVENTURE SAFARI - Zambia, Kenya & Tanzanoa - 5 833.00 

 LUANGWA TENTED SAFARI - Zambia & Northern Kenya - 5 933.00 
L
 LIVINGSTONE EXPLORER SAFARI - Zambia & Northern Kenya - 51350.00 
[';'to PHARAONIC NILE CRUISE - 19 Days Escorted - Guest Lecturers - 51769.00 
'1..'" EGYPT: A TIMELESS LAND - 21 Days Escorted - Guest Lecturers - S1230.00 
f 21 DAYS ZEBRA SAFARI - Kenya & Tanzania - 51490.00 
17 DAYS ETHIOPIA/EGYPT - The Nile Antiquity - S1335.00 

 38 DAYS SOUTH AMERICA/AFRICA ODYSSEY (Fully Escortedl - S3550.oo 
21 DAYS KENYA LUXURY TENTED SAFARI - 52495_00 
Escorted by Bud Lazarus - 
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I Please send me your safari brochure No.D with no obli!j3tion " 'f : 
on my part. I 
I 
Name I 


 ; 
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!!'.


I!:__ __ _______
e
 _______ __________J 
east african travel consultants (416)967 -0067 - 
33 bloor st.east.5u,te 206. tomnla.ont. m4w-3h1 cables. salans telex 06- 23827 .. 
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Employment and conditions of work 
and life of nursing personnel. Seventh 
Item on the agenda. Geneva, 
International Labour Office, 1976. 
32p. 
64. New Brunswick Association of 
Registered Nurses. Nursing service 
standards. Fredericton, 1976. 6p. 
65. Nurse's role in blood component 
transfusion procurement. Bethesda, 
Md., National Institutes of Health, 
1975. 27p. (DHEW Publication no. 
76-759) 
66. Ozimek, Dorothy. Relating the 
'Jpen curriculum to accountability in 
baccalaureate nursing education. 
New York, National League for 
Nursing, c1976. 10p. (NLN 
Publication no. 15-1631) 
67. The primary care nurse in the 
hospital emergency department. A 
/Oint brief to the Government of 
Ontario from the Ontario Hospital 
Association, Ontario Medical 
Association, College of Nurses of 
Ontario, Registered Nurses of 
Ontario, College of Physicians and 
Surgeons of Ontario. Toronto, 1975. 
1v (various pagings) 
68. The Provincial Council of Women 
of Manitoba. Ad hoc committee on 
rape. Brief on rape. Winnipeg, 1975. 
20p. 
69. Rogers, Peter D.lnfluenza alert; a 
seH-instructional unit. Philadelphia, 
Davis, c1976. 21 p. 
70. Saskatchewan Registered 
Nurses' Association. Continuing 
education for nurses in 
Saskatchewan: policies, procedures, 
standards for approval. Regina, 
Sask., 1976. 6p. 
71. Taunton, Roma Lee. 
Characteristics of short-term 
continuing education pediatric nurse 
practitioner /associate programs 
existing September 1974 - June 
1975, by...and John M. Soptick. 
Kansas City, Mo., American Nurses' 
Association, c1976. 18p. 
72. Wright, Leora R. A report on the 
advanced course in mental health 
and psychiatric nursing, Nov. 1, 1975 
- Apr. 3D, 1976. Fredericton, New 
Brunswick Association of Registered 
Nurses, 1976. 28p. 


Government documents 


Clinada 
73. Advisory Council on the Status of 


Women. Report 1975/76. Ottawa, 
1976. 32p. 
74. Le bureau de la Coordonnatrice, 
Situation de la femme. La femme 
canadienne. 2éd. Préparé par 
Recherches et Décisions Québec 
Limitée, Toronto. Ottawa, 1976. 278p. 
75. Conseil consultatif de la situation 
de la femme. Rapport 1975/76. 
Ottawa, 1976. 32p. 
76. Health and Welfare Canada. 
Health Protection Branch. Alcohol 
problems in Canada: a summary of 
current knowledge. Ottawa, 1976. 
67p. (Its Technical report series no. 2) 
77. -. Selected nutrition teaching 
aids. Ottawa, Information Canada, 
c1976, 62p. 
78. International Development 
Research Centre. Low-cost rural 
health care and health manpower 
training; an annotated bibliography 
with special emphasis on developing 
countries. Ottawa, c1975. 2v. 
79. Labour Canada. Occupational 
safety and health: a bibliography; 
selected holdings of technical library, 
accident prevention division. Ottawa, 
Supply and Services Canada, 1976. 
144p. 
80. Office of the Co-ordinator, Status 
of Women. Women in Canada. 2ed. 
Prepared by Decision Marketing 
Research Ltd. Ottawa, 1976. 256p. 
81. Parlement. Chambre des 
Communes. Comité permanent de la 
santé, du bien-être social, et des 
affaires sociales. L'enfance maltraitée 
et negligée. Ottawa, 1976. 90p. 
82. Parliament. House of Commons. 
Standing Committee on Health, 
Welfare and Social Affairs. Child 
abuse and neglect. Ottawa, 1976. 
90p. 
83. Santé et Bien-être social Canada. 
Direction générale de la protection de 
la santé. Service éducatifs. 
Documentation sur I'hygiène 
alimentaire. Ottawa, Information 
Canada, c1976. 67p. 
84. Secretary of State. The 
organization and administration of 
education in Canada. Ottawa, 
Minister of Supply and Services 
Canada, c1976. 219p. 
85. Travail Canada. Sécurité et 
hygiéne professionnelles; 
bibliographie; choix de volumes de la 
bibliothéque technique, division de la 
prévention des accidents. Ottawa, 
Approvisionnements et Services 
Canada, 1976. 144p. 


United States 


86. Division of Nursing. Graduation 
and withdrawal from RN programs; a 
report of the nurse career-pattern 
study, by Lucille Knopf. Bethesda, 
Md., 1975. 130p. (DHEW Publication 
no. (HRA) 76-77) 
87. -. High school seniors' attitudes 
and concepts of nursing as a 
profession, by Melvin H. Rudov. 
Maurice T. Wilson and Karen F. 
Trocki. Bethesda, Md., 1976. 167p. 
(DHEW Publication 110. (HRA) 76-35) 
88. -. Surveys of public health 
nursing 1968-1972 prepared by 
Division of Nursing in cooperation 
with the Association of State and 
Territorial Directors of Nursing. 
Washington: U.S. Dept. of Health 
Education, and Welfare, Public Health 
Service, Health Resources 
Administration, Bureau of Health 
Manpower, Division of Nursing; for 
sale by the Supt. of Docs., U.S. Gov't. 
Print. Off., 1976. 337p. (DHEW 
Publication no. (HRA) 76-8) 


89. Interagency Conference on 
Nursing Statistics. Abstracts of 
studies; health manpower 
references. Bethesda, Md., U.S. 
Public Health Service, 1975. 30p. 
(DHEW Publication no. (HRA) 75-24) 


Studies deposited in CNA 
Repository Collection 


90. Kirstine, Myrtle Lavina. A study of 
health and related needs of senior 
citizens in two housing complexes, 
conducted in the regional 
municipality of York Newmarket, 
Ont., York Regional Health Unit, 1976. 
86p. R 
91. Leonard, Linda Gaye. 
Husband-father's perceptions of 
labour and delivery. Vancouver. 
1975. 165p. (Thesis - British 
Columbia) R 
92. Pelletier, Julia M. The effects of 
continuity in nurse-patient 
assignment among a selected group 
of preoperative aortocoronary bypass 
patients. Toronto, 1976. 125p. (Thesis 
(M.S.N.) - Toronto) R 


Advertising Rates 
For All Classified Advertising 


$15.00 for 6 lines or less 
$2.50 for each additional line 
Rates for display advertisements on request. 
Closing date for copy and cancellation is 6 weeks prior 
to 1 st day of publication month. 
The Canadian Nurses' Association does not review the 
personnel policies of the hospitals and agencies 
advertising in the Journal. For authentic information, 
prospective applicants should apply to the Registered 
Nurses' Association of the Province in which they are 
interested in working. 


Address correspondence to: 
The Canadian Nurse 
50 The Driveway 
Ottawa, Ontario 
K2P 1 E2 
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a Canadian supplier 
for nulSes needs - 
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STETHOSCOPES 
:l;l R'iES STFTHOSCOPES;" 5 
coIo..... Erceplilmal.o..nd 
tnmmllnion. ooJ1LS:'abu 
bghlweighl bmaurals; 
replm:eme1ll parI. ovail4b1e 
m CmuId4. 11,14 Silver. .,15 
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#705 5'." sharp blunt 52.S5 each 
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NURSES CAPS 
PROFESSIONAL LOOK! 



 


{ 


- 


} 


THE CANADIAN 
NURSE'S CAP REG'D 
P.O. BOX 634 
ST. THERESE, QUE. 


OUR PERMA-ST ARCH 
CAP 
"NEEDS NO STARCH" 
WASHABLE, NO IRON 


Students & Graduates 
Your exclusive style in our 
special fabric. 
Also standard styles available 
Single or Group Purchase - 
Volume Discount 


ASK FOR OUR ORDER FORM 
TO OaT AIN COMPLETE 
DETAILS 


Name 


Address 


City 


Postal Code 


, 


this 
patient 
needs 
your help 


When patients need private duty 
nursing in the home or hospital, 
they often ask a nurse for her 
recommendation. Health Care 
Services UPJohn Limited is a re- 
liable source of skilled nursing 
and home care specialists you 
can recommend with confidence 
for private duty nursing and home 
health care. 
All of our employees are carefully 
screened for character and 
skill to assure your patient of de- 
pendable, professional care. 
Each is fully insured (including 
Workmen's Compensation) 
and bonded to guarantee your 
patient's peace of mind. 
Care can be provided day or 
night, for a few hours or for as 
long as your patient needs help. 
For complete information on our 
services, call the Health Care 
Services Upjohn Limited office 
near you. 


r 1Ii
 
---- 


Health Care Services 
Upjohn Limited 
(Operating In Onta"o as HCS Upjohnj 
Vicloria · Vancouver. Edmonlon 
Calgary. Winnipeg. London 
51. Calharines . Hamilton. Toronto West 
TOlonto East. Ottawa. Monlreal 
Quebec. Halifax 


HCS_ 
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Alberta 


Employment Opportunity - Athabasea Health Unit No 16 requores 
a Senior Public Health Nurse for the Athabasca Office. B.Sc. qualifi- 
cation preferred and expenence essentaal. Salary range vanes accor- 
ding to qualdlcatlon and expenence Apply Immediately to: V 
Markowski. Administrative/Seely.. Box 1140. Athabasca, Alberta 
TOG OBO Phone 1-403-675-2231 


British Columbia 


Head Nurse - Psychlatnc Unrt - POSition requires a R.N. with 
psychiatric training and expenence In Ward Management. The unit is 
16 beds with 6 day care Unlts_ It IS a new umt opening In January or 
February 0/ 1977 The posrtlon becomes available November 1. 1976. 
Salary according to RNABC conlract Apply in writing to The Oorector 
of Nursing. Mills Memorial Hosp.tal, 2711 Telrault Street, Terraæ. 
British Columbia V6G 2W7 


Registered and Graduate Nurses required lor new 41-bed acute 
care hospital 200 miles north of Vancouver. 60 miles trom Kamloops 
Limited furmshed accommodahon available. Apply Director 01 Nurs- 
Ing. Ashcroft & District General Hospital. Ashcroft British Columbia 


Registered Nurses with psychlatnc training or expenence, for new 
psychIatric unot opening January or February 1977 Salary according 
to RNABC contract Please apply In wntlng to. The Oorector 0/ Nursing. 
Mills Memorial Hospital. 2711 Tetrault Street, Terrace. Bntlsh Colum- 
bia. V6G 2W7 


General Duty Nurses lor modern 41-bed hosp.talloeated on the 
Alaska Highway Salary and personnel pohCles In accordance with 
RNABC Accommodation available In residence Apply Director of 
Nursing, Fort Nelson General Hospital. P.O. Box 60, Fort Nelson. 
British Columbia. VOC 1 RO. 


British Columbia 


General Duly Nurses for modern 35-bed hospital located In south- 
ern B.C. 's Boundary Area with øxcellent recreation facilities. Salary 
and personnel pOliCIes In accoroance wllh RNABC. L.omfortable 
Nurse S home Apply Director of Nursing. Boundary Hospital. Grand 
Forks. Brilosh Columbia. VOH 1 HO 


Ontario 


Director of Nursing for generalized public health program with Invol- 
vemenl in leaching at universIty level and partlClpetion In community 
research projects, Education to level 0/ Master s Degree applicable to 
public health nursing and several years expenence In the service !Ield 
in supervisory capacity. Salary negotiable and commensurate with 
these requirements. Usual fnnge benefits. Apply to: MIss F. Abbons, 
Secretary, Board of Health, Borough of East York Health Unot. 550 
Mortimer Avenue, Toronto, Ontano, M4J 2H2. 


Quebec 


Registered Nurse required for co-ed children s summer camp In the 
Laurentlans (seventy miles north of Montreal) from late June until late 
August 1977. Call (514) 467-5177 or wrlle: Camp MaroMae. 5901 
Fleet Road. Hampstead. Montreal. Quebec. H3X 1 G9. 


Saskatchewan 


Generel Duty Nurse requored for 6-bed hospital in Edam, Saskat- 
chewan. Experience preferred and references needed. To start De- 
cember 1.1976. with salary according to S.U.N. Apply to: Oorectorof 
Nursing. Lady Minto Union Hospital. Box 176, Edam, Saskatchewan. 
SOM OVO. 


MANITiJBA 


DEPARTMENT OF 
HEALTH AND SOCIAL DEVElOPMENT 
The School of Nursing 
Selkirk Mental Health Centre 
is offering a 
Post - Basic Course in 
PSYCHIATRIC NURSING for 
Registered Nurses currently licensed in 
Manitoba or eligible to be so licensed. 
The course is of nine months dl,ration 
September through May and includes 
theory and clinical experience in hospitals 
and community agencies, as well as four 
weeks nursing of the mentally retarded. 
Successful completion of the program leads 
to eligibility for licensure with the R.P.N.A.M 
For further information please write 110 
later than June 15/77 to: Director of 
Nursing Education, School of Nursing, 
Box 9600, Selkirk, Manitoba R1A 2B5 


McGill UNIVERSITY 


SCHOOL OF NURSING 


GRADUATE PROGRAM IN NURSING - MASTER OF SCIENCE (APPLIED) 
This program has been designed to prepare clinicians and researchers for the expanding function of nursing in our rapidly developing 
health care services. 


OPTION A 
CLINICAL NURSING PRACTICE 


OPTIONS AVAILABLE 


OPTION B 
RESEARCH IN NURSING AND HEALTH CARE 


Graduates will be prepared to incorporate either option within careers in the Teaching of Nursing or the Development and 
Management of Nursing Service. 


ADMISSION REQUIREMENTS 
Either a Baccalaureate degree in Nursing comparable to B.Sc. (N) or B. N. from McGill; or Baccalaureate degree comparable to B.A. or 
B.Sc. offered at McGill 


LENGTH OF PROGRAM 


FURTHER INFORMATION FROM: 


2 years for those with nursing degrees 
3 years for those with non-nursing degrees 


Director, School of Nursing 
Master's Program 
3506 University Street 
Montreal, P.Q. H3A 2A7 


LANGUAGE OF STUDY: English 



United States 


Registered Nurses - Hospotal ope..ngs available lor new graduates 
and expenenced nurses (R N. s). Wllfing to re-Iocateto Umted States 
No charge to the app
cants We arrange everythng 'or you I I Please 
contact MISS Shore (416) 449--5883. 


Come South! Sunshine, warmth & beaches - mild winters. We 
represent hundreds of clIents Ihat are SeekIng Canad'an n..ses to JOIn 
IhEllr slalt. Third na!Jon entrants need not apply. These situabons are 
vaned. and Income levels are excellent. up to $14.000 (U.S.) lor 
ICUICCU supel'Vlsors. $13.500 lor shllt Sup9""SOfS a:1d $12,000 lor 
general duty stalt nlKSes Some S,tuatlOns may req..re State llcen- 
sue exam. however. most are available Without exarmnabon. One 
year comnlltmenl. round-tnI' AIr Fare. hous'"g aSSIStance and Visa 
H-1 appllcatJOn assIstance IS provided. Our lee IS paid also - you 
have no obligation whatsoever For complete details, send your re- 
sume with photograph and lull partIculars, \0: Medical Search. 3274 
BUCkeye Road, AIIanta. GeorgIa 30341. 


Registered Nurses - Hurtey MedIcal Center IS a weø eQUipped 
mOàem. 6Oo-bed teaching hospital o"erong complete and spec""ized 
servICes IOf !he restorabon and preservatJOn 01 the community s 
heatth. 11 aJso offers onentabon, In-service and continuing eOJcatlon 
lor employees. It IS Involved In a buIlding prOQl"am to prov,de bener 
surroundings 'or pallenlS and employees. We have Immedate ope- 
mngs for regIStered nurses In such speoatty Units as Cardlo- Vascular. 
Operating Rooms. Nursenes. and General Medical-SurgICal areas 
Hurley Medical Center has excellent salary and ITlnge benefits Be- 
come a part 01 our progressive and well qualified work lorce Today_ 
Apply. Nursing Department Mr. Garry Viele. AssOCIate Director 01 
NursIng. Hurley Medocal Center. Flnt, MIChIgan 48502 Telephone 
(313) 766 0386 


I 
J 


Nurses - RNs -'mmodlste OpenIngS in AOrlda & Arkansas-If 
you are Expenenced or a recent Graduare Nurse we can oHer you 
poSItIonS with excellent salaries 01 up to $1160 per month plus all 
benefits Not only are there no lees to you wtlatsoever for plaCIng you 
but we also proVIde complete Visa and Licensure assistance ar also 
no cost to you. Wr
e ,"}mediately lor our appkcallon even d there are 
other areas ollhe U S lhat you are Interested In. We WIll ca. you upon 
rec8lpt 01 your applicallon In order to arrange for tlosp
allntervlews 
WIndsor Employment Agency Inc.. P.O. Box 1133, Greal Neck New 
York 11023 (516-487-2616). 


Hospital Affiliates 
International Inc. 


NURSING 
CAREERS 


Un ited 
States 


Hospital Affiliates International, the leader 
in the field of hospital management. has 
over 70 hospitals in operation or under 
construction in 23 States. 
On-going opportunities exist for Canadian 
citizens who have graduated from an 
accredited Canadian School of Nursing. 
Openings exist in all clinical areas. 
If you are considering working in the 
United States, and have an interest in 
associating yourself with one of our 
hospitals, please contact our Canadian 
representative who will be pleased to 
discuss your specific needs. All enquiries 
will be treated in confidence and should 
be directed to: 


DOW-CHEV AllER 
SEARCH CONSULTANTS 
365 Evans Ave.. Toronto M8Z 1K2 
416-259-6052 


The Montreal 
Children's Hospital 


Registered Nurses 
Nursing Assistants 


Our patient population consists of the 
baby of less than an hour old to the 
adolescent who has just turned 
seventeen. We see them in Intensive 
Cale. in one of the Medical 01 Surgical 
General Walds. or in some of the 
Pediatric Specialty areas. 
They abound In OUI clinics and their 
numbers increase daily in our 
Emergency. 


If you do nollike working with children and 
with their families, you would not like It 
here. 


If you do like children and their families, 
Wp would like you on our staff. 


Interested qualified applicants should 
apply to the: 


Director of Nursing 
Montreal Children's Hospital 
2300 Tupper Street 
Montreal, Quebec. H3H 1P3. 


McMASTER UNIVERSITY 
SCHOOL OF NURSING 


Nurse faculty members required for the 
1977 -78 academic year for a School of 
Nursing, within a Faculty of Health 
Sciences. The School is an integral part of 
a newly developed Health Sciences 
Centre where collaborative relationships 
are fostered among the various health 
professions and clinical appointments 
can be arranged. Requirements: Master's 
or Doctoral degree, with clinical specialist 
preparation or experience and/or 
preparation in teaching preferred, In adu" 
health, medical-surgical or pediatrics. 


Application, with a copy of curriculum 
vitae and two references to: 


Dr. D. Kergin 
Associate Dean (Nursing) 
Faculty of Hea"h Sciences 
McMaster University 
Hea"h Sciences Centre 
1200 Main Street West 
Hamilton, Ontario 
L8S 4J9 


Come 
grow 
with us 
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University of Kentucky 
Medical Center - 


a progressive tertiary care center 
oriented toward service, teaching 
and research. 


We offer-travel and moving 
allowance-salary commensurate 
with experience and 
education-three weeks paid 
orientation-three weeks 
vacation-10 holidays-sick leave 
benefits-paid tuition 
benefits-inservice and continuing 
education-professIonal freedom 
and growth. 


r
---------------l 
Wnte to. 
Mrs. Dorothea Krieger 
Assistant to the Director for Staffing 
Department of Nursing 
UNIVERSITY HOSPITAL 
University of Kentucky 
Lexington, Kentucky 40506 


Name _ 
Address 
City _ 
State Zip _ 
Degree 
Date of Graduation _ 


An Equal OppOltunily Employet 
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Director School of 
Nursing 
Reporting directly to the Executive 
Director, assumes the responsibility for 
the organization and administration of 
ongoing accredited diploma nursing 
programs. 
Qualifications: 
e Appropriate Master's Degree 
preferred, but applicants possessing a 
Baccalaureate in Nursing will be 
considered. 
. Previous experience in the 
administration of an aCCredited nursing 
education program a necessity. 
Please forward, in confidence, a 
complete resume of experience and 
qualifications including expected 
salary to: 
Mr. T.!. Bartman 
Executive Director 
Misericordia General Hospital 
99 Cornish Avenue 
Winnipeg, Manitoba R3C 1A2 


Head Nurse 


The Position: 
Directing an acti-"e 40 bed surgical unit 
with opportunity for future advancement. 
The Person: 
Should have a Baccalaureate degree with 
a clinical specialty and/or administrative 
experience. 
The Hospital: 
Central Alberta location in an expanding 
regional hospital. 
The City: 
30,000 population half way between 
Edmonton and Calgary and close to the 
best in skiing and recreation centres. 


Please send complete resume to: 
Director of Personnel 
Red Deer General Hospital 
Red Deer, Alberta 
T 4N 4E7 


Registered Nurses 
and Certified Nursing 
Assistants 


Required for 340 bed level IV Hospital 
Must be eligible for Saskatchewan 
registration. 
Salary in line with neighbouring provinces 
and under review. 


For details apply to: 
The Personnel Department 
Souris Valley Extended Care Hospital 
Box 2001 
Weybum, Saskatchewan 
S4H 2L7 


The Cenedlen Nurse 


Foothills Hospital, Calgary, 
Alberta 
Advanced Neurological- 
Neurosurgical Nursing 
for Graduate Nurses 


A five monlh climcal and academic 
program offered by The Department of 
Nursing Service and The Division of 
Neurosurgery (Department of Surgery) 
Beginning: March, September 


Limited to 8 participants 
Applications now being accepted 
For further information, please write 
to: 
Co-ordinator of In-service Education 
Foothills Hospital 
140329 St. N.W. Calgary, Alberta 
T2N 2T9 


Operating Room 
Supervisor 


Applicant must have a thorough 
knowledge and training in current 
operating room management and 
procedures including personnel 
selection, good communication and 
interpersonal relationship skills. 


Baccalaureate degree required. 


Please apply, forwarding 
complete resume to: 


Director of Personnel 
St. Joseph's Hospital 
London, Ontario 
N6A 4V2 


University Faculty 


Applications are invited for the position of 
Assistant or Associate Professor of 
Community Health Nursing in a basic 
University program enrolling 
approximately 200 students. 
A Master's degree and expertise in 
practice are required. Preference given to 
candidates with graduate preparation 
and/or experience in Maternal Child 
Nursing. Teaching experience in a 
umversity program is desirable. 
Candidate must be eligible for registration 
in Ontario. 
Salary commensurate with qualifications. 
Apply in writing giving curriculum 
vitae to: 
Dr. E. Jean M. Hill 
Dean and Professor 
School of Nursing 
Queen's University 
Summerhill 
Kingston, Ontario K7L 3N6 


January 1977 


University of Ottawa 
School of Nursing 


Positions available for the 1977-78 
academic year In: 
. Medical-Surgical Nursing 
. Maternal and Child Nursing 
e Psychiatric Nursing 
. Community Nursing. 
Master's degree in clinical specialty and 
teaching experience required. Preference 
will be given to bilingual candidates 
(Flench and English). Salary 
commensurate with preparation. 
Send curriculum vitae and references to: 
Dean 
School of Nursing 
University of Ottawa 
770 King Edward Avenue 
Ottawa, Ontario 
K1 N 6N5 


Head Nurse 


with preparation and/or 
demonstrative competence in 
Psychiatric Nursing and 
Management functions, required for 
Head Nurse appointment. To be 
responsible for participation in the 
organization, initiation, and the 
management of a New Psychiatric 
In-patient Unit. 


Please apply, forwarding 
complete resume to: 
Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6. 


Clinical Specialist 
Nursing 


We require the services of an articulate, 
dynamic nurse with a Master's Degree 
and a Major in Medical-Surgical nursing. 
We are a 300 bed Hospital Complex on 
the verge of a major expansion. We are 
close to fine recreational and cultural 
areas. 
The nurse in this position will work closely 
with our Medical Staff, Administrative 
Staff and Staff Nurses to further develop 
patient centered projects. The salary and 
benefits are based on the qualifications 
and experience of the applicant. 
For further information about this 
opportunity, please forward a 
complete resume to: 
Director of Personnel 
Red Deer General Hospital 
Red Deer, Alberta 
T4N 4E7 
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can go a long way 
. .. to the Canadian North in fact! 


Canada's Indian and Eskimo peoples in the North 
need your help. Particularly if you are a Community 
Health Nurse (with public health preparation) who 
can carry more than the usual burden of responsi- 
bility. Hospital Nurses are needed too... there are 
never enough to go around. 
And challenge isn't all you'll get either - because 
there are educational opportunities such as in- 
service training and some financial support for 
educational studies. 
For further information on Nursing opportunities in 
Canada's Northern Health Service, please write to: 


........, 
I Medical Services Branch I 
Department of National Health and Welfare 
Ottawa, Ontario K1 A OL3 
I Name I 
I Address I 
I City Provo I 
I . . Health and Wella'e Sanlé el Bien-êlre social I 
Canada Canada 
,........, 
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Open to both 
men and women 
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Health and Welfare Canada 


TRY CANADA'S NORTHLAND 
THIS SUMMER 


Join the team providing health care to the residents 
of the Northwest Territories. 
Medical Services, Northwest Territories Region 
will be offering a number of term positions for qua- 
lified and experienced nurses. 
Positions are available at nursing stations, 
health centres and hospitals for the period, May 
through September. 
Knowledge of the English language is essential. 


NOTE: Permanent positions are also available 


For more information, clip and mail the coupon 
below to: 


Personnel Administrator 
Medical Services 
Northwest Territories Region 
Health and Welfare Canada 
14th Floor, Baker Centre 
10025 - 106th Street 
Edmonton, Alberta T5J 1H2 
Or call collect: (403) 425-6787 
..------., 
· Name 
I Address I 
I City I 
Province 
L Postal Code ...I 
------ 



84 


m oo 
oo 


[: 


MEDICINE HAT COLLEGE 
Nursing Instructors Required 


IF YOU HAVE THE FOLLOWING PERSONAL 
aUALITIES: 


. are imaginative, creative, interested in professional growth and 
development 
. like working with students and like to teach 
. are not afraid of hard work 
. are satisfied with nothing short of excellence 
. are interested in earning good salary 


IF YOU HAVE THESE aUALIFICATIONS: 


. a Baccalaureate or Masters Degree in Nursing 
. several years of practical field experience 


IF YOU ARE INTERESTED IN A NURSING 
PROGRAM: 


. that is student centered, promotes self-paced learning 
. that is open to creative change and experimentation 
. that aims to graduate nurses that are current, (and responsible) 
and have the capacity for growth 


Apply to: 
Mr. C.L. Dick 
Vice President 
Medicine Hat College 
Medicine Hat, Alberta 
T1 A 3Y6 


Director of Nursing 
Dryden District General Hospital 


Dryden District General Hospital is a 75 bed accredited 
hospital located in the Town of Dryden, population 7,000, area 
served 15,000. Dryden is midway between Winnipeg and 
Thunder Bay on the Trans-Canada highway in the midst of the 
Patricia Tourist Region. Transair provides twice daily jet flights 
to Toronto and Winnipeg. 


Many cultural and recreational opportunities are available to 
residents of and visitors to the community. 


Experienced applicants with a university degree will be given 
preference but experience in a supervisory capacity in a larger 
hospital will receive consideration. Employees benefits are 
generous, salary is negotiable. Employment is available 
immediately. 


Please write or telephone to: 
Administrator 
Dryden District General Hospital 
Dryden, Ontario Phone: 807-223-5261 
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Royale Corduroy: who says a work outfit can't go out to play? 


Royale Corduroy is one of Carelle's to wash. And it's comfortable enough to 
new ideas in uniforms. Uniforms that wear during the day and smart enough 
work for working women who don't think for an evening out. Robin blue or white. [ J 
work clothes have to be dull. Size 3 -15. About $39.00. Style 48272. 
Take this pantsuit, for instance. We've If you're looking for more than the 
given it a fresh sportswear look with "everyday" uniform, look for Carelle by 
a fa,hio=ble d<ow,'ring tie. It', 90% poly- WS/Ca",ne. A Canadian idea of fashion : 
J1L 
ester/l0% nylon which makes it a breeze that works. - - 
J Available at leading department stores and specialty shops across Canada 
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BUTTERFLY * 
the original and universally accepted 
winged infusion set. 
"RD. T. U. 


ABBOTT 
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WHITE SISTER'S 
WONDERFUL 
-' WAY TO LOOK 



 Style No. 48518 . 
( " Sizes: 3 - 17 .J 
I ., Pristine Royale 
100% textured 
 
- , 

 polyester warp knit 
White, Yellow 
...... About $28.00 
- 
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Style No. 48573 
I Sizes: 3 - 15 
Pristine Royale 
100% textured 
polyester warp knit 
White, Robin 
About $29.00 
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FREE 
Sample 


MS-182 
NONFLAMMABLE 
Presurgical 
Skin De. reas er 
tI\ '00% "Freon" TF Solvent 
rvR BETTER DRAPE ADHESIoN 
rt1111er-steøhensOf'l 


r ---------- 
I tm\ ----------j 
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I Please s
nd m,! my FREE samples of MS-182 I 
Presurf!'cal Skin Degreaser and MS-184 
I Adhesive Tape Remover. I 
I I 
I I 
I I 
I I 
I I 
I I 
I I 
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Nonflammable 
Replacement For 
Ether In Cleaning 
Operative Sites 


. Degreases . Does Not Damage Tissue 
. Dries Rapidly . Nonflammable 


Used for a number of years as a 
de greaser, "Freon" TF is now avail- 
able in a convenient package (4 fluid 
oz.). It is nonflammable, degreases the 
skin, dries rapidly and does not dam- 
age tissue. Surgical drapes will adhere 
to the prepped skin more securely. 
Also available... nonflammable MS-184 
Adhesive Tape Remover. 
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STYLE #314 - also available in colors 
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SOME STYLES ALSO AVAILABLE IN COLORS. . . SOME STYLES 3Y2-12 AAAA-E ABOUT 25.95 to 34.95 
For a complimentary pair of white shoelaces. folder showing all the smart Clinic styles, and list of stores selling them, write: 
THE CLINIC SHOEMAKERS · Dept. CN-2, 7912 Bonhomme Ave. . St. louis, Mo. 63105 
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The official journal of the Canadian 
Nurses Association published 
monthly in French and English 
editions. 


February 1977 


Volume 73, Number 2 
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Education in the 
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These days, fathers are getting in on 
the act at every stage of the growth 
and development of their offspring as 
this month's cover photo Illustrates. 
On page 16, author Linda Leonard, 
describes the reaction of some fathers 
to their participation in the events 
leading up to and including the bi rth of 
their children. Cover photo by Miller 
Services limited. 


The vIews expressed in the articles 
are those of the authors and do not 
necessarily represent the policies of 
the Canadian Nurses Association. 


ISSN 0008-4581 


Indexed In International Nursing 
Index Cumulative Index to Nursing 
lItelature Abstracts of Hospital 
Management Studies. Hospital 
literature Index Hosp.lal Abstracls 
Index Medlcus. The CanadIan Nurse 
is available In microform from Xerox 
University MIcrofilms, Ann Albor. 
Michigan, 48106. 


The Canadian Nurse welcomes 
suggesllons for articles or unsolicited 
manuscripts. Authors may submit 
fInished articles or a summary of the 
proposed content. Manuscripts should 
be typed double-space. Send onglnal 
and carbon. All anlcles must be 
submilled for the exclusive use of The 
CanadIan Nurse. A biographical 
statement and return address should 
accompany all manuscripts 


ð Canadian Nurses Association. 
'=7 50 The Dnveway. Ottawa Canada. 
K2P 1 E2. 


Subscnption Rates: Canada: one 
year. 58.00; two years. 515.00. 
Foreign: one year. 59.00; two years, 
517.00. Single copies: 51.00 each 
Make cheques or money olders 
payable to the Canadian Nurses 
Association. 


Change of Address: Nolice should be 
given in advance. Include previous 
address as well as new. along with 
regIstration number, in a provincial! 
territorial nurses' aSSociation where 
applicable. Not responsible for 
journals lost in mall due to errors in 
address 


Postage paid in cash at third class rate 
Montreal. P.O. Permit No. 10,001. 

 Canadian Nurses Association 
1977. 
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Of all the "helping professions," 
nUlses must be among the most 
keenly aware of the toll that poverty 
exacts in terms of our vital human 
resources. Every day, in the people 
we care for, we see the effects of 
dietary deficiencies, under-nutrition 
and all the other deprivations 
associated with life below the poverty 
line. We recognize that a link exists 
between malnutrition and anemia,low 
resistance to infectious diseases, 
mental retardation and mental illness. 
We know also that the deprivations 
arising from a marginal existence 
present a special threat to certain of 
our patients - the very young, the old, 
the disabled and the expectant 
mother. We have read that studies of 
the children of the poor (Montreal, 
1969) prove that half of them show 
signs of emotional problems and that 
almost one third of them exhibit 
symptoms of malnutrition, retarded 
growth (height and weight) and 
psycho-motor retardation. 
The poor, in fact, survive in an 
environment that almost prohibits 
mental and social well-being and has 
an even more disastrous effect on 
their physical health. A representative 
of the Canadian Medical Association 
has estimated that "the 20 percent of 
the population that are poor suffer 
something like 75 to 80 percent of 
major illnesses." 
It is now more that five years 
since the Senators who travelled 
across Canada listening to the poor 
and studying their submissions, tabled 
their report, "Poverty in Canada." In 
this, they acknowledged the existence 
in Canada of "an ugly sub-culture 
within society" whose inhabitants 
generally receive inferior educational, 
medical, cultural and information 
services and whose children, "the 
most helpless victims of all, find even 
less hope in a society whose 
social-welfare system from the very 
beginning destroys their dreams of a 
better life." 
Since then, as the Economic 
Council of Canada points out, the 
poverty gap has widened. Between 
1965and 1974, according to the ECC, 
the only group to increase its share of 
total pre-tax income was the top 40 
percent of families and individuals. 
The share of the bottom 40 per cent of 
families and individuals in fact 
decreased from 16.2 percent in 1965, 
to 14.9 percent in 1974. 


When the Poverty Committee 
submitted its report in 1971, the 
principal recommendation of its 
members was for acceptance by 
Canada of the right of all of its citizens 
to an adequate minimum income. The 
Senators saw implementation of a 
Guaranteed Annual Income as the 
first and most crucial step in a 
comprehensive program to combat 
poverty in Canada in the Seventies. 
Political and social acceptance of the 
GAl would, they believed, depend on 
the extent to which-Canadians and 
their elected leaders recognized some 
form of income maintenance as a 
viable alternative to the chaos of the 
existing welfare system. 
The future of the Canadian social 
security system is still up in the air. A 
blue-ribbon task force with 
representatives from both the 
departments of Health and Welfare 
and Finance is currently studying 
possible changes in the tax system to 
provide a guaranteed income for the 
two million working Canadians who 
live in poverty. The proposed system 
could be expanded later to cover all 
Canadians who now depend upon the 
welfare system for much of their 
income. 
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Canada's Minister of Health and 
Welfare has indicated that he 
considers some form of supplement 
program for the working poor and a 
support program forthose who cannot 
work "inevitable." The question now is 
"when?" It would seem the time is ripe 
for this kind of fundamental and 
long-delayed shakeup In our 
approach to promoting the health and 
well-being of our fellow-Canadians. 
-MAH. 
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How long is it since you made 
your fi rst hesitant attempts to apply the 
nursing skills you had learned In a 
classroom to the care of your "very 
own patient?" Every nurse has 
memories - some bitter, some sweet 
- about herfirst real patient. We think 
that, no matter how long it's been, 
Heather Sproul s story about Mrs. B. 
will strike a familiar chord for all our 
readers. 


In our society, the victim of a rape 
is often the victim of bureaucratic, 
unfeeling medical and judicial 
systems as well. In hospitals, the 
treatment given to a woman who has 
been raped often leaves a great deal 
to be desired, especially in the area of 
emotional care. This month, Care of 
the Rape Victim in Emergency on 
page 42 provides some guidelines for 
those nurses who deal with rape 
victims. 
Is the fetal monitor an expensive 
and risky toy, or a means of reducing 
North America's alarmingly high 
perinatal mortality figures? Next 
month, author Ellen Hodnett 
investigates what researchers have to 
say about the use of fetal monitors in 
assessing fetal health just prior to 
delivery. 
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A) Style No. 48234 
Sizes: Petite, Small, Medium 
Rib Royale and Gabardine Royale 
10uro Polyester kn it 
White, Blue ..... about $25.00 
B) Style No. 48238 
Sizes: 3-15 
Rib Royale and Gabardine RQyale 
100% Polyester knit 
White, Blue ..... about $20.00 
C) Style No. 48233 
Sizes: 3-15 
Rib Royale and Gabardine Royale 
100% Polyester knit 
White, Blue ..... about $16.00 
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Available at leading department stores and specialty shops across Canada 
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The Canadian Nurse invites your 
letters. All correspondence is subject 
to editing and must be signed, 
although the author's name may be 
withheld on request. 
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Appropriate clinical content 
I share the conviction, stated in 
the last paragraph of "Perspective, 
(October, 1976), that to be 
professional we need a special body 
of knowledge and skills that only 
members of our occupational group 
possess. Because nursing is a 
practice discipline, it follows that the 
development and communication of 
appropriate clinical content is a 
mandatory activity for nurses. I 
therefore expected you to request 
clinical articles on the etiology, 
incidence, signs, symptoms and 
treatment of phenomena which 
nursing practitioners manage 
independent of other disciplines. 
However you request articles that 
derive from a medical rather than a 
nursing classification scheme, Le. 
cancer, arthritis, dermatology. Most of 
the data you solicit, Le., etiology, 
incidence, signs and symptoms of a 
disease, are already available in 
medical journals. A simpler version of 
that knowledge is contained in the 
journals for persons working in the 
physician's assistant role. 
Thus I must ask: What are your 
criteria for classification of a clinical 
nursing article? Would you be 
interested in receiving clinical articles 
that deal with nursing diagnoses that 
reflect patient situations that arise 
because the person has a disease 
state but that do not use a medical 
classification scheme for 
identification? For instance, I do work 
with patients who have cancer. I need 
an understanding of this disease 
process as it relates to my patients' 
coping with both the disease and the 
medical regimen. My major skills and 
knowledge as a nurse focus on 
helping these persons and their 
families to: manage their fears of 
death; adapt to changes in body 
image that come from treatment and 
disease progression; and manage the 
experience of pain and changes in 
their activities of daily living that 
ensue. Persons who have the disease 
label called 'cancer' may experience 
any or all of these phenomena but so 
will patients suffering from other 
diseases. My understanding of these 
phenomena comes from the research 
and theory of many disciplines and 
articles on these nursing concems 
and cannot be discussed under 
categories such as the 'dermatology 
patient. ' 


I also consider the management 
of client situations in which there is no 
disease state present appropriate 
clinical content for the discipline of 
nursing. Would articles on this topic be 
included or excluded in your 
inventory? 
- Jessie Mantle, R.N., London, 
Ontario. 


The editor replies: 
Our request for clinical articles 
based on a medical classification 
scheme is largely an historical 
accident: the most common complaint 
we receive about deficiencies in 
editorial content is the absence of 
"clinical articles like the ones in 
the American nursing journals." In our 
attempt to analyse the journal overthe 
past five years in response to this 
criticism, we grouped published 
articles according to disease states, 
There was no intent to "put down" 
nursing diagnoses. We do feel, 
however, that in order to be complete, 
a clinical article should provide nurses 
with enough information about the 
pertinent etiology, incidence, signs, 
symptoms etc. of a disease state to 
serve as a handy review. Our feeling is 
that this knowledge is useful in 
developing the larger concerns that 
you mention - such as helping 
patients and their families to adjust, 
adapt, manage etc. 
- M.A.H., Editor. 


Essential or non-essential? 
As a Public Health NUlse I am 
experiencing anger and frustration. 
For years we have been docile 
handmaidens, reluctant to speak out 
against those changes that seem to 
have caused only deterioration in the 
health field. I feel our govemment and 
our communities need to be educated 
about our role as public health nurses 
in a growing society. Health care costs 
have increased; too often I have been 
told that the reason lies in the high 
salaries of registered nurses. 
If public health nursing were used 
to its fullest potential, it could definitely 
reduce the cost of health care. I have 
read that those employed at the Liquor 
Control Board are classified as 
providing "essential services"; public 
health nurses are not. 
As members of a community, 
preventive medicine should be 
foremost in our minds. The public 


health nurse functions as a 
coordinator, counsellor, nurse, and 
teacher of health-related topics. We 
are involved with every age group, in 
the schools, homes, hospitals and 
places, of employment. 
If our doctors utilized our 
services, many of the patients that 
arrive in their offices could be seen by 
a public health nurse. If, after she 
assessed the situation, she felt a 
doëtor should be consulted, then a 
referral would be made. Immunization 
should be looked atler by the health 
agencies, not by a doctor who should 
be utilizing his time in a different 
manner. Mothers should be 
encouraged by the doctors to contact 
the public health nurse if they are 
concerned about feeding and care of a 
child. If the problem is one that 
requires the doctor's expertise, then 
an appointment could be made to 
have the child seen. Family planning 
and birth control clinics should be well 
attended - why should a 
gynecologist see patients who could 
be taught at these clinics? 
A comment has been made that 
we are too highly specialized for what 
we do. My reply to that comment is- 
since we are well trained to cope as 
members of the health team, then 
direct added responsibilities towards 
public health nurses rather than to a 
highly paid, overworked group. 
- Mrs Vi Krmpotich, R.N., P.H.N., 
Sault Ste. Marie, Ontario. 


CUring career cramp 
As a group, nurses now have 
considerable security and a trend 
toward complacency is 
understandable. We have achieved 
considerable gains in terms of 
remuneration but from a personal or a 
professional standpoint, a monetary 
definition of success isn't quite 
sufficient. Success is almost 
impossible to define but a working 
answer would be that we are a 
success as individuals and as a 
profession if we get to do what we 
perceive to be our work. This would 
seem to involve determining what our 
work is, but need not be a 
once-and-for-all decision: the many 
roles of nursing are still evolving. 
FOllowing the Boudreau 
Committee report there was animated 
discussion of this point. Almost every 
issue of The Canadian Nurse carried 


reports of pilot projects where nurses 
were attempting new patterns of 
practice. It's fashionable today to say 
that nurses are overpaid, but the other 
side of that statement is that nurses 
are underutilized. Yet, the basis for 
professional expansion has been 
afforded us in the flexibility evident in 
deciding what responsibilities for 
patients a nurse may undertake. 
Pilot projects are clearly 
necessary, but often when the novelty 
wears off one feels that the new range 
of practice is confined to the area 
where the pilot project was 
undertaken. It has not spread to other 
areas or institutions. Of course there is 
conflict inherent in what must be done 
for the patient - how it should be done 
and by whom. The old hierarchical 
values tell us conflict must be avoided 
at all costs, and yet conflict can be 
productive and even fun. In any case, 
it's not possible to eliminate it entirely 
from organizations Attempts to avoid 
it block our development and lead to 
career cramp. The Pickering Report 
indicates that the public are affording 
us the chance to enlarge our practice. 
We cannot expect to continue 
doing things in the old familiar way. 
What is needed now is that each nurse 
deliberately attempts to improve and 
expand her own performance to fill the 
void between expensive medical care 
and those patient needs that can be 
handled by the nurse. This grass roots 
effort seems one way of increasing our 
productivity and testing our ability and 
acceptability. The present level of our 
remuneration carries a responsibility 
to demonstrate our increased worth to 
our employers and the community. 
- Gabriel/e Monaghan, R.N., 
Bel/eville, Ontario. 


Wrong subject! 
Notice of my dissertation was 
published in the December issue of 
the journal. My name was recorded as 
Haliburton, John C. 
John Haliburton is my cousin and 
is currently doing research on 
changing manure to gas at the 
University of Manitoba, Winnipeg. 
My topic is evaluation of the new 
curriculum in the nursing school. 
Would you please make the 
appropriate corrections. 
-Jane C. Haliburton, Ed. D., Director 
of Education, Yarmouth Regional 
Hospital, Yarmouth, N. S. 
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The weD informed student 
becomes a competent nurse. 


. 


New 3rd Edition! 
NUTRITION AND DIET THERAPY 
Continuing to provide a person-centered approach to 
nutrition, the new 3rd edition of this widely acclaimed 
text emphasizes the role of nutrition in public health, the 
basic health care specialties, and the clinical manage- 
ment of disease. Discussions cover social science prob- 
lems and human needs as well as scientific principles 
and clinical applications. This new edition features new 
and revised tables; a new section on behavioral ap- 
proaches to weight control; a new section on P .O.M.R. 
for weight control; and expanded material on minerals 
in the body. The author challenges some old ideas and 
ritualistic practices, including food faddism, and pre- 
sents only the most current clinical methods of care. 
Students will find details on care for many specific 
disorders along with helpful study aids-diagrams, 
summary glossaries, cross-references, and questions and 
outlines. 
By Sue Rodwell Williams, M.P.H., M.R.Ed., Chief, Nutrition Pro- 
gram, Kaiser-Permanente Medical Center, Oakland. California; 
Instructor, Human Nutrition, Chabot College, Hayward, Califor- 
nia; Field Faculty, M.P.H.-Dietetic Internship Program and 
Coordinated Undergraduate Program in Dietetics, Uni-.erslty of 
California, Berkeley, Calif. March, 1977. 3rd edition, approx. 720 
pages, 7" x 10", 134 illustrations, including original drawings 
by George Strauss. About $13.40. 


New 3rd Edition! NUTRITION AND DIET THERAPY: 
A Learning Guide for Students. By Sue Rodwell 
Williams, M.P.H., M.R.Ed. March, 1977. Approx. 196 
pages, 71/4" x 101/2",1 illustration. About $7.10. 


Rely on new 
Mosby texts to 
supplement your 
instruction 
on various facets 
of effective patient 
care. 
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New 8th Edition! 
PRINCIPLES OF MICROBIOLOGY 
Thoroughly updated and revised, the new edition of this 
popular text continues to offer comprehensive coverage 
of the basic þrinciples of microbiology. Authoritative 
and well-written discussions explore: essential con- 
cepts, procedures for study, production of infection; 
preclusion of disease; pathogens and parasites; and 
public welfare. Students will especially appreciate the 
clear presentation of laboratory methods, rules for 
specimen collection, and review exercises. This new edi- 
tion features a revised section on cancer; and expanded 
sections on tuberculosis, hepatitis, antibiotics, and 
allergies. Other highlights include the newest 
procedures for cellular immunity, the most recent in- 
formation on purification of sewage, and revision of the 
tables on immunization requirements. Thirty-four new 
illustrations and eleven new tables have been added. 
By Alice Lorraine Smith, A.B., M.D., F.C.A.P., F.A.C.P., Pro- 
fessor of Pathology, The University of Texas Health Science 
Center at Dallas, Texas; formerly Assistant Professor of Mi- 
crobiology, Department of Nursing, Dominican College and St. 
Joseph's Hospital, Houston, Texas. April, 1977. 8th edition, ap- 
prox. 736 pages, 7" x 10", 341 illustrations. About $15.70. 


New 4th Editionl MICROBIOLOGY LABORATORY 
MANUAL AND WORKBOOK. By Alice Lorraine 
Smith, A.B., M.D., F.C.A.P., F.A.C.P. April. 1977. 
Approx. 192 pages, 71/2" x 10 1/2", 46 illustrations. 
About $7.25. 
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March April Eleventh Annual Symposium on June 
Intrauterine Development and Fetal 
Call for Research Papers for Registered Nurses Association of Management to be held on May 5-7, Registered Nurses Association of 
Workshop on Research Ontario Annual Convention to be 1977 at the Cross Keys Inn, Baltimore. Nova Scotia Sixty-Eighth Annual 
Methodology in Nursing Care to be held at the Royal York Hotel in Maryland. For information, write: Dr. Meeting to be held at the Isle Royale 
held In Ottawa, Ontario, on 9, 10, 11 Toronto, on April 28-30, 1977. For John W. C. Johnson, Dept. of Hotel, Sydney, Cape Breton, on June 
November 1977. Workshop theme: information contact: RNAO, 33 Price Gynecology and Obstetrics, The 23-24, 1977. Theme: Crisis in Care. 
Management of methodological St., Toronto, Ontario, M4W IZ2 Johns Hopkins Hospital, Baltimore, For information contact: Frances M. 
problems encountered in research in Maryland 21205. Moss, 6035 Coburg Road, Halifax, 
nursing care. Attendance by invitation. Interviewing for Nurses to be held N.S. B3H 1Y8. 
Papers which describe methodo- April 4-6, 1977 in Lethbridge, Alberta. Alberta Association of Registered 
logical problems encountered are Fee: $55. Contact: Division of Nurses Annual Convention to be Fifth Canadian Regional 
invited from nurses conducting Continuing Education, UniversIty of held on May 3-6, 1977 in Calgary, Conference of the International 
research in nursing care Initial Calgary, Calgary, Alberta, T2N 1 N4 Alberta. For furtherinformation Childbirth Education Association 
inquiries regarding preparation of contact: Alberta Association of sponsored by the Edmonton 
papers accepted until 15 March 1977; leadership in Nursing, to be held Registered Nurses, 10256 - 112th Childbirth Education Association on 
completed submissions must be April 13-15, 1977 in Lethbridge, St., Edmonton, Alberta, T5K 1M6. June 28-30, 1977. Theme: Nurturing 
postmarked not later than 20 April Alberta. Fee:$55. Contact: Division of the Family. Participants include 
1977. For information contact: Marion Continuing Education, University of Manitoba Association of Ashley Montagu. For further 
Kerr, Research Officer, The Canadian Calgary, Calgary, Alberta, T2N 1N4. Registered Nurses Annual Meeting information contact: Mrs. Pat Walker, 
Nurses Association, 50 The Driveway, will be held at the University of Information Officer, ECEA. 15 Glacier 
Ottawa, Ontario, K2P 1 E2. Symposium on Coping with Cancer Brandon, Brandon, Manitoba on May Crescent, Sherwood Park, Alberta, 
to be held at the Royal York Hotel, 15-17, 1977. The theme of the TBA 2YI. 
Writing Workshop for Nurses to be Toronto, Ontario on April 24-26, 1977. meeting will be related to "Standards." 
held in Toronto on March 3-4, 1977. Topics to be discussed include: For information, contact: Manitoba 8th Annual Meeting of the Canadian 
Fee: $50. Contact: Dorothy Brooks, cancer prevention, screening for Association of Registered Nurses, Association of Neurological and 
Chairman, Continuing Education cancer, helping the newly diagnosed 647 Broadway, Winnipeg, Manitoba, Neurosurgical Nurses to be held at 
Programme, Faculty of Nursing, 50 patient, palliative care and other R3C OX2. the Loews Concorde Hotel in Quebec 
St. George Street, Toronto, Ontario, related topics. Contact your provincial City on June 14-16, 1977. Contact: 
M5S IAI. nurses' association for details and Registered Nurses Association of Ms. Beth Cook, 59 Warren Road, 
registration forms. British Columbia Annual Meeting to Toronto, OntarIO. M4V 2R9. 
The Nurse Practitioners' be held on May 11-13, 1977 at the 
Association of Ontario Annual The Director of Nursing and Clinical University of British COlumbia in Annual Meeting of the Canadian 
Workshop to be held at the Nursing Research, to be held in Vancouver. For information contact: Society of Allergy and Clinical 
Sunnybrook Medical Centre, Toronto Toronto on April 21-22, 1977. Fee: RNABC, 2130 West 12th Ave., Immunology to be held in Hamilton, 
on March 10 and at McMaster $50. Contact Dorothy Brooks, Vancouver, B.C.. V6K 2N3. Ontario on June 16-18. 1977. For 
University, Hamilton on March 11, Chairman, Continuing Education information contact: Executive 
1977. For information contact: Megan Programme, Faculty of Nursing, 50 Saskatchewan Registered Nurses Secretary, Canadian Society of 
McCullough. 32 Chelvin Drive, St. George Street, Toronto, Ontario, Association -Sixtieth Annual Allergy and Clinical Immunology, 
Georgetown, Ontario L7G 4P9. M5S IAI. Meeting to be held at the Hotel 1390 Sherbrooke Street West, 
Saskatchewan, Regina, Montreal, Quebec. 
Budgeting for the Head Nurse and May Saskatchewan on May 11-13,1977. 
Coordinator to be held March 14, For information contact: 1977 Annual Canadian 
1977 in Calgary. Fee: $20. Contact: Saskatchewan Registered Nurses Physiotherapy Congress to be held 
The Division of Continuing Education, Twenty-Second Annual Association, 2066 Retallack Street, on June 10-20, 1977 at the Edmonton 
University of Calgary, Calgary, Convention of the American Regma,Saskaæhewan, S4T2K2 Plaza Hotel, Edmonton, Alberta. For 
Alberta, T2N 1 N4. College of Nurse-Midwives to be information, write: Yvette D. Claveau, 
held May 2-4, 1977 at New York City's New Brunswick Association of Publicity Chairman, 1977 C.PA 
Nursing Assessment: Keystone to Statler Hilton Hotel. For information Registered Nurses Annual Meeting Congress, 5507 - 115th Street, 
Care Planning to be held March contact: American College of Nurse to be held May 31, June 1-2, 1977 at Edmonton, Alberta T6H 3P4. 
23-25 , 1977 in Calgary, Alberta. Fee: Midwives, 100 Vermont Avenue, Campbellton, New Brunswick. For 
$51. For information contact: The N. w., Suite 1210, Washington, D.C. information contact: New Brunswick Multi-Disciplinary Burn 
Division of Continuing Education, Association of Registered Nurses, Management Seminar to be held at 
University of Calgary, Calgary, Cardiology '77 - Fourth Annual 231 Saunders Street, Fredericton, the Misericordia Hospital in 
Alberta, T2N 1 N4. Seminar on Advanced Intensive N.B.. E3B 1N6. Edmonton, Alberta on June 19-20, 
Cardiac Care to be held on May 1977. For further information contact: 
Annual Meeting of the Canadian 16-18,1977 at the Park Plaza Hotel, Cancer Nursing Update - 1977. Mr. Ken Mark, Director, Rehabilitation 
Nurses Association, 31 March 1977, Toronto, Ontario. For information, Progress, Problems and Prospects Medicine. Misericordia Hospital, 
Ottawa. Contact: The Canadian contact: Conference and Seminar to be held in SI. Louis, Missouri on 16940 - 87th Avenue, Edmonton, , 
I Nurses Association, 50 The Driveway, Services, Humber College of Applied May 9 - 10, 1977. For information, Alberta T5R 4H5. 
Ottawa, Ont., K2P 1E2. Arts and Technology, Box 1900, contact: Sidney L. Arje, M.D., The 
Rexdale, Ontario M9W 5L7. American Cancer Society, 777 Third I 
Avenue"New York, 10017. 
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2nd Edition! DECISION MAKING IN THE COR- 
ONARY CARE UNIT. By William P. Hamilton, M.D. 
and Mary Ann Lavin, R.N., M.S.N., M.S.(H.S.A.) 
This important 2nd edition can help you prepare stu- 
dents to make necessary decisions in the CCU. General 
principles and practical techniques for care of patients 
with cardiac pain, irregular pulse, and low blood pres- 
sure are carefully described. Actual coronary care situa- 
tions illustrate each problem-providing relevant 
clinical experience. A new chapter discusses patient 
education. 1976, 168 pp., 126 illus. Price, $7.10. 
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2nd Edition! A COMMONSENSE APPROACH TO 
CORONARY CARE: A Program. By Marielle Ortiz 
Vinsant, R.N., B.S.; Martha 1. Spence, R.N., B.S., 
M.N.; and Dianne Chapell Hagen, R.N., B.S. This pro- 
grammed book reviews all major problems associated 
with acute myocardial infarction. New material 
discusses hemodynamic monitoring and drug therapy 
for shock and heart failure. 1975, 244 pp., 439 illus. 
Price, $8.35. 


New 2nd Edition! HIGH RISK NEWBORN INFANTS: 
The Basis for Intensive Nursing Care. By Sheldon B. 
Korones, M.D. This important new edition can inform 
your students of the most up-to-date advances in peri- 
natal medicine and nursing care of the high-risk infant. 
Explaining the "why's" behind many specific proce- 
dures, Dr. Korones emphasizes an understanding of 
intrauterine antecedents. A new chapter on thermo- 
regulation adds to the value of the revision. June, 1976. 
280 pp., 113 illus. Price, $11.50. 


MATERNAL/CHILD 


a1 


A New Book! PEDIATRIC NEUROLOGIC NURSING. 
By Barbara Lang Conway, R.N., M.N. This new text 
can alert students to the signs of pediatric neurologic ab- 
normalities. It first presents a clear account of 
neurologic physiology; then offers informative discus- 
sions on normal neurologic development; and assess- 
ment techniques for testing children with learning disa- 
bilities, emotional disturbances, and hyperkinesis. Feb- 
ruary, 1977. Approx. 416 pp., 102 illus. About $15.25. 
A New Book! MATERNAL-INFANT BONDING: The 
Impact of Early Separation or Loss on Family Develop- 
ment. By Marshall H. Klaus, M.D. and John H. 
Kennell, M.D.; with 3 contributors and 8 critical com- 
mentators. This timely book focuses on the earliest 
physical and sensory relationship a baby develops with 
his parents; the factors that enhance or inhibit this proc- 
ess; and the effects of this relationship on the growth of 
the family. August, 1976.275 pp., 49 illus. Price, $9.40 
(H); $6.60 (P). 
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2nd Edition! THE PEDIATRIC NURSE PRACTITION- 
ER: Guidelines for Practice. By Fernando]. deCastro, 
M.D., M.P.H., F.A.A.P., F.A.P.H.A.; Ursula T. 
Rolfe, M.D., F.A.A.P.,; and Janice Kocur Drew, R.N., 
B.S., P.N.P.; with 3 contributors. Provide your stu- 
dents with a current guide to ambulatory pediatrics with 
the help of this text. Discussions examine the entire pro- 
cess of assessment and treatment, including many speci- 
fic clinical problems. Some of the new material covers 
hematology, neonatology, parasitology, and school 
health. 1976, 220 pp., 8 illus. Price, $6.85. 


A New Book! ASSESSMENT AND MANAGEMENT 
OF DEVELOPMENTAL CHANGES IN CHILDREN. 
By Marcene L. Erickson, R.N., B.S.N., M.N. This well 
illustrated new book provides a systematic approach to 
developmental screening and assessment of infants and 
pre-school children. It carefully shows how to use many 
specific assessment tools and how to plan the manage- 
ment of behavioral problems caused by developmental 
changes. July, 1976. 280 pp., 161 illus. Price, $8.95. 


New 2nd Edition! FAMILY PLANNING EDUCATION. 
By Charles William Hubbard, M.P.H., M.A. The new 
2nd edition of this popular book offers a concise presen- 
tation of four areas of sexuality: contraception, abor- 
tion, sterilization and venereal disease. It features a new 
chapter on psychosocial aspects of birth control and 
new information on risk factors of various contracep- 
tive methods, counseling, and the "new" venereal 
diseases. January, 1977. 258pp., 47illus. Price $6.25. 
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Drug ad watchdog 
assumes 
responsibility 


Canada has become one of the first 
countries in the western world to 
introduce a preclearance program for 
pharmaceutical advertising directed 
towards the health professions. The 
newly created Pharmaceutical 
Advertising Advisory Board (PAAB) 
which will coordinate the program was 
federally incorporated as a non-profil 
organization in January 1976. The 
Board brings together representatives 
from the health professions of 
medicine and pharmacy, the 
Association of Medical Media, the 
Canadian Advertising Advisory Board, 
the Consumers Association of 
Canada and the pharmaceutical 
industry. The Board's functions will 
include the preclearance of 
advertising of pharmaceuticals, the 
establishment of criteria for the 
approval of proposed advertising and 
the administration of program policy. 


" ....,.. 


" 


\ 
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The permanent Chairman of the 
advertising preclearance program is 
Dr. I.W.D. Henderson FRCS(C). Dr. 
Henderson is a Fellow of the Royal 
College of Surgeons (Canada) and a 
widely-known specialist in clinical 
pharmacology in Canada. He is 
presently chairman of Clinical 
Research and also of the Pharmacy 
and Therapeutics Committee at the 
Ottawa General Hospital, and 
associate professor in the Department 
of Surgery and Pharmacology at the 
Faculty of Medicine, University of 
Ottawa. He also serves as a 
consultant to the Health Protection 
Branch of Health and Welfare Canada 


and is a member of the Advisory 
Committee on Proprietary and Patent 
Medicines. Dr. Henderson is current 
chairman of the Canadian Medical 
Association Sub-Committee on 
Pharmacotherapy, and lepresents 
both CMA and L'Association des 
médecins de langue française du 
Canada on the Steering Committee 
for the proposed Canadian Drug 
Formulary Service. 
He replaces Ley Smith, president 
of The UpJohn Company of Canada 
who served as interim chairman 
during the formative stages of the 
Board and guided the development of 
the advertising preclearance program. 
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A.V. Raison assumes the position 
of Commissioner of Pharmaceutical 
Advertising. He will be responsible for 
the review of submitted advertising 
according to a Code of Advertising 
Acceptance established by the Board. 
A panel of recognized experts from the 
health disciplines across Canada will 
advise the Commissioner on technical 
questions and arbitrate in cases of 
differing opinion. Raison takes on this 
position following over 15 years as 
editor for the periodicals of the 
Canadian Pharmaceutical 
Association. 
The program, which became 
effective in January 1977, will initially 
apply only to prescription drug 
advertising, the bulk of which appears 
in trade journal s. Eventually the P AAB 
hopes to extend its jurisdiction to 
over-the-counter drug advertising 
which comprises approximately 25 
percent of drug advertising in journals. 
Since the Canadian Advertising 
Advisory Board along with the Health 
Protection Branch of Health and 
Welfare Canada reviews the 


advertising of over-the-counter 
proprietary medicines, the PAAB will 
not become involved in drug 
advertising that is directed to the 
public via radio, television or popular 
magazines. Its prime aim is to "ensule 
that the content of prescription drug 
advertising to the health professions 
continues to serve the ultimate 
interests of the patient." 
Since the program is not 
mandatory, its success hinges jointly 
on the cooperation of pharmaceutical 
manufacturers to submit proposed 
advertising copy to the Commissioner 
for approval and upon the trade and 
professional media to accept only 
approved advertisements. The final 
responsibility for publication rests with 
the media. The cooperation of the 
health professions and other 
advertisers in referring enquiries and 
complaints to the Commissioner is 
also vital. 
Initial funding of the program was 
provided by the pharmaceutical 
industry, the professions of medicine 
and pharmacy and the trade and 
professional media. Preclearance 
fees for full disclosure, reminder and 
institutional advertisements will be 
charged to advertisers to finance the 
continuing operation of the program. 
Implementation of the program 
will commence with the preclearance 
of an estimated 300 to 400 new journal 
advertisements in both languages, 
annually. After several months, other 
forms of communication will be 
phased in. Preclearance will require a 
maximum of 30 days. 


Better qualified 
personnel 
would benefit aged 


The quality of life for the aged, in 
institutions and in the home, could be 
improved if those who care for them 
were properly prepared, according to 
the Nova Scotia Association of 
Registered Nurses. "The practice of 
permitting personal care workers to 
perform beyond their preparation is 
unsafe for the aged and represents a 
legal hazard for both employer and 
employee." 
The warning is contained in a 
position paper "Personnel Required to 


I 
Meet the Needs of the Aged," issued I 
by the Registered Nurses Association: 
of Nova Scotia as part of a continuing , 
program to improve care of the aged in I 
that province. 
The papel, prepaled by a special 
committee appointed by the RNANS 
Executive, observes that, if aged 
persons have health problems which 
necessitate nursing care, whether in 
their own home, or in an institution, 
this care should be given by registerec 
nurses or certified nursing assistants 
While recognizing thatlhere are many 
needs of the aged which can be met b) 
homemakers and/or personal care 
workers, the RNANS is concerned 
about the varying quality of courses te 
prepare this type of personnel and thl 
proliferation of uncoordinated trainin{ 
programs. 
As a result of these concerns, thl 
Registered Nurses Association 
believes that there is a need for the 
appointment of an individual or a 
group to study the need for 
homemaker services forthe aged, an. 
that there should be collaboration witt 
existing services to develop a 
coordinated plan, organized on a 
regional basis, with regional director
 
Guidelines for Homemakers for 
the Aged and for Personal Care 
Workers, are included with the 
Position Paper. 


Did you know... 
e 40% of Canadian men and 47<, 
of Canadian women have fitness I 
levels classified as fair or low. 
. Canadian women, with teenage' 
and 20-29 year olds rated the lowes I 
are less fit than men. I 
. Cardiovascular fitness decline
, 
steadily from the age of 8, stabilizin, 
at a very low level, only in late I 
adolescence. 
. Over half of the adult Canadial 
population is overweight, and thOSE 
who are fat eat the same number ( 
calories as those of normal weight. I 
. 40% of Canadians watch morE! 
than 15 hours of TV every week. I 
. Only 20% of Canadians enga{;! 
in some form of physical activity SUI 
as walking for pleasure, jogging, 
hiking or other exercise. I 
. Canada's medical care bill 
increased from 2 billion dollars in 19f! 
to more than 7 billion dollars now - 
rise of some 14% per year. 
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Mosby texts supplement your instruction 
on various facets of eßective patient care. 


PHARMACOLOGY 


New 6th Edition! BASIC PHARMACOLOGY FOR 
NURSES. By Jessie E. Squire, R.N., B.A., M.Ed. and 
Jean M. Welch, R.N., A.B., M.A., B.S.N.ed. Updated 
to include the most current drug data available, this 
vocational nursing text presents basic information on 
drug administration, source, purpose, route, side effects 
and contraindications. New information includes in- 
travenous therapy, physiology, techniques and nursing 
responsibilities. April, 1977. Approx. 360 pp., S8 illus. 
About $7.30. 


A New Book! CALCULATING DRUG DOSAGES: A 
Workbook. By Ruth K. Radcliff, R.N., M.S. and Sheila 
J. Ogden, R.N., B.S. This new workbook can help stu- 
dents learn the necessary math to safely and accurately 
calculate drug dosages. After a pretest to determine each 
student's needs, the text discusses general mathematics 
and all the essentials required for dosage calculation. 
January, 1977. Approx. 224 pp. About $8.35. 


13th Edition. PHARMACOLOGY IN NURSING. By 
Betty S. Bergersen, R.N., M.S., Ed.D.; in consultation 
with Andres Goth, M.D. Written by a nurse for nurses, 
this leading text outlines current concepts of pharma- 
cology in relation to clinical patient care. It features 
comprehensive, well-organized discussions on drug ac- 
tion, indications, side effects, toxicity, and safe thera- 
peutic dosage range. Two new chapters explain antimi- 
crobial agents and drug effects on sexuality and fetal 
development. 1976, 766 pp., 100 illus. Price, $14.20. 


A New Book! HANDBOOK OF PRACTICAL PHAR- 
MACOLOGY. By Sheila A. Ryan, R.N., M.S.N. and 
Bruce D. Clayton, B.S., Phann.D. This practical hand- 
book conveniently summarizes dosage, action, usage, 
possible side effects and interactions of more than 80 
commonly used single-entity drugs. Categorized 
according to their primary action, drugs are arranged 
alphabetically by generic name within each chapter, and 
indexed at the end of the book. January, 1977. 2S2 pp., 
2 illus. Price, $7.30. 
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2nd Edition! THE COMPOSITION AND FUNCTION 
OF BODY FLUIDS. By Shirley R. Burke, B.S.N., 
M.S.N.Ed. This new edition can provide students with a 
sound understanding of general principles of body 
fluids. Examining the relationship of body fluids to 
health and the consequences of typical defects in the 
regulatory system, the text carefully explains cell func- 
tion, extracellular fluid, fluid balance, and acid-base 
balance. A new chapter on blood clotting adds to the 
value of this revision. 1976. 128 pp.. 21 illus. Price, 
$5.25. 
New 2nd Edition! BODY FLUIDS AND ELECTRO- 
LYTES: A Programmed Presentation. By Nonna Jean 
Weldy, R.N., B.S.. M.S. Using a step-by-step ap- 
proach, this practical self- teaching manual presents 
basic principles of normal body fluids and electrolytes, 
common abnormalities, and clinical applications. The 
section on "Electrolyte Imbalance" has been con- 
siderably revised with new material on potassium im- 
balance and new, updated questions. Summaries and 
review questions conclude each chapter. March, 1976. 
130 pp., 24 illus. Price, $5.80. 



I 
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A New Book! NURSE-CUENT INTERACTION: Im- 
plementing the Nursing Process. By Sandra]. Sundeen, 
R.N., M.S.; Gail Wiscarz Stuart, R.N., M.S.; Elizabeth 
DeSalvo Rankin, R.N., M.S.; and Sylvia Parrino 
Cohen, R.N., M.S. Emphasizing the importance of in- 
terpersonal communication, this unique text presents 
psychodynamic and sociological principles relevant to 
the nursing process-the emergence of the self. the help- 
ing relationship, stress, etc. April, 1976. 214 pp., 38 il- 
Ius. Price, $7.90. 
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Nurse to direct Information Centre 
at Hospital for Sick Children 


I 


A plan now in the finalization stage for 
a Medical InfOfmation Centre for the 
Hospital for Sick Children in Toronto is 
a comprehensive attempt to answer 
many common public and In-hospital 
needs. The new department will 
provide services in an orgamzed way, 
services including triage, poison 
information, channels fÐr medical 
consultation, public advisory 
information, and family physician 
feedback. 
Gail Funger, an experienced 
nursing instructor in the Emergency 
department at HSC, will direct the 
Medical Information Centre in these 
functions. She explains that most of 
these needs have been met in the past 
in a haphazard way, that people 
requiring information quickly had to 
make many calls or visit many 
departments before reaching the 
appropriate source of help. She also 
explains specifically what the services 
offered by the new department will 
mean to those that require them: 
_ Triage - Triage is defined as 
sorting out or setting priorities, and 
refers to the placement of patients 
arriving at the Medical Information 
Centre without an appointment. The 
patient will see an experienced nurse 
at the centre, who will judge whether 
he should be seen in emergency or in 
one of the out-patient clinics. The 
patient and his parents can receive the 
attention and support of the nurse, and 
the delay and anxiety inherent in 
wandering from one department to 
another is avoided. The nurse's 
decision regarding placement will be 
final. No patient she directs to 
emergency will be rerouted back to 
out-patients, causing delay and 
anxiety for the patient and his parents. 
_ Poison Information - 
Establishment of the Medical 
Information Centre at HSC will allow 
calls for poison information to be 
referred directly to specially trained 
nurses (with a medical backup 
consultant) who are prepared to 
handle difficult calls. HSC has 
Canada's largest poison information 
center. The establishment of the 
Medical Information Centre will make 
related information more directly 
available, and will free emergency 
C!:t!:lff tn ,...!:II ro fnr thllCair n!:ltiøntc:: 


. Medical Consulting Services- 
Community doctors requiring 
specialty consults will be able to call 
the Medicallnfonnation Centre. The 
nurses there will be knowledgable in 
fielding such calls to the appropriate 
HSC consultant. 
. Public Advisory Service - 
Many calls to the emergency 
department at HSC are from 
concerned parents who want to know 
from a reliable SOurce how to care fOl 
their sick child. Nurses at the centre 
will be able to answer public enquiries 
or to refer the callers directly to a 
qualified person, avoiding an 
unnecessary and anxiety-provoking 
delay for the parent in receiving 
information. This service will also 
relieve some of the pressure on the 
emergency department and ensure 
follow-up of the patient and parents. 
. Family Physician Feedback- 
Staff in the Centre will ensure that 
contact is made with a patient's family 
physician if he is admitted to HSC from 
the emergency department. 
The Medical Information Centre 
is expected to open this Spring, and 
will be located just inside the Gerrard 
Emergency Entrance. 


UNB announces 
changes 
. . 
In nursing program 


The University of New Brunswick has 
announced curriculum changes in its 
three-year baccalaureate program for 
nursing students. The changes 
according to Carolyn Pepler, 
associate professor of nursing and 
curriculum chairman for the faculty of 
nursing. are in line with evolving 
circumstances of modern health care. 
"The first change is an emphasis on 
promoting health as opposed to 
treating illness", she said. Education 
in the health sciences traditionally 
centered on the study of symptoms 
and treatment of known diseases. The 
new curriculum stresses the nurse's 
role in promoting healthy lifestyles and 
preventing illness, she pointed out. 
The second alteration in the 
curriculum is a switch from the study of 


nursing as it relates to locale and/or 
medical specialty to a focus on the 
nursing functions in any setting. This 
means that instead of talking about 
surgical nursing, public health nursing 
or psychiatric nursing, they will talk 
more about the nurse's work of 
comforting, preventing trauma, 
providing therapy, counselling, and so 
forth, says Prof. Pepler. 
The third modification is an 
increased emphasis on the 
problem-solving approach to nursing 
and learning. Since the modem nurse 
deals more with complex situations 
than clearly-eJefined diseases and 
cures, she will have to be flexible and 
innovative in her approach. 
During their fi rst yearthe students 
will be looking at themselves and 
those around them to develop their 
skills in observation and data 
collection. They will attempt to modify 
their own health habits and will be 
studying the theory of change in that 
context. 
In their interactions with patients, 
the first year students will concentrate 
on the comforting and protecting 
functions of the nurse, under the new 
program. 
The new curriculum will be 
expanded year by year as this year's 
freshmen move through theil 
program. Prof. Pepler pointed out that 
though they will not participate in the 
complete new program, the current 
upper classes in the nursing faculty 
are being exposed to many of the 
underlying concepts and some of the 
classwork. 
In the second year the students 
will expand their nursing to include the 
therapeutic role and the role of the 
health teacher, and will begin to give 
attention to the patient's family, she 
said. 
The third year program, building 
on a coursework foundation, will 
involve the students in more teaching 
and counselling. 
In their final year, the nursing 
students will develop the role of the 
nurse as collaborator and advocate 
The collaborative situation is one in 
which the nurse may have the pri mary 
contact with the patient, and works 
with doctors, other health agencies 
and with social agencies for the 
patient's care and welfare 


Health happenings 


More than 100 babies with congenital 
malformations are born each year in 
Canada as a result of their mothers 
developing rubella during the first 
three months of pregnancy. 
Despite the availability of 
effective vaccines, infectious 
diseases are still among the four 
leading causes of hospitalization 
among children. "Parents tend to think 
that communicable diseases are a 
thing of the past and neglect to 
immunize their children," according to 
child health consultant, Shirley Post In 
an article in the December issue of 
Canadian Consumer. Dr. Post points 
out that Canadian children spent a 
total of almost 500.000 days in 
hospital in 1971 (latest available 
figures) as a result of infectious 
diseases. See also, "Communicable 
Diseases and Immunization" by L 
Cranston, The Canadian Nurse, 
January, 1976. 


A paper entitled "Living with the dying: 
use of the technique of participant 
observation," published in the Dec. 
18, 1976 issue of the Canadian 
Medical Association Journal makes 
interesting reading for nurses as well 
as members of the medical 
profession. One interesting sidelight is 
the observation of the effects of 
hospitalization on a well 31-year-old 
man. 
M., a medical anthropologist, 
conducted a study to observe the kind 
of care given to patients in the I 
Palliative Care Unit of the Royal 
Victoria Hospital in Montreal. As a I 
pseudopatient in the Palliative Care I 
Unit, he was surprised to find that he I 
began to experience symptoms of 
illness. The study reports, "Once on 
the unit, he identified closely with I 
these sick people and became weaker I 
and more exhausted. He was anorexic i 
and routinely refused to take a I 
shower. He sat exhausted in a chair. I 
He experienced increasing pain, a . 
constant ache in his left leg together I 
with numbness and restless nights I 
during which family members of other 
patients commented sympathetically ; 
on his 'moaning and groaning. M. I 
himself was not aware of this 
nocturnal behavior." . 



MOSBY 


TIMES MIRROR 


3rd Edition! CREATIVE TEACHING IN CLINICAL 
NURSING. By lean E. Schweer, R.N., B.S., M.S. and 
Kristine M. Gebbie, R.N., M.N. This exciting text ex- 
plores the concept of creativity as an integral part of 
clinical nursing education. Focusing on the latest 
developments in the field, the book examines a wide 
variety of teaching . pproaches, technological advances, 
and educational communication media. 1976, 224 pp., 3 
illus. Price, $8.35. 


New 2nd Edition! ELEMENTS OF RESEARCH IN 
NURSING. By Eleanor W. Treece, R.N., B.A., M.Ed., 
Ph.D. and James W. Treece, Ir.. B.R.E., B.A., M.A. 
The 2nd edition of this successful text discusses every 
step of the research process in clear, non-technical 
language. This revision features updated examples; and 
new discussions on systems analysis, critiquing, opera- 
tional definitions, in addition to other pertinent 
material. January, 1977. Approx. 352 pp., 66 illus. 
Price, $8.35. 


ADMINISTRATION 
8l. EDUCATION 


POLITICAL DYNAMICS: Impact on Nurses and Nws- 
ing. By Grace L. Deloughery, R.N., Ph.D. and Kristine 
M. Gebbie, R.N., M.N. This stimulating text presents a 
general overview of the political process, and examines 
specific health care legislation programs and proposals. 
The authors show nurses how to become a force that 
can influence legislation and how to have an equal share 
in health care decisions. 1975, 246 pp. Price, $11.30. 


THE PROBLEM-ORIENTED SYSTEM IN NURSING: 
A Workbook. By Beth C. Vaughan-Wrobel, R.N., M.S. 
and Betty Henderson, R. N., M. N. This first-of-its-kind 
workbook presents the problem-oriented system as a 
theoretical and practical basis for comprehensive health 
care management. The authors provide simple, effective 
guidelines to help nurses collect data, identify patient 
problems, develop plans for nursing care, and evaluate 
progress. 1976, 164 pp., 19 illus. Price, $6.85. 


PSYCHIATRIC NURSING 


A New Book! REVIEW OF PSYCHIATRIC NURSING. 
By Donna Conant Aguilera, R.N., Ph.D., F.A.A.N. 
This informative text provides an overview of current 
concepts and practices in mental health nursing. Con- 
cisely written essays cover such topics as: ego function 
and mental status examination; psychiatric emergen- 
cies; maladaptive behavior; and crisis intervention. 
January, 1977. 172 pp. Price, $5.80. 
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for bowel management 
and 
the elderly 
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"Gentle persuasion sums it up!" Metamucil 
is a natural source preparation that pro- 
duces a gentle action. 
Metamucil, refined and purified from natu- 
ral psyllium seed, works gently but firmly. 
It does not depend on chemical irritants, 
methylcellulose or other synthetic laxative 
agents for its effect. 
Mixed with a cool liquid, Metamucil passes 
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through the digestive system to promote 
soft, fully-formed stools and gentle, yet 
definite urging of peristalsis followed by 
easy passage and elimination. Regular 
bowel function usually takes place without 
stress, strain, irritation, or cramping. 
Importantly, Metamucil is non-habit-form- 
ing and may be prescribed for short or 
long term therapy. The dosage can be 
individually regulated. 


SEARLE 


Available as Metamucil Powder and 
flavoured, effervescent Instant Mix. 



lursing education may be just waking up to the fact that we live in 
n electronic age where students need to become involved in their 
ducation. Children raised on the instantaneous communication 
f television become adults who demand the experience of film 
3ther than being the passive recipients of printed or spoken 


words. The Nursing Education Media Project is Ontario's answer 
to the need to develop greater familiarity with audiovisual aids for 
use in nursing education. Films such as "Don't Cry for David" 
attest to the fact that, although still in its infancy, the organization 
is gaining in confidence and creativity .n 
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:ducation in the Electronic Age 


-he Nursing Education Media Project (NEMP) 
; a unique project to educate Ontario nursing 
3achers in the use of audiovisual techniques 
'and to produce and distribute audiovisual 
'naterial. As such, it has attracted the interest 
,f nursing agencies throughout Canada and 
he United States. The product of a decade in 
vhich visual teaching has become as 
Tlportant as the book or the lecture, NEMP 
equires the highest degree of co-operation 
j rom its participants: Ontario's 22 community 
:olleges, the Registered Nurses Association 
)f Ontario, the College of Nurses, and the 
)ntario Educational Communications 

uthority (OECA), the the province's 
lward-winning public broadcasting service. 
I 
yerson Polytechnicallnstitute in Toronto, 
md the University Nursing Programs are 
lctive observers. 
NEMP costs between $45,000 and 
;50,000 a year to operate. The money comes 
rom the agencies taking part. 
Until a few years ago, the creation of such 
1:1 project would have been difficult. Only a 
pandful of nursing schools, mainly in the 
Jigger cities and towns, had access to 
l3.udiOvisual equipment. Nor was there any 
I)verall program of instruction in its use. All of 
that changed when the schools were absorbed 
,nto the community college system, each of 
""hich had a media resource center. 
Community college officials and health 
'science experts assessed the situation and 
foresaw the danger of wasteful duplication in 
,increased audiovisual production. They also 
:realized that there was a lack of production 
'expertise and that material covering many 
Icritical subjects such as obstetrical and 
'neuropsychiatric nursing was frequently 
pnappropriate and/or out-of-date. 
Initially, a series of exploratory meetings 
,were held to determine the feasibility of the 
,media project and map out its structure. 
,Marilynne Seguin, a health science media 
;consultant and former nursing teacher, 
Itravelled throughout Ontario for six months, 
I talkin g to college officials about priorities and 
available facilities and personnel. The result 
was the creation of NEMP, a multi-faceted 
I I cooperative with Ron Keast, of OECA's Media 
Division, as chairman. 


NEMP has four basic objectives: 
. to identify teaching-Ieaming resources for 
nursing education; 
. to produce and distribute instructional 
packages of audiovisual material; 
. to educate nursing teachers in the use of 
audiovisual techniques - videotape, 16 mm 
film slides, editing, production; 
. to distribute quality work done by one 
NEMP member to all other members. 
Of equal importance is the ongoing 
evaluation of materials for college use and the 
identification of subjects for new productions 
and agencies that can assist NEMP. 
NEMP holds seminars and workshops 
throughout the province of Ontario. These are 
designed to use the know-how and facilities of 
OECA and the college and university resource 
staffs, plus guest authorities in many fields, in 
teaching nursing educators about A V 
techniques. For example, workshop delegates 
discuss, design and produce leaming 
packages to be evaluated in the final phase of 
the workshop. Any faculty with a 
communications problem - whether visual or 
print - can call in a member of the project 
resource team to help. 
Although still very much in its infancy, 
NEMP appears to be gaining in confidence 
and creativity. Its agencies have produced 
dozens of works on a wide range of topics, 
from "Care of a patient in a Stryker Frame" to 
"Oral Medication." All productions- 
videotapes or slide tapes with written material 
- are distributed to colleges through OECA. 
The project's most ambitious effort to date 
is "Grieving Due to Loss of Body Image: Don't 
Cry for David," a two-part videotape on the 
rehabilitation of a young athlete whose leg is 
amputated, The tape is accompanied by two 
leaming activity packages that include print 
material, slides and audiotapes. 
Eight pilots, the first of a series of over 20 
presentations on ethics, and a series on law, 
are in the planning stage. According to 
Marilynne Seguin, both the law and the ethics 
series are in response to a demand by nursing 
faculties. The productions are designed to 
illustrate problems rather than to answer all 
questions. Seguin says that the problems find 
resolution through discussions following the 
production. 


Manuel Escott 


Another major production - "Charge: 
Incompetence, a Mock Hearing of the 
Discipline Committee of the College of Nurses 
of Ontario" is a 68-minute videotape produced 
at McMaster University in Hamilton, Ontario. It 
enacts a disciplinary hearing based on an 
actual case. 
"This production should be of major 
educational value," says Seguin. "Lawyers tell 
us that nurses tend to treat complaints against 
them lightly and sometimes don't even bother 
to respond to complaint notifications. Then, of 
course, they're shocked to find that their right 
to practice is jeopardized. Often, they have a 
very plausible explanation for their actions but 
have not fully communicated these factors " 
The ethics series attempts to define a 
highly controversial area where a nurse's 
personal morality can conflict with the law or 
other authority. What patient information, for 
example, should remain confidential? What is 
the nature of a nurse's responsibility to herself, 
her patient and the health team on which she 
works? Under which circumstances can she 
refuse to give treatment? The series will also 
deal with many other issues, including 
euthanasia, abortion, truth and lying, and 
organ transplants. 
How effective has NEMP been thus far? 
"It has a great potential, but ifs a little too early 
to assess it fully" says Fred Habermehl, the 
Health Sciences Director of Niagara College, 
Weiland. "Some of the first productions were 
too long, but this is changing." 
''The law and ethics series will have a major 
impact when they're distributed. Nursing 
faculties find it difficult to get a handle on these 
subjects, The films should give us specific 
illustrations of the problems encountered." 
"What we can say are effective, are the 
seminars and wOrkshops. These are 
invaluable in teaching faculties how to use 
visual media properly." 


Manuel Escott has been a journalist for the 
last 24 years. A feature wrtter for the Toronto 
Star for seven years, and foreign 
correspondent with Reuters in the Middle 
East and West Africa, Escott has been a 
freelance wrtter since 1972. 
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Recent emphasis on family-centered matern ity care is a step in the direction 
of recognizing the father's role in childbirth. Because he has been neglected 
for so long little is known about his feelings during the experience. This 
review of a study of husbands' perceptions of labor and delivery, and their 
reactions to nursing care draws important implications for the prenatal 
re aration of cou les and for their care within the has. ital. 
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Linda Leonard 


Since the advent of modem health care the 
husband-father has received little attention 
during the childbirth phase of the life cycle. 
Although he "plants the seed" and shares 
many experiences with the expectant mother 
during pregnancy. until recently he has been 
excluded from the event. Now, however, it 
seems that most husbands are present for all 
or a portion of the labor, and an increasing 
number are requesting to attend the delivery of 
their child. 
A new emphasis in the hospital on 
"family-centered care" seems to indicate 
official acknowledgement that the husband's 
presence at birth and participation throughout 
his wife's hospitalization is valuable for the 
father and for the new family. Yet despite this 
trend we are still very ill-informed about the 
thoughts and feelings of this family member 
during the bi rth process. If we aspire to provide 
care that is truly family-centered, we must find 
out more about the husband's reactions and 
needs during his involvement in childbirth. 
This article is a summary of the results of a 
study which focused on the reactions of 20 
husband-fathers to labor and delivery. More 
specifically the study probed the husbands' 
thoughts and feelings about the experience, 
their perceptions of their role during labor and 
delivery, and their thoughts about nursing 
care.' 


a different PERSPECTIVE 
on childbirt h 
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The Study 
The study took place in a family-centered 
maternity unit which has approximately 1,100 
births annually. Twenty Caucasian, Canadian, 
or British-born husbands were interviewed 
between 13 and 107 hours after delivery of 
their infant. They were between 22 and 40 
years of age and had some formal education, 
ranging from 8 to 23 years. All attended 
prenatal classes and the labor, eighteen 
attended the birth (one father did not intend to 
be present, the other was unable to attend 
because of fatigue). Seventeen were fathers 
for the first time; three were fathers for the 
second time. All delivenes were per vagina 
and resulted in a healthy newborn of at least 
thirty-seven weeks gestation. 
Interviews with husbands were 
conducted uSing an interview schedule which 
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employed rating scales. open-end and 
fixed-alternative questions. No wives were 
present during the interviews. 
The husbands responded 
enthusiastically to being interviewed and 
many began the interview with no prompting 
from the researcher, continuing to talk for 45 to 
90 minutes. 


Findings 


Events prior to labor and delivery 
All but one of the husbands had decided to 
participate in childbirth by the early third 
trimester of pregnancy and half had made the 
decision before or when pregnancy was 
diagnosed. Only seven fathers expressed 
anxiety and uneasiness about attending labor 
and delivery, and their concems were allayed 
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during prenatal classes. 
Most of the husbands wanted to 
participate because they felt their wives 
needed them. Typical comments were: "I 
wasn't going to let her go through that alone" 
and "It's the least I could do for her." Less 
popular reasons for taking part were to share 
the experience together and to have the 
opportunity to see the labor and birth. 


Reactions to labor and delivery 
On a rating scale ranging from +4 (excellent 
experience) to -4 (very bad experience) most 
husbands viewed labor as a slightly positive 
experience (mean+ 1.6) and delivery as a 
moderately positive experience (mean + 
2.26). They described the labor as 
"meaningful," "valuable," "a necessary evil," 
and viewed it as a period of helplessness for 
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them and a time of pain for their wives. The 
majority described delivery as a period of 
progress, a time of pain relief, and a time of 
exhilaration tempered with worry about 
possible complications for the baby. 
The fact that labor was rated lower than 
delivery may be partially explained by 
exploring prevailing North American attitudes 
towards pain and the male role in society. The 
relatively passive role of the husband as 
protector and supporter during labor and 
delivery runs counter to the North Amencan 
image which stresses the ability to take 
charge, to be in control and to solve problems. 2 
His role as supporter and protector is 
particularly emphasized during labor because 
analgesics must be used judiciously. This is 
one time when North Americans cannot get 
the immediate relief from pain that they are 
,-!sed to seeking, 3 and for this reason the 
husband may feel especially helpless when he 
cannot see any positive results of his efforts to 
give encouragement and support. Thus, his 
effectiveness will likely influence his view of . 
labor and his self-esteem. Delivery, on the 
other hand, is a period when pain-relief is 
offered, health team members relieve the 
husband of many of his functions and, finally, 
the sight of the emerging baby signifies the 
end of the laboring experience. 
During the first and early second stage of 
labor the husbands tended to direct their 
emotional and intellectual energy almost 
solely towards their wives, noting their 
behavioral responses to pain, pelvic pressure 
and to the husbands' attempts to give support. 
Many tried to look for indicators thattheirwiveE 
were progressing in labor. 
During these early stages, many 
husbands could not remember thinking about 
the baby. One father revealed "There was 
nothing I could do forthe baby. My wife was the 
one who needed me." Those few husbands 
who indicated a high focus on the baby 
admitted that they were concerned about 
whether the baby was getting enough oxygen 
and whether it would be normal. 
In the late second stage of labor the 
husband's focus changed; he was still 
concerned for his wife but was now caught up 
in the fascination of the delivery. Many 
admitted that it was only then that the baby 
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became a reality. Several said that some of the 
delivery room procedures, such as 
administration of anesthesia with long needles 
and performance of the episiotomy, made 
them feel "queasy" but that they were able to 
overcome the feeling. The birth of the baby 
brought about a high focus on the infant as well 
as on themselves. The completeness and 
general health of the baby were paramount in 
their thoughts. They needed to know that the 
baby was "all there" and there were no 
anomalies. Reassurance that the color, cry 
and respirations were satisfactory was equally 
important, and was noted by the fathers 
independent of whether the baby was given a 
high or low Apgar rating. Few husbands made 
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reference to their wives during this period and 
not one described his wife's reactions to the 
baby at birth. 
The birth appeared to be an infinitely 
personal experience for the majority of the 
men. Durlng the interview, some fathers were 
unable to find the words to describe their 
feeling at the time of the birth but kept 
struggling to do so. Several, as they recounted 
the birth, had tears in their eyes and noted "It 
was the best experience I've had in my life. " A 
minority displayed a flat affect and related the 
birth and their feelings in a monotone. "I didn't 
feel anything," and "It was okay, I guess" are 
quotes from two new fathers. Another 
intimated that he was disappointed in his 
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emotional reaction to the birth, stating that 
"Some people get off on seeing their child born 
... I didn't:' Similar experiences have been 
described by Greenberg and Morris. 4 


Role During Labor and Delivery 
Most of the husbands saw their role d"uring 
labor as that of providing support, 
encouragement and physical care to their 
wives. For this reason many chose not to leave 
their wives during the experience, even for rest 
or nourishment. Of those who did take a break, 
some expressed guilt at seeking this relief 
when theirwives were unable to do so. Others 
noted that it was worse to be separated from 
their wives than to be with them. 
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Most felt that they had helped their wives 
a great deal during labor and attnbuted their 
success to the prenatal class instruction and to 
the labor-room nurses At the same time they 
needed to confirm their slJccess with their 
wives. Those who had not discussed the 
success of their role with their wives tended to 
believe that they were of very little help, 
There were periods during the labor in 
which the husbands were not able to help their 
wives. They had difficulty coping with their 
wives' pain and loss of control during 
transition. Some said that they lost control and 
that this was precipitated by their wives' 
reaction to the contractions, the diagnosis of 
fetal distress, and/or extreme fatigue of the 
husband. 


In a Question concerning the father's right 
to attend the bi rth of his child, mostfelt strongly 
that it was their right. A smaller group believed 
that it was not their right but said they would 
still like to be present. The husbands 
spontaneously noted that if their presence in 
any way jeopardized the health of their wives 
or babies, or interfered with the health team 
members' performance, they would accept the 
decision not to be present at delivery. 
Many health team members have 
expressed concern about 
husband-attendance during the birth of a sick 
or malformed baby, In response to a 
hypothetical question, nineteen fathers said 
they would prefer to be with their wives dunng 
the birth of a potentially unhealthy baby. They 
felt that they did not want their wives to be with 
strangers during this time and that they would 
be able to share their grief together. 


Perceptions of Nursing Care 
When asked what aspects of nursing care 
were helpful or not helpful to their wives and 
themselves during labor and delivery, the 
husbands focused on five categories: 
. the attitudes and responses of the nurses 
. inclusion of the husband in the experience 
. assessment and explanation of labor 
events 
. contact with the nurse other than for 
assessment 
. physical care of the woman in labor. 
The nurses' attitudes and responses 
which were identified as helpful were 
"friendly." "kind," "cheerful," "thoughtful," and 
"interested." Many husbands obser\1sd that 
the nurses cared about their wives and that the 
nurses' attitudes were significant in 
establishing their own confidence. Their 
perceptiveness and vulnerability during labor 
is illustrated by one husband's reaction to 
some nurses laughing outside the labor room: 
"I can appreciate that you have to laugh in 
a place like this but when they didn't 
stop... I kept looking at my wife in pain and 
thought 'my God, what can they find so 
funny?'" 
Most of the husbands did not expect 
the nurses to go out of their way to include 
them in the bi rth experience. but when they did 
it seemed to leave a very positive impression. 
Helpful gestures of the nurses, such as 



bringing coffee or juice to the husband while he 
was at his wife's bedside and "spelling him off" 
for short rest periods, were seen as indicators 
that he was accepted by nursing staff. 
Husbands also appreciated the nurses' 
explanation
 a
d demonstrations of progress 
made by thelrwlve
. Several objected to being 
asked to leave dunng pelvic examinations an 
observation also made by Jordan,s while'a 
small number welcomed the break away from 
their laboring spouses. 
The ass
ssment of the mother and baby, 
and explanation of the results was a perceived 
weakness in nursing care. Husbands felt there 
was a need for more frequent and accurate 
assessment, particularly during the transition 
phase and the second stage of labor. Several 
husbands echoed the sentiments and 
displeasure of these three men: "I knew that 
she was going fast. I had to go out and get the 
nurses a few times... they could have 
anticipated how quickly she was progressing'" 
"There was panic at the end;" and '" could' 
have ended up delivering the kid myself." 
Husbands apparently needed to have 
human contact during this emotional and 
fatiguing experience and welcomed contact 
with nurses other than for assessment 
purposes. One husband described a nurse as 
exceptional: 
"She'd say that she would bring such and 
such in 15 or 20 minutes and then she 
would. You knew that you only had to go 
for 15 minutes, not forever, before she'd 
come back." 
Many fathers said they knew the 
nurse was outside the labor room and that 
all they had to do was ask her to come. 
However, they were reluctant to summon her 
becau
e, as one !ather stated, "She probably 
couldn t do anything anyway." Several fathers 
indicated that they saw the nurse as much as 
they wanted and appreciated being left "to do 
our own thing." 
A large majority of the husbands praised 
the care given to their wives in the form of 
back rubs, assistance with position and 
breathing, and provision of analgesic 
m
dications and clean laundry. Problems in 
this aspect of nursing care centered around 
acquiring satisfactory pain relief for their 
wives. 


Implications for Nursing 
If nursing hopes to promote optimal family 


.r 


Linda Leonard (B.Sc.N. and M.Sc.N., 
University of British Columbia) has worked in 
labo
 and delivery rooms and in psychiatry. 
She IS now teaching in the Baccalaureate and 
Graduat
 programs at the University of British 
Columbia School of Nursing. 


func
ioning, we must take responsibility for 
helping the husband-father to achieve 
satisfaction from and feel effective in his role in 

he. birth process. The results of this study 
Indicate some specific ways that the nurse can 
achieve this goal, although one must be 
careful in making generalizations from such a 
small and specific study. 
The nurse involved in teaching prenatal 
classes should be aware that her attitude 
regarding husband-participation in labor and 

er confidence in the expectant father is highly 
Influential. The teacher's confidence and 
reassurance seems to benefit those men who 

re undecided and uneasy about participating 
In labor and delivery. Husbands asked that 
more emphasis be placed on helping both 
parents cope with the pain of labor; many felt 
betrayed by their instructor, who left them with 
the impression that labor is uncomfortable but 
not necessarily painful. Perhaps a discussion 
regarding attitudes to pam as well as feelings 
and behaviors elicited by seeing someone 
else in pain would benefit husbands. It might 
also be appropriate to coach husbands in how 
to recognize behaviors that their wives 
indicate are emotionally and physically 
supportive. 
The nurse caring for the couple in labor 
and delivery can do a great deal to make the 
experience a positive and satisfying one for 
the husband. First, she must recognize that 
hu
bands are highly sensitive during this 
penod to the nurse's attitudes and responses 
to the couple. The nurse's expressions of 
warmth and caring, and her efforts to include 
the husband convey acceptance to him and 
foster his ability to help his wife function. 
At the beginning and as labor progresses, 
it is important for the nurse to assess the 
specific role the father hopes to play in labor 
and delivery, as well as the kind and amount of 
contact the couple wants with the nurse. She 
must be aware that the husband is more likely 
to need her presence, even if he doesn't 
specifically request it, during the active phase 
of labor, during periods of ineffectual progress, 
and when he is tired. Permitting the husband to 
stay with his wife as much as the couple 
de
ires, e.g., during pelvic examinations. and 
being available to "spell the husband off' for 
re
t-breaks from time to time also help to 
relieve the stress of the situation. To maintain 

he husband's confidence the nurse may also 
Identify the ways in which the husband is being 
supportive of his wife. Although 
communicating to the couple regarding the 
progress of labor is a fundamental principle of 
care, results of the study indicate that it needs 
to be re-emphasized. The health status of all 
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infants born, independent of the Apgar rating 
should be interpreted to couples. ' 
During the postpartum period it is 
essential that those who care for the family be 
alert to husband-wife-infant interaction and to 
their desire to communicate their reactions 
and feelings. 6 .The nurse should encourage 
co
ples to review the labor and delivery, and 
their performance, as soon after delivery as 
possible, and to verbalize questions and 
concer
s about the experience. This may be 
done with the nurse on an individual basis or 
she may bring together a small group of new 
parents to discuss their common experience. 
In our recent emphasis on 
"family-centered care" we have begun to 
accept the father's role in childbirth. We still 
have a long way to go, however, to fully 
u
derstan
 his needs and perceptions during 
this expenence. This study of fathers' 
perceptions of labor and delivery, while taken 
from a small sample, offers nurses some 
insight into how they can help the expectant 
and new father. Whatever specific actions the 
nurse takes to convey her acceptance, care 
and support to the expectant father it is clear 
that this neglected family member n
eds to be 
given much more attention to make the 
experience of childbirth as rewarding and 
positive as it can be. oIj, 
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Left : ulcer of right greater trochanter, 14 cm in diameter, with 
undercutting of superior border to 3 cm. Right: full healing after 
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Benzoyl peroxide, a powerful organic 
oxidizing agent, was applied topically 
according to a carefully developed 
technique to cutaneous ulcers of 
different types. The healing time was 
shortened greatly by the rapid 
development of healthy granulation 
tissue and the quick ingrowth of 
epithelium. 
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Exceptionally large pressure ulcers 
with deep cavities, undercut edges 
and sinus tracts were successfully 
. 
treated, as were stasis ulcers of long 
'duration resistant to all other therapy. 
There were only 13 
treatrrtent failures 
among the 133 
cases. 1 
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Years ago, most ostomates went home with a so-called "permanent" appliance. The 
disposables available then were mainly for post-op use. Now, though, there's a 
family of simple, convenient disposables your patient can wear home with confi- 
dence. These Hollister disposables offer all you'd expect of "post-op" appliances: 
lightness, one-piece construction, ease of handling. Yet they're strong-made of a 
tough multi-layered film that holds back odor more than 200 times as effectively as 
common polyethylene plastic. Thousands of ostomates who were started with 
Hollister disposables in the hospital have gone right on using them as their full-time 
appliances. Your patients can, too. 


OSTOMY PRODUCTS 


THE DISPOSABLE OSTOMY APPLIANCES 
MADE FOR EVERYDAY WEAR 
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COLOSTOMY: 
Send her home confident. 
An odor-barrier Karaya Seal stoma 
bag will provide 
skin protection, 0= 
security, and 
simple self-care 
until her 
colostomy is 
regulated. And 
Hollister's ver- 
satile, mess- 
minimizing 
Combination 
Cone/Tube 
Irrigator Kit offers an easy way to 
establish her irrigating routine. 


ILEOSTOMY: 
Send him home secure. 
Specify a Karaya Seal Drainable- 
the disposable 
that provides 
effective skin 
protection 
without elaborate 
skin preparation. 
It fits snugly 
around the stoma, 
sealing off skin 
from potentially excoriating 
discharge, yet is easy to put 
on, easy to empty. and easy 
to dispose of. 


NO-CHARGE EVALUATION SETS AVAILABLE. 
Write on professional or hospital letterhead. 


There's a Hollisier Producllo slmpll/y 
every sloma-care lask 
HOLLISTER æ 
HOLLISTER LIMITED. 322 CONSUMERS ROAD, WILLOWDALE, ONTARIO M2J IP8 


PRlfIIITED IN US'" 
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UROSTOMY: 
Spare her the faceplate-cement- 
solvent routine. 
Requisition 
Urostomy Bag 
appliances by 
Hollister. These 
one-piece dis- 
posables have a 
convenient drain 
valve for ambula- 
tory patients, a 
snap-on tube for 
bedside drainage. 
and do away with 
the time-consuming 
ritual associated with 
most "permanent" appliances. 



NURSING 
THE ACUTELY 
PSYCHOTIC 
PATIENT 

A Iltl\J 1 
.L.L .L .L .L.L..J.L \l .L Janet B. Berezowsky 


The acutely psychotic patient poses a special threat 
within the general hospital setting because staff is 
frequently unaccustomed to dealing with such behavior. 
Management of these patients can be effectively 
achieved by using appropriate measures to reduce the 
anxiety of the patient, staff, other patients and visitors. 
Here, Janet Berezowsky outlines the nursing 
interventions necessary to deal with the acutely 
psychotic patient and the steps that can be taken to 
reduce the anxiety of those around him. 


Acutely psychotic patients are being seen more and more often In 
the general hospital setting. Yet frequently the staff who must cope 
with them have had little or no experience in dealing with this type of 
patient. The bizarre and often threatening behavior of the psychotic 
can be very frightening both to staff and to other patients; its 
occurrence In the hospital presents major management problems. 
The central problem in coping with the acutely psychotic patient 
is anxiety - anxiety of the patient, anxiety of the staff and anxiety of 
other patients and visitors. If the anxiety of the patient is dealt with by 
using appropriate medications and nursing interventions, psychotic 
behavior can be controlled within 24 hours of admission, and 
symptoms can be greatly reduced within a week. The anxiety of staff, 
visitors and other patients, while it may seem less immediate than 
that of the acutely psychotic patient, is still an important factor. 
Reducing the anxiety of those surrounding the patient minimizes the 
threat not only to those involved but to the psychotic patient himself. 
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The Patient 
The patient experiencing a psychotic episode, brought to 
hospital frequently under pressure of family or police, is cer'tainly 
expressing anxiety. He is frequently hallucinating and preoccupied 
with unreasonable and bizarre fears. He may be physically 
aggressive or acutely suicidal. The psychotic patient has lost 
control, control of his ability to relate effectively to the demands of his 
reality situation, control even of the decision to seek medical help. 
He will often attempt to assume control in the only way he can - to 
leave the hospital. 
Because the situation presents itself in such an immediate and 
extreme manner, nursing interventions must be guided by certain 
priorities: 
.Explanation of intent: The first and most essential therapeutic 
maneuver is to take control for the patient. It is important that the 
patient be provided with an explanation of his experience: that is be 
informed that he is having difficulty controlling his behavior and his 
thoughts, and that for the present this responsibility will be assumed 
by the treatment team. A brief explanation of the treatment plan 
should be given, his cooperation should be requested and the staff 
should proceed to take control. Staff must take care to do this in a 
caring rather than a punitive fashion since the patient is particularly 
sensitive to punitive approaches at this time and is easily provoked 
to "fight or flight." 
Although the plan to take control is usually conveyed to the 
patient by the treatment team in the emergency room, when the 
patient is transferred to an in-patient unit it is desirable for at least 
one member of the assessment staff to accompany the patient and 
to relate the plan to unit staff in the patient's presence. The intent of 
hospital staff will be reinforced if the assessment team remains in the 
unit initially and assists unit staff to assume control by administering 
medications, removing street clothing and, if necessary, 
re-explaining to the patient the plan originally made in emergency. 


. Administration of medication: The most commonly used 
medications are anti psychotics, but antidepressants and 
barbiturates may be added to this regime. The initial medication 
should be given I.M. or LV. in a dosage large enough to quickly 
sedate the patient. The actual dosage will depend on the patient's 
age, body weight, the intensity of psychotic symptoms, and the 
previous use of such medications, but nurses should be familiar with 
appropriate dosages. Liquid medication may be more acceptable to 
the patient, but pills should not be considered since there is little 
assurance that the patient will actually swallow them. 
If a choice of liquid or I.M. medication is to be offered, both 
should be prepared so that, should the liquid be refused, staff can 
immediately proceed to give the medication intramuscularly. 
Medication should be presented to the patient in the privacy of his 
room, (or cubicle if the patient is still in emergency), and staff should 
block the patient's most likely routes of escape by standing between 
him and possible exits. The patient should be informed of the plan 
and requested to cooperate. 
It is likely, however, that the patient will attempt to resist the staff 
at this early stage of treatment. In this event, staff should be 
prepared to use force in administering medication. All those involved 
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should remove glasses, watches and rings which could be broken or 
damaged and might inflict injury to the patient in a struggle. The staff 
member who has the best relationship with the patient should be in 
charge, to speak to the patient. give direction to the staff and 
administer the medication. The presence of at least three to six staff 
members is necessary for safety, and very often this show of force is 
sufficientto reduce the likelihood of a struggle. If only one or two staff 
members attempt to medicate the patient, he will likely struggle and 
staff and patient may be injured. More than six staff members 
intensify the patient's anxiety and may precipitate a struggle. 
To administer medication, staff members should move in close 
to the patient. Often when patients realize that argument or 
discussion will not alter the intent of the staff, they will accept liquid 
medication without struggle. At least one memberof the staff should 
remain with the patient until the medication takes effect. 
Such behavior of the staff clearly conveys that they are in 
control and, when this procedure is used, patients rarely resist after 
the first three or four doses of medication. In any event the above 
approach should be used until the patient willingly accepts 
medication. 
Regular administration of medication every 4 hours for the first 
48-72 hours is usually essential. Since the antipsychotic effect of the 
phenothiazines takes about five days to develop and the 
mood-elevating effect of most antidepressants takes even longer, 
the sedative effect of these medications will be the initial means of 
control. The patient should be drowsy but care must be taken to be 
sure his level of consciousness has not been severely depressed 
and that his vital signs following assisted mild exercise are 
satisfactory. If the patient's blood pressure is very low (less than 
80/50) it is preferable to withhold medication for an hour or so and do 
passive exercises with him, dangling his legs overthe side of the bed 
and assisting him to walk about in his room. In determining the safety 
of administering the next dose of medication, the nurse should be 
certain that the patient can be roused, that he responds to pain and 
that his hand grips are moderately firm. An increase in psychotic 
symptoms, particularly visual hallucinations, probably indicates 
toxicity. Very close observation of the patient is essential at this 
stage of treatment. 
Once the patient requires waking in order to administer each 
dose of medication through the night, it is usually safe to give the 
same total amount of medication in aq.i.d. regime. Within 5to 7 days 
the dosage can usually be reduced. 
. Removal of street clothing: To tell a patient that we want him to 
remain in hospital and allow him to keep his street clothing gives him 
a very ambiguous message. Once the initial dose of medication has 
begun to take effect, the patient should be requested and assisted to 
change into hospital pyjamas. Asking him to disrobe before being 
sedated frequently increases his anxiety because he may fear a 
sexual assault. 
All street clothing should be taken from the patient and locked, 
and visitors should be supervised to be certain they are not bringing 
clothing to the unit for him. If the patient is kept in hospital pyjamas he 
will be easily identified if he attempts to leave the hospital and he can 
be returned without necessarily involving public or police assistance. 



. Dajfy nursing care: Once the patient's immediate needs have 
been met the emphasis of nursing care shifts to his daily physical 
and emotional needs while he is in hospital. 
In treating the acutely psychotic patient it is essential that 
adequate fluid intake be maintained (1500-2000 ml/24 hr). This can 
usually be accomplished by offering oral fluids regularly, as often as 
q1 h. The patient should not be left to make the decision whether or 
not to drink, but should be informed that he will be assisted to drink. 
The nurse should position him, put the fluid to his mouth and direct 
him to swallow. An elevated temperature or symptoms oftoxicity are 
common signs of inadequate hydration. The consistent and caring 
attitude of the staff in meeting this basic need will facilitate the 
development of a trusting relationship. 
Acutely psychotic patients tend to prefer water, juices, and 
sImple sweet foods which require a minimum of chewing or 
preparation before eating. Because of their reduced activity, 
together with the side effects of medication and an erratic eating 
pattem prior to admission, psychotic patients frequently develop 
constipation. They should be questioned several times a day, 
assisted to the toilet regularly, and provided with laxatives p.r.n. until 
they are able to resume activity and diet pattems which will prevent 
such complications. 
The acutely psychotic patient should be given a low bed or 
mattress on the floor to reduce the possibility of injury due to falls. 
Regular exercise periods, where the patient is assisted in passive 
exercises by one or two staff members, should be arranged to 
prevent respiratory and circulatory complications (hypostatic 
pneumonia and hypovolemic shock). The patient's vital signs 
(temperature, pulse, respiration and blood pressure) should be 
monitored before each dose of medication. Because the 
anticholinergic effect of medications increases the risk of damage to 
mucous membranes, regular mouth care is essential. Regular 
bathing, turning and positioning, and massaging of pressure areas is 
also very important to prevent breakdown of the skin. Smoking 
should be controlled and supervised. The patient should be informed 
prior to each nursing intervention, so that he does not perceive it as 
an assault. All of these attentions, which form the basis of good 
nursing care, help to convey to the patientthatthe staff is concerned 
about him and is looking after his needs. This knowledge that the 
staff is in control serves to reduce the patient's anxiety and increases 
his feelings of safety and security. 
The patient should be provided with a quiet, restful environment 
free of distracting noises, activity and objects. A locked room is a 
poor solution unless staff are with the patient continuously; the 
feeling of being abandoned will only increase the patient's anxiety. In 
an unlocked room, frequent regular visits to provide reality 
orientation and basic physical care soon allay the patient's anxiety 
and enable him to cooperate with the treatment plan. Reality 
orientation should include calling him by name and telling him your 
. !"lame, that you are a nurse, that he is in hospital, explaining your 
Immediate nursing intervention, telling him the date and time of day 
and any other significant information such as doctor visits or family 
visits. Expression of psychotic ideas should be responded to with 
kindness. It is important to acknowledge that you understand the 
ideas or feelings which he expresses and to describe reality clearly 


and simply. Discussion and arguments serve only to strengthen the 
patient's psychotic ideas. A limited number of consistent staff should 
work with the patient in this phase of treatment in orderto keep reality 
relatively simple for him, and to develop a therapeutic relationship 
which is essential for a successful outcome in the convalescent 
phase. 
Anxiety Surrounding the Patient 
Particularly when the acutely psychotic patient is first brought to 
hospital, his behavior is likely to cause anxiety in those around him 
In order to deal effectively with the patient and create a therapeutic 
environment, it is essential that this anxiety be minimized 
Anxiety of the nursing staff can be greatly reduced by careful 
application of the approaches described above and by effective 
teamwork. The nurses who care for acutely psychotic patients 
frequently require the assistance of their colleagues to provide 
adequate, safe nursing care and to ensure even temporary relief 
from this demanding regime. New staff should never be designated 
to care for such acutely disturbed patients until they have had an 
opportunity to observe and assist in the regime. Detailed teaching 
and supervision should be provided until staff are comfortable and 
able to make safe judgments and provide skilled care to these 
patients. 
Physician-nurse teamwork centers around two points: the 
physician's reinforcement of the treatment plan to the patient, and 
the provision of adequate medication orders to prevent further 
uncontrollable psychotic behavior. The physician who is defining the 
treatment plan should present it to the patient initially, and reinforce 
it frequently. This may be done verbally or by actually assisting with 
specific interventions such as the administration of medication or 
electrotherapy. 
The availability of sufficient immediate assistance to deal with 
possible crises is essential. Crisis situations should occur 
infrequently once this regime has been established. When they do 
they are usually due to failure to obtain adequate medication orders, 
failure to use the medication ordered, or failure to provide very close 
supervision until continual control is established. 
Anxiety of other patients, relatives and visitors can be reduced 
by giving them simple. factual information about the patient and the 
means by which the staff are maintaining control, and by ensuring 
that they are not left alone with the acutely psychotic patient. Fear of 
unpredictable, uncontrolled assaultive behavior is intense for the 
uninformed single observer. If a struggle is anticipated, it is 
advisable for nursing staff to remove other patients and visitors from 
the area and for at least one staff member to stay with the patients 
who have been removed. Simple. factual explanations should be 
provided in a calm, concerned manner. 
Family members should be encouraged to maintain contact 
with the patient during the acute phase. Their visits should be short, 
supervised and facilitated by nursing staff. Explanations of the 
treatment plan as it proceeds should be provided regularly for family 
members and for other patients on the unit. This helps greatly in 
maintaining a therapeutic milieu for other patients in the setting. 
Conclusion 
The suggestions above for dealing with acutely psychotic 
patients center around the problem of anxiety. They are intended to 
help staff in a general hospital who are frequently unaccustomed to 
dealing with acutely psychotic behavior but who are being 
confronted with this type of patient more and more often in their daily 
routines. In order to deal appropriately with what often threatens to 
become a crisis situation, nurses can develop the skills to deal 
appropriately with these patients and to reduce their anxiety and 
the anxiety of those around them. 4.0 
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L. Patricia R. McMeekan 
There are many clichés in nursing by which the profession 
sells itself short. How many times have you heard the 
following: 
. "At least nurses will always be needed." 
. "Once a nurse, always a nurse." 
. "A nurse is also a teacher." 
Fallacy number four is one that has only recently 
appeared on the scene. It goes like this : "To teach nu rsing is a 
nice way to get back into nursing:' The implications of this 
statement are cause for alarm and concern. 
In the institution where I work there are many part-time 
clinical teachers. In advertising for these positions the 
necessity for recent active nursing experience is always 
stipulated. In spite of this, almost one third of the telephone 
enquiries I have received about these jobs in the past two 
years have begun along lines like this: 
Enquirer: Hello, I am interested in your advertisement for 
part-time (or even fu/!-time) teachers. I have been out of 
nursing for 5 (10 or 15) years. and /feel that this would be a 
nice way to get back into it. 
Recipient: What have you been doing during the last five years? 
Enquirer: Oh, bringing up my family, which is a good experience 
with which to help students, don't you think? 
Redpient: We require the teachers, especially the clinical ones, 
to have recent experience. What type of nursing was your 
specialty? 
Enquirer: I worked in a doctor's office (or Obstetrics, or Public 
Health, or something somewhat specialized). I graduated 
12 years ago from the 'good old three year program.' Surely 
you are not saying that all this experience is of no value. 
This type of conversation is a composite of many, but 
the theme has been very similar... that to have nu rsed at all is 
sufficient preparation for teaching it. 
I suggest that nurses who are contemplating re-entry 
into the profession by the "back door" of teaching, would do 
well to ask themselves the following questions: 
1 Assuming that the majority of nursing students are 
between 17 and 20 years of age, how do I regard young 
people in this age range ... as children, or as 'becoming 
adults'? 
2 How do I feel about students as a group ... are they 
basically trustworthy or untrustworthy? At what point on the 
growth and development continuum do I expect to find them? 
3 What sort of person am I ... do I need direction and 
structure, or am I self-directed and flexible? 
4 Am I willing (and able) to spend a lot of home and/or 
family time on the preparation, study, marking of papers and 
the myriad of other tasks that are part of teaching? 
5 What is my concept of teaching ... standing on a dais in 
front of a class handing out information or as a nurse watching 
a student carry out a procedure? (In a cynical vein, many 
perceive the latter as the teacher standing with arms folded). 
6 How do I perceive the learner ... as passive and 
receiving, or active, participative and challenging? 
7 Should a learner evaluate himself, or should I be telling 
him? 
8 Could a learner evaluate me... could I accept it if it were 
negative? 
9 Should the learner make mistakes, or does that mean 
that my teaching was poor or unsuccessful? 
10 How well do I remember the principles of teaching and 
learning ... or did I ever learn them? 



In Reality Shock. author Marlene Kramer identifies a 
group of people found in nursing schools. These are the 
ILateral Arabasquers who have achieved very well as nursing 
tstudents but are frustrated as registered nurses. feeling that 
they are unable to carry out the level of care which they have 
I been taught. So, they become nursing teachers!!! 
Occasionally a registered nurse with considerable expertise 
, in recent nursing care feels that she would like to share this with 
nursing students. Undoubtedly, a person with such a background 
could provide excellent learning experiences for students. 
However. the teaching of nursing requires more than the 
ability to demonstrate care. The teacher, in any field, should 
be able to cope with self-direction in the use of her time. 
Nurses have a particular problem in transferring from the 
traditionally highly structured service setting to an 
environment of considerable flexibility. In a nursing school, 
even small items such as coffee breaks (except while in the 
clinical area) are highiy individual and are planned by the 
teacher herself. Other than scheduled classes and interviews, 
the timing of the teacher-work is up to the teacher. If the 
would-be teacher is a dependent person, to an extent, and 
prefers a fair degree of predictability in the day's work, then 
he/she should re-examine his/her goals. 
If these goals include teaching the students all the things 
which you were not able to do as a registered nurse, then the 
students will soon get the message that nursing education is 
an exercise in futility. They will learn little about the 
combination of idealism and reality that is essential for 
adequate performance as a professional registered nurse. 
If your goals include conveying to the students how 
unfortunate they are not to have had a three-year program in a 
hospital school... think again! Forty years ago nurses in 
Canada endorsed twe facts: 
. Education should not be paid for with service. 
. Education should be conducted mainly in educational 
institutions. 
Today, finally, this dream has become reality and yet 
some of us continue to behave as though the concept were a 
new one. The two-year program was justified by experiment 
starting in 1948, and has been functioning increasingly 
I effectively since 1960, producing 'beginning' graduates, not 
'finished' ones. Their potential, in many instances untapped, is 
many times greater than that of the so-called 'better' 
three-year programs. It is a well-known fact that persistent 
enforcement of behavioral expectations eventually produces 
that behavior. The graduates of today are being "boxed into" 
an inferior position by the unproved expectatiorJ that they will 
be poor practitioners. Registered nurses in the service areas 
are not alone in conveying these sentiments: as teachers, we 
convey them too, indirectly perhaps but the students hear 
, such statements as: "If only I had more time to teach you 
, properly" of "Of course, spending so much time on arts 
courses lessens your time for nursing:' and so on. 
If you really would like to teach nursing, give serious 
thought to your philosophy of nursing education. Do you want 
a nurse who knows justthat ... or do you want a nurse who has 
the kind of broad knowledge base that enables her to 
understand other people's problems as well as to solve her 
own personal and professional problems. 
I am not condemning the 'old' programs: I feel that, to be 
proud of one's training and to be defensive in the face of 
change are two different things. I am very proud ofthe training 
I that I received (and it was training !) butthat does not mean that 
I must blind myself to the possibility that anything better could 
be developed. ... 


The author of this month's Frankly Speaking, Patricia 
McMeekan, B.Sc., M.Ed., is assistant director of 
nursing at Sheridan College School of Nursing in 
Mississauga, Ontario. She bases these observations 
on her experience in nursing education in that province 
and also on the assumption that "clinical teaching, 
especially in the diploma nursing program, occurs 
mainly in the hospital setting." 


THE UNIFORM SHOP 


TWO STORES 
TO SERVE 
ALL YOUR 
UNIFORM NEEDS 


BRAMPTON 
160 MAIN ST. S. 
BRAMPTON MALL 


PETERBOROUGH 
441 1 /2 GEORGE ST. N. 


Frankly Speaking is intended as a forum for nurses 
who want to speak out on issues that may influence 
the future of nursing practice, research, 
administration or education. Guest columnists 
from time to time will be members of the Board of 
Directors of your national professional association. 
If you have an opinion or concern that you 
would like to share with your fellow nurses, why not 
write to us. This is your chance to get involved, to 
participate in shaping the destiny of your 
profession. 
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MaryDean Samanskl 


Little people who could not ask for a 
cookie, a drink, or their shoes... who 
could not say "hello," "I'm cold," or 
"please help me" ... who could not ask for 
a favorite record, toy or song. Worst of all, 
perhaps, who could not make the adults 
around them realize how much they really 
did know . 
These were the non-verbal, hearing, 
developmentally handicapped children at 
Durham Centre in Whitby, Ontario, just a 
little more than a year ago. As staff 
members caring for them, we had no 
guidelines, no literature, no adviser, only 
a book on sign language and the strong 
desire to help these little people find a way 
to communicate with their counsellors, 
teachers, parents and peers. 
It was the Speech Pathologist at the 
Centre, Karen Portigal, who conceived 
the idea of teaching sign language 
through the medium of songs and music. I 
was a Registered Nurse also employed at 
the Centre as Recreation and Crafts 
Instructor, and Karen's enthusiastic 
collaborator. When she left, I continued to 
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carry out the program with the assistance 
of the faithful volunteers who had been 
involved in the music program from the 
beginning. On most days, the child-staff 
ratio was four to one. 
Our original aims were to teach 
signs, stimulate language and, where 
possible. develop speech. We wanted the 
children to leam to identify and ask for 
necessities, to express some feelings and 
to be happy with their accomplishments. 
The program had only just begun when 
we realized that we were also motivating 
the children to want to communicate and 
to use signs and/or speech. The first step 
was to give a sign and verbal clue that 
represented a concrete object, which the 
children would imitate. The children 
progressed from this to the spontaneous 
use of signs. Next came the ability to 
vocalize with meaningful sounds and 
words. 
It did not occur to us when we began 
that we would open up a new world to 
these children - a world in which they 
could learn to think, make decisions, feel 
worthwhile and even entertain 
themselves. We see children with poor 
self-concepts begin to develop an 


Total communiúation 
for non-v0rbal 
h0arin9 úhildr0n 


improved image through "I" and "me" 
songs, dancing, signing in the mirror and 
a lot of laughing and hugging. When 
babies start to talk they babble, gurgle. 
coo and are smilingly encouraged by 
Mom and Dad. In our daily classes we 
laugh a lot and use every opportunity to 
encourage a child to participate at his own 
level. For example, a sneeze is a good 
opportunity to say "atchoo" and use two 
vowel sounds. If a child cannot say 
"atchoo," he can at least laugh at 
everyone who does. 
Each 45-minute session begins with 
a lively, sociable "welcome" song that 
encourages us to be comfortable with one 
another. We greet our friends with signs 
and words like, "Hello, how are you?" 
"I'm just fine. how are you?" "Sit down, 
have a seat, good to see you here with 
me." etc. In order to avoid confusion, we 
sign only key words. I then ask the 
children what record they want to hear 
and someone will sign drum. A "noise" 
song opens with a booming kettle drum, 
inviting us to beat the drum and say 
"boom, boom, boom." It tells us to make 
the "greatest noises in the whole world 
that come from you and me" by 
clapping, stomping, snapping, 
coughing, kissing, laughing and 
whistling. Shouting "wahoo" singing "0" 
and a surprise, for example a request to 
be quiet, are all included. This record 
teaches us to sign, vocalize, sing, find me, 
find you and have fun, all at the same 
time. 
The choice of props and songs is 
limited only by the imagination of the 
leader. Almost any favorite song, for 
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example, can be used to teach the signs 
for common objects such as food, clothing 
and animals. I am particularly fond of Paul 
Nordoff's songs because they are 
especially written for developmentally 
handicapped children. These songs, 
along with the props we use, encourage 
spontaneity and creative thinking in the 
children. One of the props we use is a 
baby puppet. Our baby cries and I cry: 
baby sleeps, I sleep, baby says 
"mama"' and each child attempts to say 
I "mama."' Some succeed, some do not. A 
popular addition to our visual aid 
equipment is a battery-operated dog that 
walks and says 'bow-wow'. The children 
indicate to me by the signs for "walk"' or 
"talk"' whattheywantthe dog to do. In this 
way we elicit spontaneous signs and/or 
words. Most of the children respond 
appropriately (i.e., in sign language) when 
asked their name. It is very important to 
use their names in a pleasant manner, for 
example in songs. Those who are unable 
to do so, will imitate their own name signs 
after being shown. 
At "'sit and talk" time the children are 
asked what they would like to talk about. 
They choose by sign or sound from a box 
that contains pictures, puppets, etc. One 
day there was no response from anyone, 
not even Jamie the most responsive, 
dependable child "leader."' 
This is what happened: 
Instructor: "'Shall we talk about a bus?" 
Jamie: folds his hands and shakes his 
head. 
Instructor: "Shall we talk about a bird?" 
Jamie: negative again. 
I was shocked! Jamie did not want to 
do anything. I looked at Helen - she 
shook her head. I looked at Rick - he 
shook his head. It took me a few seconds 
to grasp the significance of their reaction 
Jamie was thinking! He was making a 
decision and standing by it! 
On another occasion, I was busy with 
Nancy, who was beginning to sign and, 
therefore required a considerable amount 
of my time. Jamie tapped me on the 
shoulder. All Jamie s communication is by 
I gesture. He can only make a "ba"' or an 
"'aa" sound. He signed butterfly on the 
flower. The message was very clear: he 
was not getting enough attention and, 
feeling that he should be included, he 
decided to make me aware of his 
presence. This was evidence that Jamie 
was thinking, communicating, and 
managing his environment. It is important 
to recognize that these were not reflexive, 
impulsive acts on his part, but were the 
result of logical thought processes. Of 
Course the reward for this conversation 
and all that it implied, were hugs and 
laughter from us. and butterfly on the 
flower for Jamie. 
Group dancing and partner dancing 
give the children occasion to socialize and 
cooperate as well as move around during 


the session. Dancing also aids in the 
development of coordination and body 
awareness and is a good way to teach 
such things as boy, girl, and other signs 
A child may request by signing that we 
dance or playa record - an excellent 
way to socialize and get approval from the 
rest of the group. 
Language acquisition and speech 
development (where possible) are 


, 



 ... 


long-range goals. We do not offer the 
children any material reinforcements. 
Certainly, if we did provide 
reinforcements, we could elicit 
predictable responses at scheduled times 
but the children would still only produce 
isolated sounds and gestures. It would 
take years of training and bushels of 
Smarties to produce enough words or 
signs to communicate effectively. The 
rewards these children receive are the 
feelings of confidence and self-esteem 
they earn through their accomplishments. 
The social approval of the volunteers, 
staff and other children is reward enough 
All the eleven children of one group 
and seven of another have shown 
progress. They have advanced from one 
to two orthree simultaneous signs and/or 
words. Some are speaking or gesturing 
spontaneously to communicate; others 
have remained at the level of imitation. It 
is important to keep trying with all the 
children - we do not know for sure why 
signing works or when it will work. My 
contention is that the accepting, happy 
atmosphere and the ability of music to 
stimulate emotional response in these 
children, in conjuction with an eclectic 
approach that encourages input from 
many sources, are responsible for the 
success of music-signing. 
One of my little friends is a boy who 
was non-verbal and was only able to 
make incoherent sounds a year ago. One 
day he was listening to "Look."' a song 
from a Sesame Street record that we had 
played a few times. He jumped from his 
chair, ran to the window, opened the 
curtain and said clearly and distinctly, 
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"look car."' At the same time he made the 
sign for "look" and went around to each 
child in the circle saying,"'ook car, look 
me, look tree," etc. An "I" is a difficult 
consonant to pronounce and his 
articulation waS perfect! 
No diagnostic labelling, no 
assessments or tests, and no data to 
analyze. All these have been intentionally 
avoided in our program. Instead, we 
concentrate on the children and their 
individuality. The success of the 
music-signing program is in the happy 
face of the child who is understood, who 
knows that he can understand, and in the 
enthusiasm of the little fellow who 
combines signs, song and speech to say, 
"Look car, look tree, look me."... 


MaryDean Samanski (above) who wrote 
"Singing, Signing, Smiling," is a Registered 
Nurse with extensive experience in the field of 
psychiatry and mental retardation. For the 
past six years. she has worked as a 
Recreation and Crafts Counsellor, employed 
exclusively in music programming. Since 
September 1 976, she has been On leave of 
absence from Durham Centre for the 
Developmentally Handicapped at Whitby. 
Ontario. She describes her studies In "Early 
Childhood Education" as "an attempt to 
supplement my years of pracDcal experience 
with theory" and says that she is finding her 
sabbatIcal "very enlightening. " 
She is a member of the Canadian 
Association for Music Therapy, Ontario Music 
Therapy Association, Or" Society of Canada, 
College of Nurses of Ontario and Canadian 
Society for the Prevention of Cruelty to 
Children. 
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Muriel A. Poulin Public confidence in the health care system 
particularly in the medical services - and in 
the mind of the publi c the two are synon ymous 
- is at a low ebb. News media reports of 
spiralling costs and consumer demands attest 
to obvious consumer disenchantment. For 
years we have believed the propaganda that 
Western, and particularly North American, 
health care is the world's best. There is 
evidence, however, that for the human and 
financial resources we expend, and 
considering the fact that we represent some of 
the most technically advanced countries in the 
world, the system is ailing. 1 
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Nursing as a Primary 
Health Profession 
As part of that system, what is nursing's 
state of health? What is nursing's role and its 
responsibility in assuring that the health care 
delivery system is revitalized and made 
whole? If we are to be accountable as 
professionals we must give some thought to 
what it is that makes nursing unique among the 
health professions and to what it has to offer 
the consumer. Three key elements of nursing 
require clarification and reassessment: 


1. The Nurse as the Client's Alter Ego 
The various criteria or characteristics of a 
profession are familiar to all of us. There is 
some agreement that these include a body of 
knowledge, a code of practice, professional 
organization, and client service. In my opinion, 
the critical element is the service focus. It is 
within this frame of reference, a client 
orientation, that we must clarify our role in the 
system. Our first responsibility is to the client 
- the patient - or to an aggregate of clients or 
patients that is, the society in which we find 
ourselves. 
In the typical bureaucratic organizations 
in which we function, we have all too often 
allowed policies, routines and regulations to 
dominate and determine the role of patients. 
We have ignored individual needs and their 
implications for organizational change and 
have worked to maintain the organizational 
status quo rather than to meet needs of 
patients. It is time that each of uS recognized 
that as a primary health -::are profession we are 
accountable - not to the organization, not to 
the medical staff, not to the system - but to 
the clients we serve. This is our first 
imperative! 



mperative 


2. Code of Ethics 
Nursing has persuaded society that it should 
have certain powers and privileges, among 
them, control over nursing education, 
admission into the profession, and licensure. 
As evidence of its ethical posture, the 
profession has a code of ethics which is a 
commitment to its clients. The International 
Council of Nurses has a code that has been 
approved by member organizations of the ICN 
including Canada. In the United States, the 
American Nurses Association has developed 
a code specific to the American scene. These 
are all forms of contracts with the patient and 
with society and I suggest it is high time for us 
to reassess our responsibilities within the 
context of these stated beliefs and to 
determine clearly our accountability. 


3. Standards of Practice 
The standards of practice enunciated by a 
profession are another form of "contract" with 
clients. As they stand now, the Standards of 
Nursing Care enunciated by the Canadian 
Nurses Association imply competencies 
representative of primary care professionals. 2 
The question facing us is whether we will 
indeed function according to the standards 
and hence as primary care providers; whether 
we will indeed function to the extent of the 
potential inherent in the nursing profession. If 
we are going to try to alter the system, we must 
first answer this crucial question concerning 
our role in it. 
There is no doubt that the system will be 
altered and that the change will involve a 
power struggle of many groups and elements. 
Whether or not nursing will have significant 
input into that change will depend on its 
competence and confidence as primary care 
providers. 
Throughout its history, nursing has 
maintained altruistic goals but altruism withcut 
authority is seldom influential. All too often our 
aims have been mighty but Our "might" has 
been aimless. If we believe in our professional 
goals, it follows that we support the position of 
our professional organization. We accept its 
code of practice and we identify with the 
profession. Professional associations of 
nurses, cutting across the many spheres of the 
occupation, at the local as well as national and 
international levels, offer one of the most 
promising means of achieving nursing's aims. 
It is only through collective action that the 
authority of the profession will be exercised. 
The role of professionals and their 
professional organization in determining 
standards and controlling practice is 
something we need to look at. We are living in 
a period in which the quality of the health care 
system is being questioned and at the same 


time better qualified practitioners are being 
introduced into the system. Graduates of 
baccalaureate programs can be expected to 
exert mOre and more influence as they 
demand a greater voice in determining 
practice. Those of uS who are already in the 
system will be forced to decide whether we 
identify with nursing as part of the system or 
with particular institutions. One need not 
negate the other but priorities must be 
decided. Values must be weighed and a 
balance established between client needs and 
organizational responses to these needs. 


Barriers to Professional Development 
Today, the quality of care in many 
countries is not equal to the human and 
technical potential that exists in these 
countries, including, probably, Canada. 
Organizational, political and legal constraints 
have functioned to limit roles and to restrain 
group and individual development. If you think 
this is too broad a statement, consider: 
. the failure of nurse-midwives to gain 
acceptance. 
. the role of the nurse today compared to 25 
or 30 years ago. Formerly the nurse provided 
most of the care except for the physician's 
diagnosis and medical orders. In terms of the 
knowledge of that day, both roles were 
"extended'" There was a complementary lack 
of knowledge, whereas today both have a 
firmer knowledge base. Why did the 
knowledge: practice ratio in nursing fail to ke
p 
pace? We are not, on the whole, providing the 
quality and type of care possible in relation to 
the knowledge base available to us. 
. the specialist role today compared to the 
head nurse role two or three decades ago. The 
head nurse was truly a primary care worker 
and clinician - in the real sense of the word- 
again in relation to the day's knowledge. Why 
was the role not maintained through the 
years? 
. failure to include third-party payments to 
nurses as national health insurance plans 
developed. Did this contribute to full utilization 
of nurse potential? 
Obviously, nursing has not yet found its 
appropriate role in the structure of tOday's 
health care system. I believe that there are four 
major forces in society that have conspired to 
prevent our role enactment as professionals: 
medical dominance, female subservience, 
political naiveté, and low visibility. These 
constraints know no barriers and influence all 
of us, regardless of position. 


Medical Dominance 
There is no doubt that the dominance of 
the medical profession in the health care 
system has seriously limited the axercise of 


nursing's potential and thus the quality of 
health care in general. The tendency of 
medicine, particularly organized medicine, to 
concentrate on the interest of its own 
professIon has not always been in the best 
interest of the larger society. Its efforts to 
maintain the status quo rather than encourage 
social developments are well documented. 3 
Much closer to our own professional 
practice is medicine's newly awakened 
interest in the broad health picture. With the 
development of family nurse practitioners who 
can deal with the broad spectrum of family 
health needs, we must expect more 
involvement from medicine in health - as 
opposed to illness - care. 
In my opinion, control has evolved largely 
as a result of medical chauvinism. However, I 
believe that the practice of increasingly 
competent nurses will result in lessening of the 
medical mystique and greater awareness on 
the part of everyone that M.D.'s are not gods, 
but people of a scientific endeavor, with all the 
limitations, as well as skills, of mortal beings. I 
also believe that medical dominance cannot 
be considered outside of the male-female role 
question. 


Women's Role 
I agree wholeheartedly with Rothberg, 
who states that "our oppression as women 
health workers today is inextricably linked to 
our oppression as women..."4 We have 
traditionally faced overwhelming conditioning 
and indescribable brainwashing in learning 
women's "proper" role. As we all know, 
women's role is not intellectual. It is emotional 
and it is family-centered. It is dependent and 
non aggressive. It is not, of course, a 
leadership role! 
However, things are changing and there 
is an opportunity in today's society, particularly 
with the women's movement, to assert 
ourselves. It is now more acceptable for 
women to take definitive, initiating roles. 
Women are increasingly career oriented, 
regardless of their level of education, and 
more and more of them are working outside 
the home. It is obvious that the focus of activity 
for many of us is not in the home. Our lifestyles 
require satisfaction in contributing to and being 
"part of the action." In view of the state of the 
world, which is an outcome of long male 
dominance, I suggest it is long past time for 
women to playa greater leadership role in all 
aspects of our society. 
Certainly, as health care providers, we 
must become more assertive. Failure to 
question what we consider shortcomings in 
care is a disservice to our patients. If the 
quality of care is to be improved, nurses must 
function to their full potential. This means 
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throwing off the subservient role of women and 
maintaining active involvement in 
decision-making as health care providers. 


Political Naivete 
We live in the midst of political structure 
and yet we are politically naive. In the health 
care system and In the individual health care 
agencies, there are definite power bases, 
power centers and power structures. There is 
continual competition for control and obvious 
shifting distributions of power Relationship 
patterns display a variety of combinations of 
coalitions and alliances and a wide range of 
negotiation styles are evident in the many 
confrontations. 
Unfortunately, nurses have usually been 
on the fringe. We've avoided confrontations 
rather than acquiring skills in negotiations. 
We've developed patterns of avoidance rather 
than confidence in risk-taking. We've avoided 
true leadership roles rather than face conflict 
resolution. 
In the arena of power and authority, 
nurses - women, mostly - have been 
"programmed for failure." Authority to make 
decisions may be frightening, or at least 
anxiety-provoking, for it means breaking out of 
the security of dependency roles and being 
held accountable for the results of our 
decisions. 
It also means the need for discriminatory 
judgment in understanding the nature of power 
and the values of shared power. We are living 
in a time when the dominance of anyone 
group is to be deplored. Effective use of control 
will focus on public rather than on private 
interests and, for us, it will focus on providing 
nursing care services for all. If we are truly 
serious about our goals of meeting nursing 
needs of patients, we must be responsive to 
the pOlitical struggles going on in many of our 
agencies, and we must be equally serious 
about our involvement in policy 
decision-making. 
Such involvement will depena on me 
power and prestige afforded us in these 
agencies but we must avoid the trap of 
acquisition of power solely as a struggle for 
prestige and control. We must be cautious that 
use of power is for positive purposes. We must 
maintain our goals and focus the power we 
acquire on goal achievement: i.e. health needs 
of the people. 
My concern is with the existing imbalance 
in the power structure of the health care 
system to the patient's disadvantage. And it is 
with nursing and its appropriate role in that 
structure and system. 
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Low Visibility 
In order to attain power in any system, a 
group must have recognized status and 
prestige based on a variety of factors such as 
wealth, expertise, political popularity, position 
in formal organizations and numbers. Nursing 
is not likely to achieve its strength from an 
economic base in the near future. It has the 
potential, however, of achieving strength 
based on expertise in a critically-needed social 
service, and certainly it has the potential for 
power based on numbers. 
It is time for us in nursing to change our 
public image, to improve Our visibility, to inform 
the public of the extremely essential and 
positive contribution made by nurses and the 
nursing profession. 
For too long we have shied away from 
self-aggrandizement as a profession. I 
suggest that we, as individuals, must inform 
the public of nursing's contributions; but I also 
suggest that it is time that our collective efforts 
be directed toward a massive public relations 
campaign, one that will inform the citizens of 
our society of the primary and prominent role 
played by nursing in the total health care 
scheme. The public must be told how nursing 
is, and could be, contributing to its health 
needs. 


Recognizing our accountability 
Paraphrasing Freud's question: "What 
do nurses want, my God, what do they 
want?" Essentially, I believe, we want greater 
freedom; freedom to function to Our fullest 
potential, to contribute as primary health care 
professionals and to determine our own 
destinies as essential health practitioners. We , 
want equity in our focial and economic status. 
We want an end to the medical dominance of 
the health care system with its major thrust of 
medical care rather than consideration of total 
health needs of our society. 
The next five to ten years will be critical 
ones for the nursing profession and for the 
health care system. The effects of economic 
problems and cutbacks in health expenditures 
are already being felt. As nurses who accept 
our professional accountability, what can we 
do? The first step, it seems to me, is to get 
involved, both individually and collectively, in 
all aspects of change. I would recommend 
that: 



. Initially, we must commit ourselves to 
:>assessing our beliefs relative to nursing 
ractice. Regardless of the setting or the 
osition in which we function, basic beliefs 
lust be clarified. 
. We must reaffirm the primary role of nursing 
.nd the inherent authority residing in that role 
Ve must speak up as knowledgeable 
ractitioners in our daily practice, whether as 
taff nurses, administrators or educators. 
. We must assume individual as well as 
ollective responsibility to interpret nursing's 
,oie to members of the public as well as to 
,ther health professionals. 
. We must be confident in our roles as 
!rofessional practitioners. We must all throw 
)ff the shackles of the traditional, subservient 
1I0men's role and function as full human 
Jeings. Whether male or female, recognize 
(our worth as professional nurses. 
-. We must inform ourselves of the power 
Fenters in our agencies. We must all "tune in" 
tnd utilize the political structure in achieving 
.1Ursing care goals. We must choose leaders 
:vho are educated, intelligent, articulate, and 
vho have the inner fortitude to stand up for 
I rVha
 they know is right for the patient and for 
lUrslng. 
). We must overcome the anti-intellectualism 
;0 pervasive in our ranks and recognize that 
mly in functioning on a par with highly 

ducated, well prepared, scientifically oriented 
',ealth professionals will we influence 
jevelopments In the health care system. 
7. Finally, we must strengthen our professional 
Jrganizations, local, national and 
nternational. Collective action can accomplish 
Nhat individual effort cannot 
I believe we must define our beliefs and 
jevelop the inner fortitude and commitment 
jleCessary to take an aggressive and initiating 
I ole in promoting change in the health care 
:;ystem. We must become increasingly 
:;elf-conscious about our practice, our 
'3ducational preparation and our research. We 
:"ust recognize our accountability and function 
'as the patient's advocate. 
We have a vital stake in the health care 
system, not only as providers but as 
Iconsumers as well. The system of the future 
:lIIIill depend in large measure on our ability to 
clarify our roles. It will depend on our 
.astuteness in planning strategies for 
l.Jvercoming barriers to our role enactment as 
iprimary health care professionals. In short, it 
Iwill depend on our ability to demonstrate our 
,accountability as professionals and as a 
'profession. In the days ahead, this is the 
limperative that nursing will have to face.... 


Muriel A. Poulin, R.N. Ed. D., FANN, author of 
"Accountability: a profesSional imperative," is 
professor and coordinator of the Graduate 
Program in Nursing Administration, Boston 
University School of Nursing, Boston, Mass. 
She received her doctorate from Columbia 
University in New York. Dr. Poulin believes that 
"we have traditionally faced CNerwhe/ming 
conditioning and almost indescribable 
brainwashing in leaming women's 'proper' role" 
and points out that women have only recently 
begun to CNercome some of their inhibitions. "In 
view of the state of our health care system," 
according to Dr. Poulin, ''it is time for nursing to 
exert sound and definite leadership." 
This article is based on an address she 
gave to mark the opening ceremonies of 
Memorial UniversIty School of Nursing's 10th 
anniversary celebrations in St John's, 
Newfoundland, last Fall. 
........................................................ 
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A MUTED 
EXPLOSION... 


"The popular press and lay science writers exhibit an 
understandable fascination with the more exotic possibilities of 
genetic engineering: test tube babies, chimeras, and clones. But 
while they write and societies fantasize about spectacular events 
which may take place in upcoming decades, they often ignore the 
qUiet and more muted revolution in human genetics which is 
occurring right now - a muted explosion ... of knowledge and 
techniques which may be having more impact on parenthood, on 
the family, and on the rearing of life itself than cloning ever will... ", 
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Lucille Pakalnis, Josie Makoroto 
Any discussion of man's investigation into the 
reproductive process is guaranteed to evoke 
strong reactions, ranging from praise and 
enthusiasm to condemnation. There is 
scarcely an area of human endeavor mOre 
heavily shrouded in myth than that of 
reproduction. But right now, investigation into 
reproductive technologies is going on; 
knowledge in this area of the medical sciences 
is proliferating rapidly. The development of 
technologies attending such knowledge 
ensures that its influence is being felt more and 
more. 
As nurses, we are closely involved in the 
technologies; first as professionals in the 
health field, especially in the care of patients in 
research units; secondly, as members of a 
society whose fabric and structure may be 
affected by their use. 
The work going on in the reproductive 
technologies carries with it a range of 
questions, a number of serious ethical and 
moral Implications. But for the present, let us 
look at where the reproductive technologies 
are now, and at where they may be going. Our 
bibliography suggests a fraction of the works 
available on the implications and possibilities 
inherent in the development of such 
technologies, but we will look at the 
technologies themselves. 


Hands Off...? 
Public response to what is happening in 
the area of reproductive technologies seems 
to be related to the perceived motivation for 
research. Acceptance is greater when the 
result of research is more than merely 
informative. when it is perceived as being 
helpful to people. For this reason, Edwards 
and Steptoe in England have had little difficulty 
in finding volunteers for their research, (which 
includes in vitro fertilization) because their 
motives are seen as humanitarian; they wish 
to offer help to childless couples through their 
studies. 2 
But an uninformed public cannot make a 
sound judgment; the 'unknown' threatens. And 
in the area of human reproduction, there are so 
many unknowns involved. FOr example. we 
are just beginning to be aware of the 
tremendous effect the prenatal environment 
- the same environment such research 
attempts to recreate and work within - has on 


Fig. 1 Reproductive Technologies: 
Goals, Problems and Questions 


Goals 
1) to understand the actual process that occurs during fertilization. 
2) to assist fertilization in childless couples. 
3) to enable- monitoring of pregnancies, in order to detect genetIC 
defects, (e.g. Tay Sachs disease and Mongolism) and 
cure/eliminate/abort these. 
4) to supplement/replace natural reproduction with lab methods 
(IVF-IVC) to allow greater control over the number and quality of 
fetuses. 
5) to alter the genetic pattern ofthe fetus, either to correct an existing 
error or to enhance a particular "favorable" trait. 


Problems and Questions 
1) currently, artificially produced embryos cannot be maintained to 
viability, and must be sacrificed. 
2) "About 10% of couples are infertile due to genetic defect" 5 This 
defect could thus be perpetuated through genetic assistance 
3) some will escape detection due to lab error or sheer number of 
pregnancies to be screened. How wIll society treat these 
individuals? 
4) would remove reproduction from being a family event; 
depersonalizing; could normal psychic development of the fetus 
occur? 
5) DNA structure is extremely complex - there is danger of 
accidentally inducing further damage with repair attempts; could 
interfere with natural mutations allowing adaptation to our 
evolving environment, and jeopardize our race's surviv 


the ultimate outcome of the fetus. 3 ,4 
Another area of concern hinges on the 
status of the fetus in the eyes of the 
researcher.lsthe fetus in fact, ahuman being, 
with the rights of a human being? Is it on a par 
with lab animals, such as rats and mice? Is it a 
discrete tissue, useful for organ function 
studies? The question needs an answer, as 
such an answer will form the basis for the 
course of the research itself. 
Public reactions to investigation into the 
reproductive technologies tend to be strong, 
whether in favor or in opposition. This can be 
expected because such investigation goes to 
the heart of what man is, or seems to be, and 
presumes to alter that somehow. But valid 
opinions must be based on fact and not on 
myth. 


At the heart of the research, is a sincere 
appeal to go beyond myth. beyond the 
sacrosanct "hands-off' approach to 
examining such a fundamental aspect of 
humanity; to attempt to discern what is 
essence and what is explanation; to be able to 
act out of choice rather than because of 
limitation; and thus to arrive at a clearer, more 
accurate understanding of man's place in the 
universe. 


Goals 
The goals of research into human 
reproduction are attended by problems and 
very fundamental questions. Some of these 
are outlined in Figure 1. 


What is going on... 
The various techniques described seek to 
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Fig. 2 
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understand and enhance the processes 
involved in the fertilization of a human ovum. 
They are depicted in Fig. 2 


Artificial Insemination 
Artificial insemination has long been used as a 
practicai, efficient means of breeding animals. 
This procedure is now popular in assisting 
fertilization in childless couples. An estimated 
10,000 children are born annually in the U.S. 
through the use of this method. 6 
Sperm from the husband or a suitably 
matched donor are injected by syringe into the 
woman's cervix at the time of ovulation. The 
sperm may be fresh, or have been previously 
collected and frozen for storage. Impregnation 
frequently occurs after two or three such 
treatments. Several problems are created by 
the possibility of artificial insemination: 


. donors must be found with similar 
physical and intellectual characteristics to the 
husband 
. donors must be found who have families 
free of known genetic defect 
. religious, psychological and legal 
complications must be dealt with; they tend to 
cause further distress if marital discord 
develops 
. feelings of inadequacy in the husband 
must be dealt with; the common 
misconception confusing sterility and 
impotence must be cleared up 
Controlled Ovulation and Harvesting of Ova 
Under controlled hormonal stimulation, a 
woman's ovaries can be induced to mature 
one or more ova on a schedule known to the 
researcher. These ova are then removed by 
laparoscopy and aspiration. From the 
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woman's point of view this procedure entails 
little risk; but the chance of damaging the ova 
removed by a method relatively violent to them 
is great. 


In Vitro Fertilization 
The harvested ova may then be fertilized in 
vitro (i.e. in glass, a test tube) with the addition 
of human sperm. Visualization of this process 
by means of a microscope has revealed what a 
complex procedure fertilization actually is. 
Rather than occurring at a given moment, it 
spans a time period of up to 12 hours, with 
several discrete steps between contact of the 
sperm and ovum, penetration, and fusion of 
the nuclei. Any disrupting influence (i.e. 
bacterial/viral contamination, altered 
chemical environment, etc.) could lead to 
failure or to defective development of the 
resulting embryo. 
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In Vitro Culture 
In order to determIne that IVF has in fact, 
occurred, and that cell division is progressing 
normally, the embryo is maintained in a 
chemical bath and observed closely. As yet, 
this may only be continued up to the blastocyst 
stage, or 64 cell divisions, the stage at which 
the fertilized ovum is normally travelling down 
the fallopian tube to the uterus. Beyond this 
stage cellular specialization and organ growth 
begin, producing the as-yet-unsolved 
problems of oxygenation, nutrition, and waste 
disposal, normally provided for by the now 
implanted embryo.s placenta. Once the IVF 
embryo has reached this stage of 
development, the researcher is faced with 
three options: to attempt reimplantation of the 
embryo into the uterus for intrauterine 
gestation, to attempt to continue IVC with an 
artificial uterus, or to discard the embryo. 
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A major difficulty lies in the fact that the 
only apparent way to discover a supportive 
artificial environment is to expose the embryo 
to a series of hostile ones, a process of 
elimination. An entirely new living organism is 
created by IVF, and then because of our 
limited knowledge. exposed to what must be 
considered to be lethal conditions. 


Embryo Re-implantation 
It is at this stage that such scientists as 
Edwards and Steptoe. are trying to devise 
methods for transferring the embryo back into 
the uterus for lUG (intrauterine gestation). 
One method involves an abdominal 
incision into the uterus. but this has its 
drawbacks. It requires major surgery and 
traumatizes the uterus, which may lead to 
spontaneous abortion. 
A more promising method lies in the 
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insertion of a fine tube through the cervix and 
injection ofthe embryo into the uterus. To date, 
most sources state that this has not yet been 
accomplished (most embryos fail to implant. 
and one implanted in the fallopian tube). One 
researcher, Dr. Shettles of Columbia 
University, claims to have succeeded using 
the syringe procedure on a woman scheduled 
to have a hysterectomy. At operation, two days 
after the reimplantation .....an examination 
showed that it had implanted properly.....] 
Cloning 
For the sake of completeness, cloning should 
be mentioned, but the technical problems 
involved with such a delicate maneuver are 
such that it seems a much more remote 
possibility. 
In cloning. the haploid nucleus I 
(containing half the normal complement of 
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human chromosomes, or 23) is removed from 
an ovum and replaced with a diploid nucleus 
(containing all 46 chromosomes), perhaps 
from an intestinal cell. The now "fertilized" 
ovum begins to divide and ultimately produces 
an individual identical to the donor of the 
diploid nucleus, To date, this has only been 
done with reptiles such as frogs and 
salamanders, although work is progressing on 
perfecting the technique in mammals, 


Awareness 
Scientific investigation into the 
reproductive technologies is going on, and its 
going on now. The 'muted explosion' of 
knowledge and techniques is already making 
itself felt in the areas of artificial insemination 
and prenatal genetic testing and counselling. 
Man as we know him, and all that we call life, is 
under close scrutiny. 
Microscopic exploration is giving rise to as 
many questions as the answers it uncovers. 
With advances in this area, new dilemmas and 
responsibilities are created, The 
establishment of centers for bioethics is an 
expression of the need for answers to the 
puzzles created by scientific investigation and 
proliferating knowledge. 
Perhaps our first responsibility is to be 
aware as much as possible of what is going on 
in the sphere of reproductive technology. From 
here, we can begin to deal more knowledgably 
with the questions that will confront us. ... 


About the Authors 
This article evolved from a course in 
bio-medical ethics attended by the authors at 
the University of Sudbury. Lucille pakalnis 
(R.N., Montreal General Hospital School of 
Nursing, Montreal, Quebec) and Josie 
Makotoko (R.N., South Africa: P.H. 
Aberdeen) both ha ve extensive obstetrical 
experience, having worked in England, the 
West Indies, Africa and Canada. Currently, 
both are living in Sudbury, Ontario. They feel 
that the subject of reproductive technology is 
one "of tremendous importance to all nurses, 
both personally and professionally. At present 
Canada has no formal policy governing such 
research, and the public at large is similarly 
unaware and uninvolved in the matter. This is 
a very unfortunate state of affairs, as 
ignorance of any aspect of nursing having so 
potentially profound an effect on our lives is a 
serious handicap." 
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Statistics show that a large percentage of 
patients discharged from conventional 
psychiatric facilities are readmitted, not 
because of recurrence of pathology, but 
because of their inability to cope with what 
to them is an alien and hostile world. As 
one alternative to traditional psychiatric 
care, nurses working at the Lakeshore 
Psychiatric Hospital established a 
self-care unit on an experimental basis. Its 


staff members were confident that the 
supportive environment they were able to 
provide and its emphasis on greater 
patient responsibility could ease the 
transition for patients from hospital to 
community and result in fewer 
readmissions. 


The self.. care Dnit
 
a bridge 
to the community 


Patricia Bamngton 


Patient Study No. 1 
Twenty-four-year old John Gordon" was 
admitted to Lakeshore Psychiatric Hospital for 
the second time in March, 1975, One of five 
children of divorced parents, he had a long 
history of mental retardation even though he 
had completed Grade 8. Psychological testing 
done at the hospital showed a dull normal 1.0. 
with social and emotional immaturity. 
Following the previous admission, John had 
spent a year and a half in a sheltered home 
before being removed by his father, and sent 
back to his mother in March 1975. John's 
mother resented this, and the resultant 
problems precipitated his current readmission. 
When John was first transferred to the 
Self-Care Unit in July, he annoyed fellow 
patients and staff with his chIldish tricks and 
immature remarks. When he did not receive 
the attention he wanted. he would go off by 
himself and sulk. In contrast to this behavior, 
however, he took responsibility for the tasks 
assigned to him on the unit and obtained a job 
with Hospital Services. He surprised the staff 
there with his efficiency. reliability and 
intelligence. With frequent reassurances from 
staff and co-patients, John became better able 
to interact on an adult level and was soon 
talking about discharge plans. His medication 
was gradually reduced and then discontinued 
entirely. 
With help from staff he found a basement 
apartment in the community and upon 
discharge, moved in with a fellow ex-patient 
from the Self-Care Unit. Both young men 
managed very well cooking their meals, and 
working regularty. Also, John's relationship 
with his mother improved dramatically and she 
asked him to accompany her on a vacation. 
John has remained stable and self-sufficient in 
the community and continues to perform at a 
high level at his job in Hospital Services. 


. Names have been changed and derails altered 10 prevent 
Identoficatlon 01 IndivIduals bullhe essentoal facts are ta
en 
órectly from lhe hlslones of three of lhe pallents wt10 took pari 
In the program. 
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In July, 1975, we established a Self-Care Unit 
on an experimental basis at Lakeshore 
Psychiatric Hospital in Toronto. It was 
designed to provide a commune-type 
atmosphere for ten to twelve chronic male 
patients between the ages of eighteen and 
forty-five. Operated by one R.N. and one 
R.N.A., 24 patients have stayed on the unit 
over a 7-month period. Four of these patients 
were transferred back to their original units 
because they refused to accept the 
responsibility which went with the additional 
freedom offered in the Self-Care Unit. Twenty 
patients, John Gordon among them, have 
been discharged to the community and have 
not required readmission. 


A self-care unit setting provides a 
psychiatric patient with a transitional 
experience to bridge the gap between hospital 
and community living. In this warm, caring and 
supportive environment, our goal is to help the 
patient to relearn and practice living skills and 
to develop a feeling of responsibility towards 
himself and his fellow patients, thereby 
increasing the probability of his successful 
return to the community. By nature of its 
minimal equipment and staffing, its reduced 
number of readmissions and its subsequent 
reduction of hospital bed occupancy, it also 
offers a maximum of economy in a time of 
financial constraints. 
A typical program which initiates and 


The first and last word 
in all-purpose 
elastic mesh bandage. 


... 
. .. 
,rt...... ::-:t..... 
:;:
 
 


Quality and Choice 
. Comfortable, easy to use, 
and allergy-free. 
Widest possible choice of 
9 different sizes (0 to 8) 
and 4 different lengths 
(3m, sm, 25m, and sOm). 


": 
,' W!I
 .. 


Highly Economical Prices 
Retelast pricing isn't just 
competitive, it's flexible, 
and can easily be tailored to 
the needs of every hospitaL 


. .. 


Technical training 
. Training and group demonstrations by our representatives 
. Full-colour demonstration folders and posters 
. Audio-visual projector available for traming progra'11mes 
. Continuous research and development in cooperation with 
hospital nursing staff 
For full details and training supplies. contact your Nordic representative or 
write directly to us. 



@(;J@)O@ 


PHARMACEUTIQUES LTÉE 
PHARMACEUTICALS LTD 


2775 Bovet 51.. Laval, Quebec 
Tel: (514) 331-9220 
Telex: 05-27208 


promotes a sense of responsibility in the 
patient towards himself and others may 
include: 
. a written committment or contract by thl 
patient regarding his goals, objectives and ! 
probable length of stay in the Self-Care Uni1' 
. responsibility for household chores on ' 
commune basis 
. responsibility for personal medication I 
. preparation and serving of breakfast art 
lunch in the Unit I 
. participation in group discussion to 
encourage communication and the 
development of insight I 
. assistance in voluntary work in various 
hospital departments for specific periods I 
every day 
. discussion of job possibilities and 
opportunities or various upgrading program 
available in the community I 
. participation in the investigation of 
suitable accommodation and social 
recreational facilities in the community. 
Mature and experienced staff are 
necessary to provide the consistent suppor I 
and guidance that each patient in the self-car 
unit needs. As the noted psychiatrist, Dr. I 
William Glasser states, the staff must achiev' 
"the proper involvement, a completely hones 
human relationship in which the patient, fOI 
perhaps the first time in his life, realizes th'i 
someone cares enough about him, not only 'I 
accept him, but to help him fulfill his needs i 
the real world." The staff of a self-care unit 
must have the personality and maturity to I 
direct such a program. 
To maintain the continuity of personal' 
contact that is the very heart of the program 
staff members should be on fixed hours rath 
than rotating shifts, so that patients know Wh( 1 1 
and where they can find the particular 
individual they wish to consult. 
Prior to their transfer to the Self -Care Un 
many of these patients had poor prognose: 
but the changes that have occurred are I 
considered remarkable by the staff of the 
hospital. The studies that follow serve as 
examples of the progress psychiatric patien 
can make in a self-care unit environment. 


Patient Study No.2 
Larry Black was 24 years of age with a Grade 
XIII education. His mother and father were both 
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Jrofesslonal people and he had two younger 
,isters. His first admission was as an 
nvoluntary patient after being transferred from 
J general hospital with a diagnosis of 
3Chizophrenia. In November 1974, Lalry had 
:Jeen difficult to handle and had left hospital 
5everal times. 
During his first admission to Lakeshore he 
Has withdrawn, Isolated and seclusive. He was 
treated with Chlorpromazine until his discharge 
to a private sanatorium. One week after his 
discharge from the sanatorium, he was 
readmitted to a general hospital. When the staff 
Ifound him difficult to manage. he was again 
readmitted as an involuntary patient to our 
I hospital. 
Upon admission, Larry showed thought- 
olocking, delusions and experienced auditory 
hallucinations. He also had a history of 
self-destructive acts, and, one hour after 
admission made an attempt to jump out of a 
third-floor window, but was restrained by staff. 
With the administration of electro-convulsive 
therapy and phenothiazines, the psychosis 
i subsided quickly but he still remained 
seclusive. 
I In early April, plans were made to place 

 Larry on day care. However the weekend 
I before his discharge, he slashed both his wrists 
, at home. In May, he began working in Industrial 
! Therapy, but again, slashed his wrists after an 
, upset caused by a fellow patient. 
Over the summel months, Larry showed 
some improvement. His general affect was 
good and he was verbalizing more. In 
September, he started a general preparatory 
, course at a Community College but he seemed 
I anxious about it. His medication at the time 
I Included Chlorpromazine, Moditen, Stelazine 
and Kemadrin. 
When Larry arnved in the Self-Care Unit, 
I he was very shy and withdrawn. At first, he was 
! reluctant to speak out at the morning group 
, sessions, but as he got to know his fellow 
patients and staff he was able to express his 
opinions quite well. Larry took responsibility for 
the duties assigned to him. He attended his 
, Community College course daily and spent 
I weekends with his parents. After awhile. he 
told us of his real fears about pursuing higher 
I education. He felt that his family expected this 
of him but he preferred to work at something 
less intellectually demanding. In solving this 
conflict, Larry made plans to get a job and 
completed all the necessary arrangements 
himself. At the end of December, he was 
discharged to a halfway house, suggested to 
him by the staff, and there, experienced greater 
independence and became popular with the 
other men in the house. 
Although he had needed a great deal of 
positive reinforcement and support to make 
these moves, he made them. and has not been 
readmitted. His medication has been reduced 
I to Moditen injections every two weeks and 
Cogentin. His relationship with his family has 
improved and he visits them, but not as often as 
before. Now, he depends more on friends in the 
house and people in the community. 
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Patient Study No.3 
Tom Brown. 28-years-old. had completed 
Grade 9 and was employed as a laborer. His 
family history was poor. His mother was a 
llanic-depressive, his one brother had been a 
psychiatric patient at Lakeshore and his father 
seemed totally indifferent to his famify's 
problems. Tom also had one sister. 
Over a period of four years, Tom had been 
admitted four times with increasingly severe 
diagnoses of amphetamine psychosis. 
schizophrenia, personality disorders and drug 
abuse. Most recently, he was admitted after 
taking an overdose of Chloral Hydrate tablets, 
his second suicide attempt in a short period of 
time. Although quiet, withdrawn and lethargic, 
he sellled in fairly well on the ward and by late 
June, he no longer felt suicidal. He was closely 
observed by staff for a month. however, and 
was granted limited privileges. 
On admission to the Self-Care Unit in 
November, a psychological assessment 
showed that Tom had marked schizoid 
features, suffered from depression in schizoid 
personality and showed signs of borderline 
schizophrenia. He required intensive individual 
and group relationships that would provide him 
with the support he needed to further his 
independent functioning and rehabilitation. His 
medication included Nozjnan and Cogentin. 
Like many patients coming to the 
Self-Care Unit, Tom lacked self-confidence. 
But in a short time, he seemed comfortable and 
accepting of the emotional support on the Unit 
and he was able to speak up at the daily group 
sessions. He took responsibility for his own 
chores and lent emotional and psychological 
support to his co-patients on the Unit. He 
worked daily in Industrial Therapy, participated 
in social activities in the hospital and 
community and eventually became enrolled In 
an upgrading course in a Community College. 
His relationship with his parents improved and 
he achieved insight into his relationship with his 
brother. who had been upsetting him frequently 
in the past with his problems. 
Tom was discharged In February 1976, to 
a room in the community and until this time has 


remained independent of the hospital except to 
return for a minimum dosage of Moditen. 


In his book, "Reality Therapy," Dr. William 
Glasser states that everyone has two basIc 
psychological needs - "the need to love and 
to be loved, and the need to feel that we are 
worthwhile to ourselves and others.' 
Psychiatric patients for one reason or another 
are unable to fulfill these needs and have 
become irresponsible because they have 
never learned how to meet them. 
In a similar vein, another psychiatrist, Dr. 
Victor Frankl in "Man's Search for Meaning" 
says, "the therapist should increase the 
patient's responsibility. He/she must not 
protect the patient from conflict but show him 
how he may overcome it himself: 
demonstrating that he has untapped reserves 
of strength just as an architect may strengthen 
a decrepit arch by increasing the load upon it, 
forcing the parts more firmly together." 
It is the aim of the Self-Care Unit to help 
the participants in the program develop this 
feeling of responsibility which will enable them 
to give and receive love and to build the 
self-esteem and independence necessary to 
live outside the institutionalized or hospital 
setting. .. 


... 
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Patricia Barrington, (R. N., Sf. Mary s School 
of Nursing, Montreal) is presently nursing at 
Lakeshore Psychiatric Hospital in Toronto. In 
July 1975, she developed and organized the 
12-bed S elf- Care Unit which was an offshoot 
of a rehabilitation program using a token 
economy system. In February 1976, the unit 
was expanded to a 45-bed facility. 
Barrington is presently a member of the 
Health Planning CommIttee of the Social 
Planning Council of Etobicoke, Ontario and is 
taking courses towards her degree. 
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The nurse working in emergency is in an optimal position to 
develop a therapeutic relationship with the woman who has 
been raped. The hospital experience can be made a helpful 
one if staff are open, understanding, and knowledgeable in 
their treatment and support of the rape victim. 


the ra 


Sandra LeFort 


If you work in the emergency department of a 
large center, chances are that sooner or later 
you will be called upon to care for a victim of 
rape. In 1974, a total of 1,823" rapes were 
reported to police offIcials in Canada. This 
figure, however, barely skims the surface of 
those who are raped and never press charges. 
Many more victims arrive at a hospital for help 
than these statistics would have us believe. 
Experts estimate that only one rape in ten is 
ever reported. 
Some hospitals in Canada have refused 
outright to treat victims of rape while others 
show varying degrees of cooperation 
depending on the hospital staff involved. In the 
United States, despite nationwide efforts to 
improve the mental and physical care of rape 
victims, the situation is not much better. RN 
magazine (Feb. 1976) reported that many 
private hospitals have a "shut-door policy" for 
rape victims and those who are treated have to 
wait several hours in an emergency room, in a 
state of shock and with little privacy. 
A recent study by workers associated with 
the Montreal Rape Crisis Centre showed that 
78% of hospitals in the Greater Montreal area 
refused to answer a questionnaire concerning 
the protocol used in the care of rape victims in 
their emergency departments. Only 6 out of 13 
hospitals contacted were willing to have rape 
crisis centre workers present inservice 
education to hospital personnel about the 
realities ana myths of rape, the 
medical/nursing care required and legal 
aspects. 
Counsellors at rape crisis centres in 
several cities across Canada, when contacted 
by CNJ, unanimously agreed on one point: the 
emotional crisis that occurs in the life of a 
woman who is raped is often secondary or 
totally ignored by health professionals in their 
initial contact with her. One RCC worker in 
Ottawa described some nurses as "cold and 
matter-of-fact and seemingly unaware of the 
emotional support needed by a woman who 
comes into emergency after being sexually 


e victim 
. 
In emergency 


assaulted." This worker emphasized that what aid emergency room personnel, they have 
is lacking is an informed awareness on the part published a booklet entitled "Emergency 
of nurses about how an assault of this kind Room Care for Rape Victims." The following 
affects the victim's behaVIor. guidelines are excerpts from that booklet._ 
A counsellor at Rape Relief in Vancouver . 
stated: "Overall, the Vancouver medical 
people are fairly good but there are the 
occasional horror stories. Basically, the 
problem is ignorance and insensitivity on the 
part of the medical and nursing staff. What 
they may view as an innocent question i.e. 
'Where were you when it happened?" may sound 
judgmental to the women and be interpreted as 
'They think that it was my fault for being 
there.' We cannot sufficiently emphasize a 
rape victim's need for understanding and 
compassion." 
Societal attitudes are not on the side of 
the rape victim. Often, the prevailing attitude is 
that a woman who is raped had it coming to her; 
she must have done something to provoke the 
attack; she is out to get revenge or else cries 
rape because she is caught in an 
embarrassing situation. For those working In 
the health professions, such attitudes can and 
do prevent the development of helping 
relationships with women who have been 
raped. 
The woman who has been sexually 
assaulted needs assistance and support. The 
nurse in emergency is in an optimal position to 
use her humanistic skills to decrease the 
victim's fear and anxiety; to help herto be more 
in control of her situation by explaining what is 
happening to her and by listening in an 
understanding way; and to share valuable 
information about counselling services and 
fOllow-up treatment. In an attempt to increase 
knowledge and assist in the development of a 
sensitivity toward the rape victim. the Rape 
Crisis Centre in Toronto is contacting hospitals 
and providing inservice education workshOps 
to staff. As well as providing concrete 
information, sessions also allow for questions 
and discussion about the attitudes and 
feelings the staff have about rape. To further 


In 1975, the Provincial Council of Women 
of Manitoba prepared a Bnef on Rape 
which was supported by the Manitoba 
Registered Nurses Association and the 
Canadian Nurses Association. Among 
others, their recommendations inctuded. 
changing legislation to recognize rape as 
sexual assault; revising courtroom 
procedure; expanding counselling and 
other supportive services: revising 
medical procedures; expanding public 
education; providing treatment and 
counselling services for sex offenders. 
In March 1976, the Criminal Code 
was amended and did incorporate some 
of these recommendations into the new 
legislation, The Justice Department has 
conceded the pOint that moral judgments 
are out of place in criminal courtrooms 
and, correspondingly, limitations have 
been placed on the defense counsel's 
right ta cross-examine women about their 
character and past sexual conduct. Such 
questions may be asked only if the 
information is essential to a fair trial. Other 
amendments give the judge great 
discretionary power. Depending on 
circumstances, the judge may insist that a 
victim's identity be kept secret; that the 
public be excluded from the trial; that the 
location of the tnal be changed - this is 
particularly beneficial for women in small 
communities. 
Many people, however, feel that the 
recent amendments to the Canadian rape 
laws do not go far enough. In response to 
this criticism, Justice Minister Ron 
Basford has stated that a general revision 
of all sexual offenses within the Criminal 
Code is in process. 


. S/sbs/JCS Canada Ca/alogue numbðr 85-205, annual pubhcabon 
Cnme end TraJ/Jc Enforcement Stebsllcs. 1974 
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Guidelines for Care of 
the Rape Victim 


If emergency room personnel are aware of the 
psychological implications of the rape 
experience, they have an excellent 
opportunity to reassure the victim and to help 
her to regain her equilibrium. If the rape victim 
does not encounter aware and sympathetic 
staff, the hospital procedure will probably only 
further frighten and upset her. Caring for the 
rape victim's emotional state is more than just 
an act of kindness. It is potentially the 
prevention of future psychologic disorders. 


1 . The patient should not be given low 
priority on the grounds that her physical 
injuries are slight. She is frightened, upset, 
possibly exhausted and should be examined 
as soon as possible. This is important for legal 
as well as medical reasons. Specimens should 
be obtained for forensic testing as soon after 
the incident as possible. 


2. If a wait is unavoidable, she should be 
placed in a private room away from the 
embarrassing curiosity of other patients. Any 
unused space can serve this purpose, a 
conference room for example. 


3. She should never be left to wait 
alone. The presence of a supportive and 
sympathetic person is essential. If a rape crisis 
centre is in your community, a caseworker can 
be called by the victim or the nurse to provide 
support at the hospital and to accompany her 
to the police station or her home afterwards. 


4. It is crucial that the nurse display a 
sympathetic, non-critica/, and non- 
judgmental attitude towards the victim. 
Societal attitudes are n(,t on the side óf the 
victim and any attitude \/hich blames her will 
only serve to abort any therapeutic 
relationship. It is inappropnate for medical 
personnel to express any judgments or 
opinions as to whether rape actually occurred 
or whether the victim was at fault. 


5. The offer of small comforts such as 
coffee, kleenex, cigarettes, etc. can be very 
reassuring and may help her feel more at 
ease. She should be kept warm at all times. 


6. Telling her story may be a relief or it 
may be a painful reliving of the incident. In 
either case, she should have to answer 
questions only once, preferably to the nurse 
who remains with her until the medical 
examination. Any attempt to pressure or force 


her into giving details of the incident or 
submitting to the pelvic exam will be 
experienced as a continuation of the violence 
and coercion of the rape. There is no need for 
the woman to relate the entire story to medical 
personnel. 


7. The fol/owing kinds of information 
are relevant: 
- Medical history: menstrual, 
contraceptive, VD history, pregnancies, etc. 
- the time of the alleged assault: whether 
she bathed or douched afterwards. 
- whether penetration occurred or if 
ejaculation occurred elsewhere on her 
body. 
- non-genital physical trauma e.g. pain. 
- whether she scratched or injured the 
assailant. 


8. The woman herself has the right tó 
choose the persons she wishes to notify about. 
the incident. She may want to contact the 
police, friends, relatives, or the Rape Crisis 
Centre. The hospital is under no obligation to 
automatically call the police. 


9. All medical examination procedures 
should be explained to the patient in advance. 
Rape victims need emotional support at this 
time. The assurance that the examination is 
happening with her full understanding and 
consent is very important. Rememberthat she 
has just experienced a violation both of her 
body and her right to consent. 
To protect everyone involved, consent 
forms should be obtained from the patient for 
the examination, the collection of specimens 
and the release of evidence to the authorities. 


1 O. If possible a doctor who is sensitive 
to the implications of the rape on her 
emotional state and her family life should 
examine the victim. She may find the 
examination less threatening if it is performed 
by a female doctor. 


phosphatase if indicated 
- pubic and head hair specimens of the 
patient 
- other specimens which may be taken 
are anal swabs; dried stains on the skin; 
fingernail scrapings. 
If the woman is not sure whether she 
wishes to report the incident, it is possible to 
store the specimens under refrigeration for 
24-48 hours without contacting the police. 
Specimens sent to the forensic lab should not 
be sprayed or placed in any kind of 
preservative. All samples must be sealed, 
dated and signed by appropriate staff. 
Before and during the medical examination: 
- explain exactly what is is going to 
happen. She is probably very frightened 
and it may be her first internal exam. 
- make sure a woman is present at all 
times. 
- do not expose her any more than is 
necessary - provide a blanket. 
- allow her to undergo the internal exam 
in the position which she finds most 
comfortable -lying down or semi-sitting. 
- warm the speculum with warm water 
only. 
- try to make her feel as comfortable and 
as calm as possible - it may seem like 
a second rape. 
- if she is reluctant to discuss the 
incident, ask only direct questions 
relevant to her immediate care and to the 
collection of evidence. 


12. In the case of young children, a 
complete internal exam is not necessary. 
Specimens may be obtained with a sterile 
pipette. Many large centres have experienced 
team members who are available to examine 
and counsel sexually assaulted children and 
their parents. 


13. Someone must be available to 
accompany the woman from the hospital to 
her home. It could be a friend, relative, a police 
officer or a rape crisis centre caseworker. If 
she lives alone, suggest that she spend the 
night with family or friends. 


11. It is never necessary for a police 
officer to be present in the examination room 
during any part of the physical exam for legal 
purposes. The examination will include the 14. If the woman appears distraught, it 
collection of specimens: may be advisable to encourage her to seek 
- direct smears from vaginal 
I and professional counselling. She must 
cervix understand, however, that this is simply to help 
- vaginal washings (10 cc normal saline) her deal with a crisis in her life and does not 
for centrifugation and smears and acid imply any underlying neurosis. I 
I 



15. Initial responses to sexual attack 
tend to fall into one or two categories 
--expressed reactions such as crying, 
trembling, nervousness or laughter or- 
repressed reactions such as outward calm, 
and controlled behavior. She may insist that 
there is nothing wrong with her. In many cases, 
the victim with repressed reaction is not 
believed by staff. In one case, a rape crisis 
centre worker observed that a nurse would not 
believe the victim "because she was not 
, crying." 
Studies indicate that approximately an 
equal number of women react in each way. 
r After the initial acute reaction, the victim enters 
a period of withdrawal or repression when she 
simply doesn't want to think about the incident 
at all. It is important for nursing staff to be 
aware of this stage when recommending 
I fOllow-up tests for VD and pregnancy. Unless 
the importance of these tests is impressed 
I strongly on her, she may ignore them as 
reminders of a painful fact she is trying to 
forget. 


16. The woman must understand the 
need for follow-up treatment. Some form of 
I venereal disease or infection is a possible 
result of rape. She should make appointments 
at the hospital or with her own doctor for tests 
for gonorrhea after three weeks and syphilis 
after twelve weeks. 
Many women worry about becoming 
, pregnant although this actually happens in 
very few cases. If she is at a dangerous point in 
I her cycle, she should be told when and where 
I to get a pregnancy test.4r 


I 
I Suggested Reading 
i 1 Brownmiller, Susan. Agamst Our Will. Men, 
I Women and Rape. New Yo
, Simon and Schuster, 
1975. 
,2 Burgess, Ann. Crisis and Counselling 
I Requests of Rape Victims, by...and Lynda Holstrom. 
! NursIng Research. 23:3:196-202, May 1974. 
3 Burgess, Ann. The Rape Victim in the 
I Emergency Ward by... and Lynda Holstrom. Amer. 
i J. Nurs., 73:10:1741-5, Oc
. !3. . . 
I 4 Burgess, Ann. Rape: VIctims of O"I51S, by...and 
Lynda Holstrom, Maryland. R.J. Brandy Co., 1974. 
5 Williams, Cindy Cook. Rape: A plea for help in the 
hospitaJ emergency room by... and R. Arthurs. 
Nurs. For. 12:4:388-401, 1973. 


I would lIke to thank the counsellors at the Rape 
Crisis Centres in Vancouver, Ottawa, Toronto and 
Montreal for their cooperation and willingness to 
help in the preparation of this article. A special 
''thank you" goes to the Toronto Rape Crisis Centre 
for their permission to use part of their booklet 
"Emergency Room Care for Rape Vicöms." 
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Every nurse has memories buried somewhere of what it was like to be a first 
year student, meeting totally new experiences every day and having to deal 
with them - somehow. And there are patients that we can remember as if it 
were just yesterday. This diary shares the day-to-day 'ups-and-downs' of a first 
year nursing student, and her patient, Mrs. B. 



 \ 
:::y 
 
::yQò . 
CtJ d 

 
ra. 
n 


, 


.. 


- 


Heather Sproul 
August 3 
Am working afternoons all this week...Light 
was on above 1017, and I walked into the room 
to find a very thin and tiny patient curled up at 
the foot of the bed. She wanted to use the 
bedpan. Noticed that her right arm was 
extended by an armboard held in place by a 
Kerlex. bandage, that was wrapped from her 
hand to her upper arm. She had an IV - and I 
came to the conclusion that the needle must 
have been somewhere in the area of her 
anticubital fossa. 
She was also on a cardiac momtor and 
oxygen by nasal prongs - quite a collection of 
tubes and wires for a little lady. It seemed to 
me that she was a pretty sick cookie. Asked if I 
could have her as my patient the next day. 


. Ker/eK IS a regIstered trademark 01 Kendall Company (Canada) 
um/ted 
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August 4 
Mrs. Burton is officially my patient, and I hope 
that I've done the right thing in requesting her. 
I'm pretty sure that I can cope, but time will tell 
if I've bitten off more than I can chew. 
She needs help with meals as she is right 
handed, and refuses to use her left hand. Her 
IV is in her right brachial vein... a rather stupid 
place for it in my opinion, but I guess that 
sometimes it's a matter of putting it wherever 
they can find a vein. 


August 5 
I seem to be coping fairly well with Mrs. Burton. 
Her intravenous is still in her right arm and she 
doesn't appear to be any happier about it. 
Tonight she said that she hates to see her 
supper tray go, because it means that the 
doctors are going to come in and fiddle with her 
IV, and that hurts. When I took her tray away, 
she was almost in tears. 
She seems to be a rather unusual person, 
"spaced out," very flat in her facial expression. 
She always seems preoccupied and doesn't 
have much interest in anything that is going on 
around her. 
She only picks at the food on her tray - 
tonight all she had for supper was tomato juice 
and milk. She says that just the sight of food 
makes her feel ill, and as she eats, a kidney 
basin is her constant compamon. 
I suppose it isn't any wonder that she 
seems apathetic, picks at her food, and 
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appears morbidly preoccupied. In my opinion 
her recent medical history must be very I 
discouraging for her. At 63 years of age, Mr
 
Burton is married, but has no children. Three! 
months ago, she had a massive myocardial 
infarction, and was admitted to the Corona" 
Care Unit at a regional hospital. When her ., 
condition was more stable, she was 
transferred from CCU to a cardiac floor. AboL I 
a week later, she was transferred to Kingstol 
General Hospital and admitted to CCU therf 
with a diagnosis of pulmonary embolism anI 
congestive heart failure. 
By the time I met Mrs. Burton, she had 
been in the hospital for a long time, and hel 
problems were considerable. She was 
diagnosed as having peripheral neuritis, 
congestive heart failure, myocardial infarction 
pulmonary embolism, and leukopenia. I 
August 6 
1945 hours 
Mrs. Burton complained of sharp mid-sterne' 
chest pains. Her blood pressure was 120/65 
pulse 70, and regular. Her face was very pale 
and drawn. Remembered from my reading 
that patients suffering one M I will probably I 
have another, more serious, infarction. I 
figured that she was doing just that, and askec 
the doctor to take a look at her. After his 
examination, the doctor asked me what Mr
 
Burton had eaten for supper. Then he aske 
me what I thought her problem was. When I 
told him what I thought, he laughed for wha 
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I 
seemed to me to be a long time, told me Mrs. 
,Burton had indigestion, and asked if he could 
Igive her an antacid. He assured me however, 
that I had been right to call him - that it was 
.always better to be on the cautious side. Did 
Imy charting and sat and read Mrs. Burton's lab 
reports until I went off duty. She has had two 
Ibone marrow biopsies done. Will have to do 
'some reading about leukopenia tonight. 


IAugust 7 
IMrs. Burton was asleep when I went into her 
,room for 1600 hour vital signs. I guessed that 
I the lung scan she had earlier this afternoon 
had taken the puff out of her. 
I As Mrs. Burton slept, I began to count her 
respiratory rate. Her breathing was shallow. 
land regular. As I counted, the depth of her 
I respirations increased gradually, and then 
suddenly she stopped breathing for about ten 
I 'seconds, This really threw me. I thought that 
she'd had a respiratory arrest, until her 
breathing began again, shallow and regular. 
For a few minutes, she followed the same 
I pattern ... Cheyne -Stoking? This time I decided 
to talk to my instructor before I called a doctor. 
I Quiet after supper. Mrs. Burton was 
I napping, so I read more of her chart. Still no 
i word on the cause of her leukopenia. 
At report this afternoon, our instructor 
I suggested that if we had any spare time this 
evening, we should look up Valium in the 
I C. P.S., as it is the most widely prescribed drug 
I in the world, and just about all the patients on 
the floor are taking it. Mrs. Burton has been on 
Valium since the beginning of her illness. So, 
when I'd finished with Mrs. Burton's chart, I 
decided to tackle theC.P.S. and Valium. There 
it was on page 222 - the mOre senous 
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adverse reactions occasionally reported are 
leukopenia"... hmmm. 
Went to my instructor with my findings and 
she suggested that I talk to one of the doctors 
about it. The doctor seemed to think that I had 
taken leave of my senses, and informed me 
that Valium-induced leukopenia is extremely 
rare (why can't Mrs. Burton have a rare case of 
Valium-induced leukopenia?)...Crushed. 


1950 hours 
Again, Mrs.Burton complained of sharp 
mid-sternal chest pains. She looked like death 
warmed-over. Decided to play it cautious 
again and have a doctor take a look at her. He 
gave her one nitroglycerine sublingually and 
Mrs. Burton settled down in aboutfive minutes. 
Earlier in the evening, I had placed Mrs. 
Burton in the textbook position for a person 
with dyspnea. But when the doctor came in, his 
first comment to me was that she was likely to 
smother in all those pillows. So much for my 
positioning skills. 
My last evening. Next week, /11 be on days 
and Mrs. Burton will need a bed bath. With two 
IVs, cardiac monitor wires, and oxygen in the 
way, one of us is bound to get hanged. We'll 
see. 


August 10 
At report this morning, found out that Mrs. 
Burton needs a nose and throat swab to be 
sent for culture and sensitivity. This should be 
no problem tor me as I've done swabs before 


in microbiology labs. Plan on doing the swabs 
before breakfast along with eight o'clock vital 
signs. 
Swabs went without a hitch. So did the 
bed bath, Mrs. Burton was taken off the 
cardiac monitor sometime over the weekend, 
so that meant one less set of cords for me to 
worry about. Noticed reddened area just below 
her coccyx. I'd better get out the brown soap 
and try better positioning too. (I take the 
weekend off, and the place falls apart). 
Mrs. Burton is still pretty lethargic and has 
no interest in what's going on around her. 
Thought last week that it might be because of 
the day's activities, but now I'm more inclined 
to think that it's due to the long period of time 
she s been in hospital. 
Felt that I was doing a fairly good job with 
Mrs. Burton until I read her chart this morning 
The psychiatric resident was down to evaluate 
Mrs. Burton yesterday. He found her to be 
deteriorating mentally, slow, demented, and 
unkempt. III admit that Mrs. Burton s hair is 
disheveled - it's short, she s between perms. 
and she's having oxygen by nasal prongs. The 
psychiatrist is scheduled to see her tomorrow, 
so I'm going to try to improve her appearance 
with a snappy new hairstyle before he sees 
her. 


August 11 
Things were going fine with Mrs. Burton until 
breakfast arrived - her IV had gone 
interstitial, so one of the doctors decided to 
remove it and restart it after Mrs. Burton had 
finished breakfast. Mrs. Burton s toast was 
ice-cold so I toddled off to make her some 
more. Got back to tind that her IV had sprung a 
leak - blood all over the bed, pouring out from 
her IV site. Grabbed a couple of 4 x 4's, applied 
pressure and elevated her arm. Realized that 
Mrs. Burton is on heparin therapy and that 
she'll take her own sweet time to clot. During 
all of this, Mrs. Burton was munching away on 
her toast, happy as a little clam. 
Got the bleeding stopped. Took her tray 
away and came back in time to see Mrs. 
Burton's breakfast coming back up. All in all, 
she vomited 100 mls ot undigested food. 
Guess she was pretty worn out at this point - 
she practically begged me to let her rest tor 
half an hour before I gave her her bath and did 
her hair. Fifteen minutes later, guess who 
walks into Mrs. Burton's rOom - the 
psychiatrist and his band of interns and 
residents (I just can't get ahead!!). 
My instructor and I sat in on his 
consultation. Learned a lot about interviewing 
trom watching the psychiatrist - he has the 
best technique that I've ever seen - he keeps 
the whole interview very open-ended, doesn't 
appear to be rushed and asks very few 
questions, lets the patient do just about all of 
the talking. In the huddle outside Mrs. Burton's 
door afterwards, he stated that she did not 
appear to be deteriorating mentally at all, but 
was probably just frustrated with her 
prolonged stay in hospital. He prescribed 
home fOr her just as soon as her physical 
condition would allow it. What a load off my 
mind! 



August 12 
First half of this morning was relatively 
uneventful. That brown soap and massaging 
really works - the red spot on Mrs. Burton's 
coccyx has disappeared. She had no 
problems with breakfast today. 
At about 1100 hours, she said that she 
wanted to use the commode chair. After about 
fifteen minutes on the chair, her light went on. 
Mrs. B. announced to me that nothing was 
happening and that she wanted an enema or 
suppository or else she was going to faint. Told 
her I'd check with one of the nurses and let her 
know what the verdict was. A nurse suggested 
that Mrs. Burton sit on the commode for 


another fifteen minutes. Fifteen minutes later, 
Mrs. Burton stated that if I didn't give her an 
enema or suppository, that she would faint! (a 
fact which wouldn't surprise me at all). 
The nurse told me that since Mrs. Burton 
was so determined, it might be best to ask her 
doctor for a glycerine suppository. So, I got to 
give my first suppository. and Mrs. Burton got 
results. 


August 13 
Decided today to get one of the other students 
to help me and between the two of us we'd 
wash and set Mrs. Burton's hair. Found out 
while we were washing it (in bed) that it hadn't 


Sometimes, baby gets 
more air than formula. 


---- 
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That's why we make soothing, 
peppermint-flavoured Ovol 
Drops. 
Ovol is simethicone, an 
effective but gentle antiflatu- 
lent that relieves trapped air 
bubbles in baby's stomach and 
bowel without irritating gastric 
mucosa. 
Ovol works fast. And that's a 
rei ief for baby. And for mother. 


Also available ,n adult-5trength 
chewable tablets. 
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been done for seven weeks. Greta set Mrs 
Burton's hair while I gave her a bath and thE 
two of us got her sitting up in her chair with tt 
hair dryer. Changed her bed and tidied up tho 
room. Was time for lunch at this point, so WI 
combed Mrs. Burton out and put on her 0\\ 
nightgown and bathrobe before bringing he 
tray in. Quite a change - Mrs. Burton glowed 
Just after hertray was brought in, her husban 
and sister dropped by to see her. I just couldn I 
believe myeyes-Mrs. B. not only showed a , 
interest in things but ate just about all of hE' 
lunch (it stayed down, too). 
August 17 
Back on afternoons this week. Mrs. Burton r 
really showing improvement. She asked m,l 
what I did to keep out of trouble last weeken( ! I 
Her chart says that she can be ambulate, 
in her room with assistance, so maybe afte 
supper, the two of us will go tearing around hE 
room. 
Always figured that Mrs. Burton was 
about four foot nothing in her stocking feet 
Was ql,lite surprised to find that when she g 
up out of bed that she's really a lot closer to fi" I 
foot six. She didn't tolerate the rip around h 
room too well- felt dizzy and short of breatl 
-'probably partly because she's been in bE 
for so long. Maybe she'll do better tomorro 
night. 
August 18 
Mrs. Burton made it around her room twiCE 
tonight! She still needs a lot of assistance ar 
encouragement but she didn't get really tire 
until halfway through the second lap. 
Tomorrow night I'm going to try to get her 
walk out in the hall. 
August 19 II 
Made it all the way up to the door of the CC 
with Mrs. Burton tonight. She's beginning t 
tolerate ambulation quite well and In no time. 
all, she should be roaring up and down thE 
halls. 


August 20 
Came on duty this afternoon to find Mrs. 
Burton's room empty - she was discliargl 
this morning. She's gone, and I'm really goir 
to miss her. She was an interesting lady, an. 
really leamed a lot from her. Thanks alot, MI 
B... 


Author's note: Heather A. Sproul is current I 
a second year nursing science student at 
Queen's University, Kingston, Ontario. She 
wrote this article during the clinical 
intersession of her first year. She is intereste 
in specializing in orthopedics or burn therB{. 
upon graduation. 
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Pampers construction 
helps prevent moisture 
from soaking through 
and soiling linens. As a 
result of this superior 
containment, shirts, 
sheets, blankets and 
hed pads don't have to 
be changed as often 
as they would with 
conventional cloth 
diapers. And when less 
time is spent changing 
linens, those who take 
care of babies have 
more time to spend on 
other tasks. 


Instead of holding 
moisture, Pampers 
hydrophobic top sheet 
allows it to pass 
through and get 
<<trapped" in the 
absorbent wadding 
underneath. The inner 
sheet stays drier, and 
baby's bottom stays 
drier than it would in 
cloth diapers. 
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Books 


Essentials of Communicable 
Disease, 2ed. by Mary Elizabeth 
Mcinnes. 401 pages. The C. V. 
Mosby Company, SI. Louis, 
1975. Canadian agent: Mosby, 
Toronto. 
Approximate price $10.00 
Reviewed by Christina Gow, 
Assistant Professor, School of 
Nursing, UniversIty of British 
Columbia, Vancouver, British 
Columbia. 


The author's suggestion that this 
book could be used as a quick 
reference is, in the reviewer's mind, a 
correct one. The text's contents cover 
a wide range of material, beginning 
with an introductory section which 
deals with such topics as historical 
events, scope of control, immunology, 
social, psychologic and economic 
factors, jet-borne communicable 
diseases, care of patients with 
communicable diseases and rashes. 
This section is very general and 
somewhat repetitious. Reference 
material dating from the early and 
mid-sixties is not very current as the 
book was published in 1975. The 
author has attempted In this 
introductory section to present 
material in an interesting way. One 
problem involved in such a broad 
introduction is the sheer bulk of 
material available. 
The author then divides the text 
into sections dealing with the specific 
diseases of varied causes: 
Section II deals with Bacterial 
Diseases: Part A - Infectious 
Diseases and Part B - Enteric 
Diseases. This classification is 
confusing, as both Part A and B 
diseases are highly communicable, 
eg., Tuberculosis (Part A), Typhoid 
Fever (Part B). In this section. 
references cited are again often from 
the sixties; in one instance(dealing 
with tuberculosis) the author referred 
to a 1959 reference on the 
effectiveness of chemotherapy. 
Section III deals with Viral 
Diseases. A table is presented on 
page 222 which outlines the 
classification of viruses, but no 
reference is cited. This introduction 
would have been more beneficial had 
some of the types of viruses been 
further explained. More detailed 
information would help the beginning 
reader, although the book does not 


claim 'exhaustive coverage.' A further 
suggestion is that the glossary could 
have been more detailed. 
Sections IV, V, and VI deal with 
Arthropod-borne diseases, diseases 
caused by fungi, and Helminth 
infections. The information in these 
sections is of use for quick reference. 
The treatment sections under 
each of the diseases are not up to date 
in all cases eg.: with Scarlet Fever it is 
stated "bed rest is mandatory for one 
week." 
This text would be useful to 
student nurses as a reference guide 
and not as a basic textbook. The writer 
has attempted to cover many 
diseases and has presented a source 
which will be of use as a beginning 
reference for the nurse. 


Diagnostic Procedures. A 
Reference for Health 
Practitioners and a Guide for 
Patient Counseling by Barbara 
Skydell, R.N., M.A. and Anne S. 
Crowder, R.N., M.A., Little, 
Brown and Company, Boston, 
1975. 
Reviewed by Lou Lewis, R.N., 
M.Sc.N., Instructor, Nursing 
Department, Ryerson 
Polytechnicallnstitute, Toronto, 
Ontario. 


This book provides a quick and 
easy reference for health 
professionals who prepare patients 
daily for various diagnostic 
procedures. It emphasizes the need 
for creative patient teaching regarding 
diagnostic tests, and for 
communication with the patient so that 
he will know what to expect before, 
during, and after an unfamiliar 
procedure. 
The book is divided into twelve 
sections. The first section is an 
overview which deals with an 
approach to commUniCation, and 
explains the format of the book. It also 
discusses such factors as time, 
patient attire, consent and diet that are 
common to successful completion of 
many diagnostic tests. 
The next ten sections of the book 
discuss the diagnostic procedures 
themselves. The tests outlined include 
those used in neurology, 
opthalmology, urology, the biliary and 


gastrointestinal systems, 
cardiovascular and respiratory 
systems, and female reproductive 
system. Also included are 
radioisotope scanning, ultrasound 
and additional procedures. Each 
procedure described follows a similar 
formal. It includes purpose, time, 
location, personnel, equipment, 
technique, preparation, patient 
sensations, and aftercare. The book 
covers the most commonly performed 
procedures and those for which health 
personnel most often prepare 
patients. 
A positive feature of this book is a 
listing of sensations the patient may 
experience as well as points to 
remember in the aftercare of the 
patient following each specific 
procedure. 
. This book should be used as a 
basic, handy reference for health 
professionals. It is not designed as a 
definitive reference on either a 
procedure or its diagnostic 
implications. Rather, it should be most 
helpful as an immediate source of 
basic information for patient 
instruction. It could be a helpful 
resource for students and 
practitioners. 


Maternal Health Nursing 
Review. by Josephine Evans 
Sagebeer. New York, Arro 
Publishing Company, Inc., 1975. 
Approximate price $6.00. 
Reviewed by Patty Ellis, School 
of Nursing, Faculty of Health 
Sciences, McMaster University, 
Hamilton, Ontario. 


The purpose of the ARCO 
Nursing Review Series, and more 
specifically the Maternal Health 
Nursing Review, is to provide nurses 
and nursing students with a 
comprehensive review of a specific 
nursing subject, in this instance 
maternity nursing. This is done 
through multiple choice questions plus 
a few matching questions with 
answers and brief explanations given 
at the end of each chapter. Each 
chapter looks at a different area of 
maternity care so that there is 
complete coverage of the subject. The 
questions and their answers are 
documented as to their original 
source. The reader is then able to 


authenticate all of the material 
presented if she/he so desires. 
The book is certainly 
comprehensive in its factual coverage 
of maternity nursing, of both normal 
and abnormal cases and can be used 
for examination preparation and 
continuing education. 
It does, however, have several 
limitations. First, many questions 
dealing with either statistics or history 
are irrelevant for Canadians as the 
information given is American. 
Another limitation is the quality of the 
questions themselves. Most of the 
questions require only memorization 
of facts. Very few of them require 
thinking on the part of the reader. 
In addition, the technique of 
writing good multiple choice questions 
has not always been applied as many 
errors can be noted in the questions 
themselves. For example, the use of 
"all of the above" or "none of the 
above" as distractors is fairly common 
throughout the book. Other questions 
deal with useless information such as 
asking how many maternal deaths 
there were in 1963 (page 11, question 
27). The final limitation is that the 
material presented is a review of 
textbook information which is often 
outdated due to the time process 
involved in publication 
Despite the limitations, the book 
is thorough in its coverage of maternity 
nursing as this subject is presented in 
the present textbooks. As long as the 
reader is aware of the limitations, the 
book can accomplish its purpose of 
aiding with the education of nurses 
and nursing students. 


Did you know ... 
Why do couples risk conception, even 
though they definitely do not want a 
baby? This question, recognized as 
central to utilization of contraception, 
was the principal theme of a 
symposium taking place at the Ontario 
Science Centre in Toronto late in 
1975. The proceedings of the 
symposium are recorded in an 
informative and stimulating booklet 
An Exploration of the Limitations of 
Conception. Single copies of the 
64-page booklet are available without 
charge to those interested from 
Department of Public Affairs, Ortho 
Pharmaceutical (Canada) Limited, 19 
Green Belt Drive, Don Mills, Ontario. 
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T.E.D. full leg style Anti-Embolism Stockings 
offer these distinctive advantages to patients 
in risk of Thromboembolic Disease. 
* Total protection in the critical calf and thigh area where 
thromboembolism is most likely to occur. 
ofC Special knit construction assures gradient pressure 
consistently and precisely applied at critical points. 
ofC Full leg design and exclusive waist band feature assure 
against slipping or rolling while in wear. 
ofC Widest variety of sizes available. .. including thigh cir- 
cumferences of 25 to 32 inches for hard to fit patients. 
Your KENDALL Representative will be pleased to review 
all specifications with you, including detailed instructions 
on sizing, fitting and applying. 
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Publications recenlly received In the 
Canadian Nurses' Association Library 
are available on loan - with the 
exception of items marked R - to 
CNA members. schools of nursing. 
and other institutions. Items marked R 
include reference and archive material 
that does not go out on loan. Theses, 
also R, are on Reserve and go out on 
Interlibrary Loan only 
Requests for loans maximum 3 
at a time, should be made on a 
standard Interlibrary Loan fOlm or by 
letter giving author, title and Item 
number in this list. 
If you wish to purchase a book, 
contact your local bookstore or the 
publisher. 


Books and documents 
1. Anderson, Carl Leonard. School 
health practice, by... and William H 
Creswell. 6ed. St. Louis, Mosby, 1976. 
452p. 
2. Argelander. Hermann. The initial 
interview in psychotherapy. New 
YOfk, Human Sciences Pr., c1976. 
146p. 
3. Ashley. JoAnn. Hospitals, 
paternalism. and the role of the nurse. 
New York, Teachers College Press. 
c1976 158p. 
4. Auerbach, Stevanne. Rationale for 
child care services - programs vs. 
politics, edited by.. with James A. 
Rivaldo. New York, Human Sciences 
Pr., c1975. 215p. 
5. Billing, Doris HM. Practical 
procedures for nurses. 2ed. London, 
Baillère Tindall, 1976. 157p. 
6. Capell, Peter 1. Ambulatory care 
manual for nurse practitioners. by... 
and David B. Case. Philadelphia, 
Lippincott, c1976. 333p. 
7. Compliance with therapeutic 
regimens, edited by David L. Sackett 
and R. Brian Haynes. Baltimore, John 
Hopkins UniversIty Pr., c1976. 293p. 
8. Conference of Ministers 
Responsible for Health. 2nd meeting, 
Plymouth. Montserrat, July 12-15, 
1976. Final Report. Georgetown, 
Guyana. Caribbean Community 
Secretariat, 1976. 50p. 


9. Conference on Long-Term Health 
Care Data held at Tucson, Arizona, 
May 12-16, 1975. Long-term care 
data. Toronto, Lippincott, 1976. 233p. 
10. Conference on Teacher 
Education, Vancouver, B.C., May 5-7. 
1975 Contmumg education for 
teachers - issues and strategies. 
Proceedings. Ottawa, Canadian 
Teachers' Federation. 1976. 179p. 
11. Dixon, Eileen P. An introduction to 
the operating theatre. Edinburgh, 
Churchill Livingstone, 1976. 51p. 
12. Dodson, Burt. Strategies for 
clinical engmeering through shared 
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Battle Creek, Mi., w.K. Kellogg 
Foundation, 1976. 72p. 
13 Health education for the public. A 
statement of public policy. 
September 1976. Prepared by the 
State Health Planning Advisory 
Council and the Office of Health and 
Medical AffaIrs. Lansing, Mich., 1976. 
110p. 
14. Infant nutrition, edited by Doris H 
Merritt Stroudsburg. Pa., Dowden, 
Hutchison & Ross, c1976. 431p. 
15 International Seminar on Nursing 
Legislation, Bogota, Colombia, June 
9-19. 1974 Nursing legislation in 
Latin America: the last half of the 20th 
century. Geneva, International 
Council of Nurses, 1975. 109p. (ICN 
Publication no. 5) 
16. Mahoney, Elizabeth Anne. Howto 
collect and record a health history, 
by... Laurie Verdisco and Lillie 
Shortridge. Philadelphia, lippincott, 
c1976. 133p. 
17. Martinon, F. L'infirmiére en 
chirurgie digestive. Paris, Expansion 
scientifique française. 1976. 132p. 
18. Materiel didactique. edite par 
Rollande Gagne. Montreal, 
Intermonde, 1975. (loose-leaf) Iv. 
19. Morton, Barbara M. VD: a guide for 
nurses and counselors Boston, Little, 
Brown and Co., c1976 218p. 
20. Munneke, Leslie E. Motivation 
through management. Swarthmore, 
Pa., Personnel Journal, c1968. 114p. 
21 National League for Nursing. 
Instructor accountability: issues, 
facts, impact. New York, c1976. 208p. 
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and teaching in associate degree 
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23.-. Division of Research. 
State-approved schools of nursing 
LP.N./LV.N. 1976. New York, 1976. 
87p. 
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"No you can't offer your mother-in-Iaw's heart to science unless she 
agrees. . . .. 



Charting progress in nursing care 


SAll\"É & PECHERER: Concepts and Skills in 
Physical Assessment 
This book can save you valuable time in teaching yourself the basics 
of physical examinations. Irs a modular syllabus for self-study (with 
instructor guidance). Each of its 23 units includes a pIe-test, glos- 
sary, clinical component, a self-test. response sheets, and handy 
reference cards for use during actual examinations. An Instructor's 
Guide will be available. 
By Mary Jane Sauve, RN. BSN. MSN. Calif. State College. Sonoma. Rohnert 
Park; and Angela R. Pecherer, RN. BSN, MSN. Intercollegiate Center for 
Nursing Education. Spokane, Wash. About 415 pp. IIlustd. Soft cover. About 
$11.30. Ready Feb. 1977. Order #7939-0. 


Dorland's Pocket Medical Dictionary, 
New 22nd Edition 
Completely up-dated, this 22nd edition has been developed under 
the editorial supervision of 84 internationally recognized authorities 
in medicine and the health sciences. It presents a wealth of new 
definitions, and a thorough revision of existing terms to conform with 
today's most accepted medical knowledge and usage. Obsolete 
terms have been deleted. The dictionary includes 16 color plates, 
and a helpful list of word elements from classical roots. 
About 850 pp. lIIustd., 16 color plates. Ready March 1977 Order #3162-2 


GUYTO:'\: Basic Human Physiology: Normal 
Function and l\lechanisms of Disease, 
"Jew 2nd Edition 
Ideal for the study of nursing physiology, Guyton's Basic Human 
Physiology presents the same concepts and principles as in Guyton's 
Textbook of Medical Physiology, but it omits most of the references 
to research work. many of the special qualifying explanations, and 
some of the references to clinical problems. Up-dated throughout, 
the sections on the kidneys, the nervous system, and the endocrines 
in particular, have been thoroughly reworked. 
By Arthur C. Guyton, MD, Unlv. of Mississippi School of Medicine. Jackson. 
About 930 pp.. 420 III. About $17.00. Just Ready. Order #4383-3. 


CO
ì\.: Current Therapy 1977 
Conn-the one therapeutics book that belongs in every reference 
library-presents the core of clinical medicine in a nutshell. New '77 
articles include: herpes gestationis. pseudofolJiculitis Barbae, and 
papular dermatitis. It also reports new therapies for diabetes insipi- 
dus, herpes simplex, Hodgkin's disease. cardiac arrhythmias, 
leukemias, urinary infections, asthma, and hundreds of other 
disorders. 
Edited by Howard F. Conn, MD; with 14 con"ulting editors; and 342 con- 
trrbutors. About 995 pp. About $24.75. Ready Feb. 1977. Order #2662-9. 


The Nursing Clinics of NOI"th America 
These quarterly symposia keep you informed on the most important 
changes in clinical nursing practice. The March 1977 issue focu_es 
on Peripheral Vascular Disease with Dorothy l. Sexton-guest 
editor; and on The Minority Patient: Cultural and RacIal C.I/versity. 
Other 1977 symposia will discuss: Primary Nursing; Diseases of the 
Liver; Patterns of Parenting; Diabetes; and other vital nursing topics. 
By respected nursing authorities. Published quarterly: March, June, Sept., 
and Dec. Hardbound. Contains no advertising. Averages 185 pp. lIIustd. 
$18.90 per year's subscription. (Subscriptions can be obtained ata saving of 
$1.60 by sending a check for $17.30 a,..)Og with your subscription request ) 
Order #0003-3. 


ASPERHEI:\I & EISENHAUER: The Pharmacologic 
Basis of Patient Care, Nen' 3rd Edition 
In this comprehensive revision, you'll find much new data including 
expanded discussions of drug-drug and drug-food interactIOns. 
hyperalimentation. content of the problem-oriented record and drug 
therapy, steroid drug therapy, and drug administration to pedIatric 
patients. It's thoroughly up-dated, and a new Instructor's Guide will 
be available too. 
By Mary K. Asperheim, MD, Medical Univ. of South Carolina; and Laurel A. 
Eisenhauer, RN, MSN, Boston College School of Nursing. About 575 pp. 
IIlustd. About $11.10. Ready March 1977 Order #1437-X. 


KEANE: Saunders Review for Practical Nurses, 
Xew 3rd Edition 
Designed to prepare the student for state board examinations, this 
outline review covers the entire course content of practicall 
vocational nursing. All units have been carefully brought up to date 
in this revision, and a unit on patient assessment has been added. 
The section on Nursing the Mother and Her Newborn Infant is com- 
pletely rewritten. Blank IBM answer sheets, and a key to the correct 
answers are provided. 
By Claire Brauckman Keane, RN, BS. MEd, College of Education, Univ. of 
Georgia, Athens. About 510 pp., 155 ill. Soft cover. About $7.75 Ready 
March 1977. Order #5327-8. 


FORD!\:EY: Insurance Handbook for the 
Medical Office 


If processing insurance claims is one of your non-clinical respon- 
sibilities, this authoritative worktext shows you how to change that 
job from a frustrating chore into a simple procedure. All aspects of 
handling claims efficiently and without error are covered including: 
computerized billing; collecting on unpaid accounts, knowing the 
simplest form to use; CanadIan health Insurance,- etc. A Teacher's 
Guide is available. 
By Marilyn Takahashi Fordney. CMA-AC. Ventura College. California. About 
350 pp. lIIustd. Soft cover. Ready March 1977. Order #3811-2. 
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33. Shephard, Roy J. Endurance 
fitness. Toronto, University of Toronto 
Press, c1969. 246p. 
34. Smith, lola. Assessment of a 
demonstration project on continued 
follow-up nursing visits to colostomy 
patients. Toronto, Victorian Order of 
Nurses for Canada, 1976. 117p. 
35. Symons, T.H.B. To know 
ourselves. The report of the 
Commission on Canadian Studies 
volumes 1 and 2. Ottawa, Association 
of Universities and Colleges of 
Canada, 1975. 115p. 
36. Thompson, Eleanor Dumont. 
Pediatrics for practical nurses. 3 ed. 
Philadelphia, Saunders, 1976. 378p. 
Pamphlets 
37. American Nurses' Association. 
Research in nursing: toward a 
science of health care. Kansas City, 
Mo., 1976. 15p. 
38. Atlantic Institute of Education. 
Hospitals are for learnmg. Halifax, 
1976. 47p. 
39. Bassett, I. Canadian havens from 
hay fever, by... C.w. Crompton and C. 
Frankton. Ottawa, Canada Dept. of 
Agriculture, 1976. 23p. 
40. Burton, Charles. Gravity lumbar 
reduction therapy program, by... and 
Gail Nida. Minneapolis. Mn., Sister 
Kenny Institute, c1976. 20p. 
41. Clarke Institute of Psychiatry. 
Report, 1975. Toronto. 
42. College of Nurses of Ontario. 
Standards of nursing practice: for 
registered nurses and registered 
nursing assistants. Toronto. 1976. 
23p. 
43. The employment interview - 
techniques of questioning. 
Swarthmore, Pa., The Personnel 
Journal, 1974. 16p. 
44. Foundation Center. The 
foundation directory, supplement 3. 
New York, Columbia University Press, 
1976. 24p. R 
45. Lenburg. Carrie, B. Criteria for 
developing clinical performance 
evaluation. New York, National 
League for Nursing, c1976. 16p. (NLN 
Publication no. 23-1634) 
46. Milner-Fenwick Inc. 1976 film 
catalog: health education, medicine, 
dentistry. Baltimore, Md., 1975. 
Distributed by Canfilm Media, 
Willowdale, Ont. 27p. 


47. National League for Nursing. 
Patient education. New York, c1976. 
38p. (NLN Publication no. 20-1633) 
48.---:. Your career in nursing. New 
York, 1976. 16p. (NLN Publication no. 
41-1562) 
49.-. Dept. of Baccalaureate and 
Higher Degree Programs. 
Baccalaureate education in nursing: 
key to a professional career in nursing 
1976-77. New York, 1976. 25p. (NLN 
Publication no. 15-1311) R 
50.-. Masters education in nursing; 
route to opportunities in 
contemporary nursing 1976-77. New 
York, 1976. 25p. (NLN Publication no. 
15-1312) R 
51.-. Dept. of Diploma Programs. 
Education for nursing - the diploma 
way 1976-77. New York, 1976. 27p. 
(NLN Publication no. 16-1314) R 
52. Nursing home administration; a 
reader consisting of ten articles 
especially selected by The journal of 
nursing admimstration editorial staff 
Wakefield, Ma., Contemporary, 
c1976. 43p. 
53. Ogg, Elizabeth. Unmamed 
teenagers and their children. New 
York, Public Affairs Committee, 
c1976. 28p. (public affairs pamphlet 
no. 537) 
54. Order of Nurses of Quebec. 
Nursing in prolonged care. Montreal, 
197641p. 
55. L 'Ordre des Infirmières et 
Infirmiers du Québec. Nursing en 
soins prolongés. Montréal, 1976. 44p. 
56. Quality assurance; scripts from a 
series of tapes developed for nursing 
dial access. Madison. Wi., University 
of Wisconsin - Extension, Health 
Sciences Unit, Dept. of Nursing, 1975. 
32p. 
57. Registered Nurses' Association of 
Ontario. Guide to qualifications and 
responsibilities of registered 
personnel in nursing service. Toronto, 
1976. 25p. 


The 1976 Index for 
The Canadian Nurse, 
vol. 72, is available on 
request. Write to 
The Canadian Nurse, 
50 The Driveway, 
Ottawa, Ontario, 
K2P 1 E2. 


58. Reynolds, Barbara. The nurse as a 
change agent. New York, American 
Association of Industrial Nurses. 
1976. 5p. 
59. Sackett, David L. The 
development and application of 
indexes of health I: general methods 
and a summary of results, by... et al. 
Hamilton, Ont., McMaster University, 
1976. 23p. 
60. Saltman, Jules Marijuana: current 
perspectives. New York, Public 
Affairs Committee, c1976. 28p. 
(Public affairs pamþhlet no. 539) 
61. Saskatchewan Registered 
Nurses' Association. Guidelines for 
implementing a quality assurance 
program. Regina, Sask., 1976. 9p. 
62. Scholarships and loans for 
beginning education in nursing. New 
York, National League for Nursing, 
1976. (NLN Publication no. 41-410) 
63. Smith. E.S.O. Family planning 
programs in Britain, West Germany 
Denmark and Sweden, with 
implications for Canada. Edmonton. 
Alberta Social Services and 
Community Health, 1975. 15p. 
64.-. Venereal disease programs in 
Britain, West Germany, Denmark and 
Sweden, with implications for 
Canada. Edmonton. Alberta Social 
Services and Community Health, 
1975.1713. 
65. The techniques of nursmg 
management, volume two; a reader 
consisting of eleven articles 
especially selected by The journal of 
nursing administration editorial staff. 
Wakefield, Ma., Contemporary, 
c1976. 46p. 
66. Victorian Order of Nurses for 
Canada. Charter and by-laws 1976. 
Toronto, 1976. 33p. R 
67. Zohman, Lenore R. Beyond diet... 
exercise your way to fitness and heart 
health. New York, CPC International, 
1974. 36p. 


Government documents 
Canada 
68. Bibliothèque sClentifique 
nation ale. Répertoire de la recherche 
subventionnée dans les universités 
parlegouvernementfédéral1975-76 
Ottawa, Conseil national de 
recherches du Canada, 1976. 2v. R 


69. Comité consultatif national des 
Services de Santé. Premier rapport 
présente au Commissaire du Service 
Canadien des Pénitenciers. Ottawa, 
Solliciteur général Canada, 1974. 
29p. 
70. Conseil national de recherches 
Canada. Direction de l'information 
publique. Programmes audio-visuels. 
Ottawa, 1976. 1 v. 
71. Health and Welfare Canada. A 
parent's guide to drug abuse. 3ed. 
Ottawa, Minister of Supply and 
Services, 1976. 26p. 
72. Health and Welfare Canada. 
Advisory Committee on Food Safety 
Assessment. Report. Ottawa, 1975. 
78p. 
73.-. Health Insurance Directorate 
Health Programs Branch. Emergency 
services in Canada, v.5: architectural 
aspects of emergency services. 
Ottawa, 1975. 1v. 
74.-. Health Protection Branch. 
Canadian trends in smoking related 
diseases: lung cancer mortality. 
Ottawa, 1976. 16p. 
75.-. Nutrition Division. Healthful 
eating. Ottawa, Supply and Services, 
1976. 71 p. 
76. Labour Canada. Wage rates, 
salaries and hours of/abour, 1975. 
Ottawa, Supply and Services Canada, I 
1976. 1v. 
77. National Health Services Advisory 
Committee. First report to the : 
Commissioner of the Canadian 
Penitentiary Service. Ottawa, Solicitor 
General Canada, 1974. 29p. 
78. National Research Council of 
Canada. Public Information Branch. 
Audio-visual programs. Ottawa, 
1976. 1v. 
79. National Science Library. 
Directory of federally supported 
research in universities 1975-76. 
Ottawa, National Science Library, 
National Research Council of 
Canada, 1976. 2v. R 
80. Revenu Canada. Les rouages de 
/'impOt. Ottawa, Information Canada, 
1975. 69p. 
81. Revenue Canada. Inside taxation. 
Ottawa, Information Canada, 1975. : 
69p. I 
82. Santé et Blen-être social Canada. : 
Guide des parents sur /'abus des 
drogues. éd. 3. Ottawa, Ministre des 
Approvisionnements et Services I 
Canada, 1976. 28p. 
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BLOOD PRESSURE 
SETS and SPHYGS 

 For Every Budget! _ 
REEVES DELUXE \ 
Outstanding professional 
aneroid sphyg. made r 
especially for Reeves! rw 
Meets U.S. Gov. specs. tf'}{/r 
:!:3mmaccuracy, cal. to 7-- 

 --- . 300mm.lD-year Reeves iJI'I'" 

 -- - _ Guarantee, Black and U<JJ 

 
 
 Chrome. Black tubing, I. 
If :;: ""\ Grey Velcr03 cutf. Zip. I 
pered leatheretle 
- case. Set includes 
No. 5150 Reevescope 
- - (right). FREE last name 
lupto 151ettersJ or imtials 
rim em ........ ==- - on mano and scope, FREE 
.... 
 ._ 

 Scope Sack. 
No. 51-100...35.95 Sphyg. only No. 108 . ,.27.95 
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CHARLENE HAYNES 


No. 5591 
\ .. 
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M
N CO\1N. .' 
No.510 
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SPECIAL DELUXE REISTER 
Reister . . . one of the finest professional sphygs in the world! 
Calibration to 320mm, ID-year accuracy guaranteed to :!:3mm by 
Reeves. Velcro!! cuff. zipper case. Choose Black/Chrome mano, 
or Blue, Green or BeIge mano. tubing, cuff and case to match. 
Set includes Reevescope, FREE names or Initials, and Sack 
as above. 
No. 06 . . . 47.95 


Sphyg. only No. 106 . . . 39.95 


ECONOMY B.P. SET 
A low-cosl yet highly dependable unit. Cal. to 300mm, guaran. 
teed by Reeves to :!:3mm for I year Smart Grey /Chrome styling, 
Velcr
 cuff, zipper case. Set incJudes slim. sensitive stetl1o- 
scope in Blue, Red. Green. . . or Silver witl1 Grey tubing. 
Includes FREE last name or initials on sphyg and steth. 
No. 14 . . . 27.95 Sphyg. only No. 10 . . . 20.95 
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Handsome ENAMELLED PINS 
Jewelry-quallty. hard.fired 2-color enamel on 
gold p1ate. Oime.sized, pinback/ safety clasp. 
Choose RN. lPN, lVN, or NA 
No.205 Pins... 2.49 


Bzzz MEMO-TIMER 
Oon t forget! Keyring timer sets to 
buu from 5 to 60 min. Reminds you 
to check vital signs, heat lamps. 
parking meters, etc. Unique gift idea' 
No. 22 Timer... 6.95 


" 



 PROFESSIONAL BAG 
I luxurious "io" cowhide, beau- 
tifully crafted for years of 
service. Water repellant. 
Roomy, compartmented inter- 
ior, snap-in washable liner. 6" 
x r x 12", in Black or Nowy 
I \ Blue (specify'. Initials Gold. 
embossed FREE 
No. 1544 Bag... 42.50 
Extra liner No. 4415 8.50 
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14K G.F. PIERCED EARRINGS 
Dainty caduceus ,shown actual size), with 14K 
posts, for on or off duty. Gift boxed. Great group 
gift' 
 No. J3 . . . 5.95 pro 

. 

 <t; _ '-: EXAMINING LITE 
Handy pockel light, on,! 5 long White. caduceus imprint. alu. 
m,num band and chp. PenlIght battenes included. 
No. NL-l0 Light. .3.95 Inil engraved add 60c 
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 New Re
vescope 
with FREE Name 
or Initials and Sack! 


Our own precision stethoscope made 
to Reeves exac/ing standards, wilh 
our I year guarantee. Ih" chest. 
piece slips easily under B.P. cuff. 
Weighs only 2 oz. A fine, dependable. 
sensitive scope in Blue, Green, Red, 
Gold or Silver, adjustable bmaurals, 
chestpiece and tubing to match, 
Chrome spring. FREE last name (up 
to 15 letters) or Initials engraved 
on chestpiece. 
FREEScope Sack. 
No. 5150. . . . . 12.95 ea 
Littmann NURSESCOPE 
Famous scope advertised in 
nursing magazines! High sen- 
sitivity,28' overall,2 oz., non- 
chilling diaphragm, patented 
internal spring. Choose Gold. 
..J Silver, Blue, Green or Pink. wilh 
Grey' tubing. 1 year guarantee. 
Includes FREE engraved name or in- 
itials. and Scope Sack. 
No. 2160 16.95 'Matching tubing No. 2160M 17.95 
Littmann COMBINATION STHHESCOPE 
Sim.lar 10 above, 22" overall. 31,7 oz. Stainless chestpiece with 
1:Y." diaphragm, 1'1." bell. Non-chill sleeve. I year guarantee 
Includes FREE engraved 2 inilials only, and Scope Sack. 
No. 2100 . . . 32.50 ea. 
Popular DUAL SCOPE 
Highest sensitivity at a budgel price' Only 
'h oz. 11/." bell, 
WI" chestpiece in Silver, Chrome (Grey tubIng), or 81ue, Green 
or Red (matching tubing). Extra earplugs, diaphragm. 2 inilials 
and Scope Sack included. No. 4120 . . . 17.95 


....... 


Handy MEDI.CARDS 
Six smootl1 plastic cards 31,)" x 
5'1," crammed with info on Apoth/ 
Metric/Household meas., oC to of, 
liver, body, blood. urine. bone dis- 
ease incub. weights etc. . . . in vinyl 
holder. You're a walking encyclo- 
pedia! 
No. 289 Cards . . . . . . 1.75 
Add 60c for gold initials on 
holder 
TIMEX Pu/someter WATCH 
Movable outer ring computes pulse rate for 
you! Dependable Pulsometer / Calendar 
Watch with date, While lumi/N)Us numerals, 
sweep-second lland, deep Blue dial, White 
strap. Stainless back, water and dust reo 
sistant. Gift boxed. I year guarantee. In- 
It.als engraved FREE 
No. 237 Watch.... . . . . . 19.95 
CKJ 
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Keep.Clean CAP TOTE 
Greal for caps, wiglets, curlers, etc. Clear 
plastic with zipper, white tnm. 81,7" x 6", 
stores flat. 
No. 333 Tote... 2.95 
Gold initials add 60c 
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POCKET PAL KIT 
WhIte flexible Pocket.Saver with chrome! 
silver 51,7" uster Scissors 4-Color Ball 
Pen, handsome Penlight Plus change com. 
part. and key cllain . 
No. 291 ...6.95. 
Init. engr. on scissors add 60c 


0.111 


, . 


, 
NY'" 



 SOrne Itern S M 

 oun-fREE 
ØIIðl4tll 


REEVES NAMEPINS.. . smart, distinctive styles from 
America's jewelry capital. Lifetime professional quality 
with smoothly rounded edges and comers, deeply 
ngrayed 
lettering, pinbacks with safety clasps. Save on 2 Identical 
pins. . . it's more convenient, and you have a spare. 
169, 170 All METAL. . . rich, tail. 559, 560 PLASTIC LAMINATE. . . 
ored design. gold or sliver plated, slim. broad yet lightweight. En- 
with polished, satin or Duotone graved thru surface mto contra.st. 
combination finish (No. 170 availIng color core, wIth matchIng 
in Duolone only.) beveled border. 
100, 111 METAlfRAMEO . .. 510 MOLDED PLASTIC... simple, 
smootl1 plastic set mto classic trom molded plastic wilh lettering 
polished metal frame. engraved and lacquer-filled. The or. 
iginal nurse style, always correct 
CHECK CHOICES AND LETTERING IN COUPON BELOW. 
GROUP DISCOUNTS on all Reeves items shown: 
6-11 same items, deduct 10%: 12-24 same items, deduct 
15%; 25-49 same items, deduct 20%. 


_ ____ENGAAVING 


 Lister 

 Bandage Scissors 
. Finest Forged Steel . Guaranteed 2 years 
3112" Mini-Scissor. Tiny and so llandy! Slips into 
pocket or purse. Specify jewelers Gold or 
Chrome plate. No. 3500 3%" . . . 2.75 
No. 4500 4V:i", chrome only 2.95 
No. 5500 5V2" chrome on.y 3.25 
No. 702 7V.". chrome only 3.75 
KELLY No. 25 Stra.ght Box Lock... 4.69 
No: 725 Curved Box Lock. " 4.69 
FORCEPS No. 741 Thumb Dressing, 
Serrated, Straigf1t, 5'12" ...3.75 


Last name or 
initials engraved. 
add 60c 
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iecluðes man1 .ðeal tal tunð. 
1be Reeves caul o ll IUles tIIat are I 'lhite or 
inl items .in a
":e gtoU\lll ift 


b:
siIOU\l ðis, 
{aisilll ð
s222.2811 tor sUU estl oUtIlneð a\I01t. 
"lIOfte (611) antili es tIIan ",ost 
collO ts an lafie r lI u 


TO: REEVES CO., Box 719-C. Attleboro. Mass. 02703 
ORDER NO. ITEM COLOR QUANT. PRICE 


Use eJltra sr,eet f,)r ad
ltl.Jral '
e"'s - ;:,r-"'rs 


Namefor ENGRAVING: 
(Max. 15 
letters) 
NAME PINS: Print Lettering below. check appropriate boxes 


Lettering 



 


. 2P.. 
liTTEliING PRICES I ,. '-:::: 


8 Black J Line 
Dk Blue Letterlni 0 lAg 02.4 
o White 
2LIl'les 
Lettering 0 2-29 0 3.69 
DBlacl\ 
Dk Blue 3 Lines 
DWhrte Lenermg 0319 05..29 
(awlll.lÞIe 5590- r) 
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POSEY FOR PATIENT COMFORT 
o · 


Slow-At folic. 
(ferrous sulfate-folic acid) 
hematinic with folic acid 


The new Posey products shown 
here are but a few included in the 
complete Posey Line. Since the 
introduction of the original Posey 
Safety Belt in 1937, the Posey 
Company has specialized in 
hospital and nursing products 
which provide maximum patient 
protection and ease of care. To 
insurf! the original quality product, 
always specify the Posey brand 
name when ordering. 
The Posey "Swiss Cheese" Heel 
Protector has 
 hook and eye 
fasteners for easy application and 
sure fit. Available in convoluted 
porous foam or synthetic fur lin- 
ing. #6121 (fur lining), 16122 
(foam), 


1 


The Posey Foot Elevator protects 
pressure sensitive feet by keeping 
them completely off sheets. A 
washable flannel liner protects the 
ankle. Soft polyurethane foam ring 
with slick plastic shell allows pa- 
tient to move his foot freely. 
#6530 (4 inch width), 


-..... 


The Posey Foot-Guard with new 
"T" bar stabilizer simultaneoUSlY 
keeps weight of bedding off foot, 
helps prevent foot drop and foot 
rotation. #6412, 


. 


Indications 
Prophylaxis of iron and folic acid 
deficiencies and treatment of 
megaloblastic anemia, during pregnancy, 
puerperium and lactation. 
Contra Indications 
Hemochromatosis, hemosiderosis and 
hemolytic anemia. 
Warnings 
Keep out of reach of children. 
Adverse Reactions 
The following adverse reactions have 
been reported: 
Nausea, diarrhea, constipation, vomiting, 
dizziness, abdominal pain, skin rash and 
headache. 
Precautions 
The use of folic acid in the treatment of 
pernicious (Addisonian) anemia. in which 
Vitamin 8t2 is deficient, may return the 
peripheral blood picture to normal while 
neurological manifestations remain 
progressive. 
Oral iron preparations may aggravate 
existing peptic ulcer, regional enteritis 
and ulcerative colitis. 
Iron, when given with tetracyclines, binds 
in equimolecular ration thus lowering the 
absorption of tetracyclines. 
Dosage 
Prophylaxis: One tablet daily throughout 
pregnancy, puerperium and 
lactation. To be swallowed whole at 
any time of the day regardless of 
meal times. 
Treatment of megaloblastic anemia: 
During pregnancy. puerperium and 
lactation; and in multiple pregnancy. 
two tablets, in a single dose, should 
be taken daily. 
Supplied 
SLOW-Fe folic tablets have an off-white 
colour and are supplied in push-through 
foil packs of 30; available in units of 30 
and 120 tablets. 
References 
1. Nutrition Canada National Survey A report 
by Nutrition Canada to the Department of 
National Health and Welfare. Ottawa, 
Information Canada. 1973. Reproduced by 
permission of Information Canada. 
2. R. R. Streiff, MD, Folate Deficiency and Oral 
Contraceptives, Jama, Oct. 5. 1970, 
Vol. 214. No.1. 
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T
e . Posey Elbow Protector helps 
ellmrnate pressure sores and fric- 
tion burns. Three models are avail- 
able. #6220 (synthetic fur wlout 
plastic lining), 


<' 


The Posey Ventilated Heel Pro- 
tector helps prevent friction and 
skin breakdown while allowing 
free movement. The newl y devel- 
ope
 closure holds hee l protector 
on t e most restless patient. #6110 
(wlplastic shell), 


Send for the free new POSEY catalog - supersedes a/l previous editions. 
Please insist on Posey Quality - specify the Posey Brand name. 


Send your order today! 
Enns and Gilmore 
2276 Dixie Road 
Mississauga, Ontario, 
Canada L.JY lZ5 
141(,) 274-2.'>7.'> 
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33. Science Council of Canada 
Jopu/ation, technology and 
lesources. Ottawa, Minister of Supply 
lind Services Canada, c1976. 91p. 
'It"s Report no. 25). 
34. Statistics Canada. Canadian 
jlospita/s and related facilities, 1976. 
')ttawa, t976. 75p. 
35.-. Causes of death; provinces by 
'ex, and Canada by sex and age 
974. Ottawa. 1976. 165p. 

6.-. Hospital indicators, 
'anuary-March, 1976. Ottawa. 1976. 
29p. 
37.-. Hospital morbidity 1973. 
)ttawa, 1976. 159p. 
i8.-. HospItal morbidity; Canadian 
iiagnostic list 1973. Ottawa, 1976. 
31p. 
39.-. Hospital statistics 1973. 
)ttawa, 1976. 3v. 
10. Statistics Canada. Hospital 
tatistics 1974; preliminary annual 
eport. Ottawa, 1975. 44p. 
11.-. Mental health statistics, 1973. 
)ttawa, 1976. v.1 and v.3. 
'J2.-. Nursing in Canada: Canadian 
"ursmg statistics, 1975. Ottawa, 
Information Canada, 1976. 1v. 
113.-. Tuberculosis statistics, v.2 
1stitutional facilities, services and 
inances 1973. Ottawa, 1975. 24p. 
IJ4.-. Vital statistics; preliminary 
"nnual report 1974. Ottawa, 1976. 
:ì9p. 
15.-. Vital statistics, v.1 births, 1974. 
)ttawa, 1976. 47p. 
J6. Statistique Canada. Causes de 
fecés; par province selon Ie sexe et Ie 
;anada selon Ie sexe et /'age, 1974. 
)ttawa, 1976. 165p. 
J7.-. Hopitaux et établissements 
'annexes 1976. Ottawa, 1976. 75p. 
J8.-. Indicateurs des höpítaux, 
3/lvier-mars 1976. Ottawa, 1976. 
29p. 
19.-. La morbiditè hospltaliére 1973. 
:>ttawa. 1976. 159p. 
,'00.-. La morbidite hospitaliére; liste 
'anadienne de diagnostics 1973. 
,)ttawa, 1976. 81p. 
101.-. Soins infirmiers au Canada' 
;tatistique des soins infirmiers 1975 
,)ttawa, Information Canada, 1976. 
!Iv. 
102.-. La statistique de la 
ubercu/ose, v.2 - installations, 
;ervices et finances des 
,
tablissements 1973. Ottawa, 1975. 
24p. 
1103.-. La statistique de /'état civil; 
apport annuel préliminaire 1974. 
)ttawa, 1976. 69p. 
104.-.Lastatìstiquede/'étatcivil, v.1 
- naissances 1974. Ottawa, 1976. 

7p. 
105.-. La statistique de /'hygiéne 
'7Ientale 1973. Ottawa, 1976. v.1 et 
".3. 
106.-. La statistique des höpitaux 
apport annuel préliminaire, 1974. 
Ottawa, 1975. 44p. 


107.-. La statistique hospitallere, 
1973. Ottawa, 1976. 3v. 


United States 
108. Center for Disease Control. 
Venereal Disease Branch. Current 
literature on venereal disease, 1976 
no. 1, Atlanta, Ga., 1976. 87p. 
109. National Centre for Health 
Statistics. Health manpower, a county 
and metropolitan area data book, 
1972-75. Rockville, Md., 1976. 74p. 
(DHEW Publication no. (HRA) 
76-1234) 
110. National Institutes of Health. 
Medicine in Chinese cultures: 
comparative studIes of health care in 
Chinese and other societies: papers 
and discussions from a conference 
held in Seattle, Washington, U.S. 
February 1974. Bethesda. Md., for 
sale by the Supt. of Docs., U.S. Gov't. 
Print. Off., Washington, D.C., c1975. 
803p. (DHEW Publication no. (NlH) 
75-653) 
111.-. Statistical reference book of 
international activities, fiscal year 
1975. Prepared by International 
Cooperation and Geographic Studies 
Branch, Fogarty International Center, 
Bethesda, Md., 1976. 40p. (DHEW 
Publication no. (NIH) 76-64) 
112. National Institute on Alcohol 
Abuse and Alcoholism. Alcohol and 
alcoholism; problems, programs. 
Rockville, Md. For sale by the Supt. of 
Docs., U.S. Gov't. Print. Off., 
Washington, 1972. 42p. (DHEW 
publication no. (HSM) 72-9127) 


Studies deposited In CNA 
Repository Collection 
113. Charpentier-Poupart, Thérèse. 
Effets d'un enseignement structuré 
dispensé à des clients atteints de 
ma/adie vasculaire periphérique. 
MontréaJ, 1976. 267p. (Thèse (M.N.) - 
Montréal) R 
114. Dussault, Rita. Rapport final du 
voyage d'ètude, par... et Laurette 
Morin. QuéCJec, 1975. 59p. R 
115. Eifert, Helen. Selected aspects 
of the childbearing experience as 
described by sixty couples, by... and 
Linda Leonard. Vancouver, School of 
Nursing, University of British 
Columb4a, 1976. 31p. R 
116. Pa ri<er, Nora I. Survey of 
graduates of the University of Toronto 
baccalaureate course in nursing no. 
4, 1972, by... and Judith A. 
Humphreys. Toronto, University of 
Toronto, Faculty of Nursing. 1975. 1 v. 
(various pagings) R 
117.-. Survey of graduates of the 
University of Toronto baccalaureate 
course in nursing no. 3, 1970 and 
1971, by... and Judith A. Humphreys. 
Toronto, University of Toronto, 
Faculty of Nursing, 1973. 30p. R ... 
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Health and Welfare Canada 
Medical Services Branch, Alberta Region 
Fort Chipewyan. Alberta 


NURSE IN CHARGE (NU-CHN-4) 
Fort Chipewyan Nursing Station 


Salary: $13,952 - $16,601 
Ref. No: 76-E.1792 (PHI 
Duties 
The candidate organizes, implements and manages a com- 
prehensive public health programme for the community; 
develops and evaluates nursing personnel; assesses commu- 
nity health needs and interprets and co-ordinates Health 
Centre programmes. In Fort Chipewyan, the candidate pro- 
vides in-patient treatment service to the community. 
Qualifications 
Eligibility for registration as a nurse in a province of Canada 
and a certificate in Public Health Nursing or a Bacculaureate 
degree in nursing are essential. Candidates must possess 
experience in the administré'tion of a Health Centr:!. Kn:>w- 
ledge of English is essential. 


COMMUNITY HEALTH NURSE 
(NU-CHN-3) Fort Chipewyan, Alberta 


Salary: $13,298 - $15,783 
Ref. No: 76.E-1792 (PHI 


Duties 
The candidate provides treatment and public health care 
service to the community and conducts first éOid, health 
education and Immun;zation-<:ontrol clinics. 


Qualifications 
Eligibility for registration as a registred nurse in Canada anri 
a certificate in Public Health Nursing or a Bachelor of 
Science in Nursing are required. Experience as a Public 
Health Nurse is necessary, Knowledge of English is 
essential. 


How to Apply 
Forward compleleduApplicatlOn for Employment"' (Form 
PSC 367-4110) available at Post Offices. Canada Manpower 
Centres or offices of the Public Service Commission of 
Canilda, to: . 
Public Service Commission of Canada 
300 Confederation Bldg. 
10355 Jasper Avenue 
Edmonton, Alberta TSJ 1 Y6 


Closing Date: March 4,1977 
Please quote the applicable reference number at allt,mes 
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Alberta 


British Columbia 


Employment Opportunity - Athabasea Health Unit No. 18 requires 
a Senior Public Health Nurse lor the Athabasca Office. B.Sc. qualifi- 
cation preferred and expenence essential Salary range vanes accor- 
ding to qualification and experience Apply Immediately to V. 
Markowski, Admlnlstratlve/Seety. Box 1140. Athabasca, Alberta, 
TOG OBO Phone 1-403-675-2231. 


Head Nurse - Psychiatric Unit - Position requires a R.N. with 
;>>sychiatnc training and experience In Ward Management. The unt IS 
16 beds with 6 day care units. It IS a new unit opemng In January or 
Februaryof 1977. The posillon becomes available November 1. 1976 
Salary according to RNABC contract Apply In writing to The Director 
01 Nursing. Mills Memonal Hospital. 2711 Telrault Streel. Terrace 
Bntlsh Columbia, V8G 2W7. 


British Columbia 


Operating Nurse required for an 87-bed acute care hospltalm Nor- 
thern B.C Residence accommodations available. RNASC pJlicles In 
effect. Apply to Director of Nursing, Mills Memonal Hospital, Terrace. 
British COlumbia, V8G 2W7. 


Administrator/Head Nurse - R.N wanted for Treatment/Diagnos- 
tic Centre In Pemberton, 100 miles from Vancouver, B.C. Centre IS 
under construction and successful apphcant would be required to 
work with the Board In preparation for opemng of centre Thereafter to 
be responsible to the Board for the efficient management of the 
centre. She should have broad expenence In Outpatient, emergency 
and operating room work Expenence In administration at the depar- 
tment head level would be an asset. Salary: Commensurate Wlth 
RNABC Policies. Apply Secretary, Pemberton & District Hospital 
Society, Box 312, Pemberton, British Columbia, VON 2LO 


Registered Nurses with psychlatnc training or expenence, for new 
psychlatnc unit opening January or February 1977. Salary accordmg 
to RNABCcontract. Please apply In wntlng to: The Director of Nursing, 
Mills Memonal Hospital, 2711 Tetrault Street, Terrace, British Colum- 
boa, V8G 2W7 
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NT SUTTON ro
" ,he h'Qt'"'' P- 
J 
 within a radius of 100 miles of Montreal. 20 
miles of trails and slopes, 6 modem hfts, ski 
school, ski shOp and full lange of faclhlles, 
great snow and supenor grooming! 


-....... . 


GUEST HOUSES... HOTELS... MOTELS... 
PRIVATE CHALETS... APARTMENTS... 
SKI DORMS... 
SUTTON 
TOURIST 
INFORMATION 
Mrs. Lamb 
P.O. Box 418 
Sutton, Quebec 
Reservations: 
514/538-2646 
514/538-2537 


1200 accommodations 
within 12 miles 


Package deals including meals, 
ski lessons and lift tickets. Let us 
know the kind of accommodation 
you wish and rest assured of our 
full cooperation for a pleasant 
stay. 


British Columbia 


Faculty - New positions (4) in 2-year poSt-baslC baccalaureate I 
program In Vlctona, B.C., Canada. Generalist In focus, climcal em- I 
phasls on gerontology In community and supportive extended care I 
Units. Public Health nursing and Independent study provide opportu- 
nity to work closely with hlghly-quallfled and motivated R.N. students. 
Teaching creativity and research are strongly endorsed Master"s I 
degree, teaching and recent clinical experience In gerontology/med.- 
surg.lpsychology/rehabllitation preferred. Salaries and fringe bene- 
fits competitive; an equal oppJrtunity employer for qualified persons. 
Positions available NOW. Contact: Dr. Isabel MacRae, Director, 
School of Nursing, University of Vlctona, Victona. British Columbia, 
V8W 2Y2. 


General Duty Nurses for modern 41-bed hospital located on the 
Alaska Highway_ Salary and personnel pJliaes If! accordance With 
RNABC Accommodation available In residence. Apply Director 01 
Nursing, Fort Nelson General Hospital, P.O. Box 60, Fort Nelson, 
Brlfish Columbia, VOC 1 RO. 


General Duty Registered Nurses required by a loo-bed Acute Care 
and 40-bed Extended Care accredited hospotal Must be allglble for 
B.C. Registration. Expenence preferred. Salary $112210 $1326 psr 
month, (1976 rates). Apply In writing to the: Director of Nursing, G. R. 
Baker Memonal Hosplfal, 543 Front Street, Quesnel, Bntish CoIum. 
bla. V2J 2K7. 


Manitoba 


Application IS inVited for a sessional faculty position In a cur- 
riculum development and evaluation project tor which funding IS 
being sought. Expertise in cinlCal teaching and curnculum develop- 
ment and evaluation required. Areas of involvement are restorative. 
ameliorative, conservative, preventive and promotive nursing. Project 
Involves a two year commitment. Salary negotiable. Apply to: Helen P 
Glass, Ed. D. Prolessor and Director, School of Nursing, University of 
Manitoba, Winnipeg, Manitoba, R3T 2N2. 


University 01 Manlfoba - School 01 Nursing - Co-ordlnato. 01 . 
Curriculum Evaluation Project - Nurse with graduate preparation 
and experience in research, curriculum and teaching, partlculany 
skilled in evaluation, and with admlmstrative abilities to co-ordinate a 
major cUrriculum development and evaluation prOject In a University 
School of Nursing. Funding is presenlly being sought for the project 
which IS expected to begin In September 1977 and Involves a 
commitment of five years. For further Information wnte to: !-ielen P. 
Glass, Ed.D., Professor and Director, School of Nursing, University of 
Maniloba, Winnipeg, Manitoba, R3T 2N2. 


University 01 Manitoba - School 01 Nursing - Applications are , 
invited for positions on the Faculty 0' a newly Initiated. progressIve, 
integrated, health oriented undergraduate nursing program. Subject 
to budgetary constraints. pJsitions are open for commumty healtt 
nursing and mental health and psychiatric nursing_ Expertise in pri- 
mary health care skills, includng health assessment of children, as 
well as rehabilitative nursing skills, beginning in Fall, 1977. Salary and 
rank negotiable. Apply to: Helen P. Glass, Ed.D., Prolessor and 
Director, School of Nursing, University of Manitoba, Winnipeg, Manl- I 
tDba, R3T 2N2. 


Ontario 


Director, Public Health Nursing - Applications are invited lor the 
position of Director, Public Health Nursing in this Health Unlf serving 
110,000 population. Qualifications: a Master's Degree IS preferred, 
consideration given to a Bachelor's Degree_ Applicants must have 
expenence in administration and supervision. Apply in writing to: Dr. 
Lucy M. C. Duncan, Medical Officer of Health, The Lambton Health 
Unit, 333 George Street, Samla. Ontano. NTT 4P5. I 


Australia 


QualJlled Nurse Teacher - Prince Henry's Hospolal, SI. KJlda Rd., 
Melbourne, Victona, Australia - Requres a qualified Nurse Teacher 
to commence as soon as possible in our schorn. which has approxtma. I 
tely 360 students. Salary and conditions of service in accordance with 
the Determination of the ReQistered Nurses' Board. For lurther details 
please contact the: Director 01 Nursmg Services, Miss D.J. Taylor at 
the above addrass. 



C>uebec 


eglstered Nurse required for co-ed chikiren's summer camp In the 
aurentlans (seventy miles north 01 Monlreal) from late June until late 
ugust 1977. Call (514) 4B7-5177 or wr
e. Camp MaroMac, 5901 
leet Road, Hampstead, Monlreal, Quebec, H3X IG9. 


I egistered Nurses - lor chIldren's co-ed summer camp. End 01 
Jne to end of August. Prefer season. will consider one month. 
750.00 plus travel. Wrrte: Herb Flnkelberg, Director, JewIsh 
ommunity Camps, 5151 Cote Sl. Catherine Road, Montreal, Que- 
ec, H3W 1 M6 


Jnited States 


, 
I 
I orne SOulh! Sunshine, warmlh & beaches - mild winters. We 
!present hundreds of clients that are seeking Canadian nurses to )010 
181r slaff. Third nation entrants need not apply These situations are 
ined, and Income levels are excellent, up to $14,000 (U.S.) lor 
"U/CCU supervisors: $13,500 lor shift supervisors and $12,000 lor 
I neral duty staff nurses. Some Situations may require State IIcen- 
.Are exam, however, most are available without examination. One 
I ""ar commitment, round-tnp Air Fare, housing assistance and Visa 
-I application assIstance is provided. Our lee is paid also - you 
ave no obligation whatsoever. For complete details, send your re- 
Jme wIth photograph and lull particulars, to: Medical Search, 3274 
uckeye Road, Atlanta. GeorgIa 30341. 
, 


'Ieglstered Nurses - Hurtey Medical Center IS a well eqUipped, 
'Iodern, 600-bed teaching hospItal offering complete and specialized 
I ervices for the restoration and preservation of the community's 
:'ealth. It also offers onentation, in-service and contlnumg education 
)r employees II IS Involved In a bUIlding program to provIde better 
I urroundlngs for patients and employees. We have Immediate ope- 
Ings for registered nurses an such specialty Units as Cardia-Vascular, 
I )peratln g Rooms, Nurseries, and General Medocal-Surglcal areas. 
, iurley Medical Center has excellent salary and tnnge benefIts. Be- 
I orne a part of our progressive and wen qualified work force Today. 
\i>ply: NursIng Department. Mr. Garry Viele, AssocIate Director 01 
Ilurslng, Hurley Medocal Center, Flint. MichIgan 4B502. Telephone 
'313) 766-0386. 
I 
i 
I 
',Iurses - ANs -Immediate Openings in Florida & Arkansas-II 
! uU are Experienced or a recent Graduate Nurse we can offer you 
oos.tJons v.ith excellent salaries 01 up to $1160 per month plus all 
I lenefits. Not only are there no fees to you whatsoever for placing you, 
Jut we also provide complete Visa and Licensure assistance at also 
,cost to you. Wrtte Immediately for our application even If there are 
I.ther areas olthe U.S. that you are Interested in. We will call you upon 
, 8elpt 0' your application In order to arrange for hospltalmterviews. 
l.indsor Employment Agency Inc., P.O. Box 1133, Great Neck, New 
I'ork 11023. (516-4B7-2BIB). 


rther your nursmg career by gaining expenence at the largest 
lchmg and acute care relerral center In Texas. This medical 
I omplex consists 017 hospItals and 1200 beds, and offers you a broad 
holce 01 nursIng speaalty and sub-specially areas In which to work. 
'ou'lIlive on semi-tropical Galveston Island (50 miles lrom Houston), 
',ith 32 miles 01 sandy beaches bordering the Gull 01 Mexico. Enjoy 
.0derate temperatures aU year long and a low cost of living. Contact: 
I,ary Clark, Asst Director, Depl. 01 Nursing, The University 01 Texas 
,
edical Branch, Galveston, Texas 77550. An equal opportUnity F 1M 
,\lfIrmatlve Action Employer. 


Red Deer College 


invites applications for faculty 
positions in the Diploma Nursing 
Program. 


Preference given to applicants with 
advanced preparation and clinical 
specialization. who have proven 
ability in the teaching of Nursing. 


PositIons available August 1, 1977. 


Please forward application, 
comprehensive curriculum vitae and 
references to: 


Dr. Gerald O. Kelly 
Academic Dean 
Red Deer College 
Box 5005 
Red Deer, Alberta, Canada 
T 4N 5H5 


Associate 
Executive Director 


Applications are invited for the position of 
Assodate Executive Director, Canadian 
Nurses Association. Ottawa. 


Candidates must be members of the 
Canadian Nurses Assodatlon, have a 
master's degree or equivalent, have at 
least five years' administrative 
experience, and be bilingual. 


Interested applicants are asked to submit 
their curriculum vitae, in confidence. to: 


Executive Director 
Canadian Nurses Association 
50 The Driveway 
Ottawa, Ontario 
K2P 1 E:;I 


8N'S 
We'll give you 17 hospitals 
to
 from... and 
throw in Miami, Palm 8each 
and Ft. lauderdale. 


RN'S.. Here's an opportunity to 
have a choice. A choice of hospitals, 
a choice of areas, a choice of special- 
ties. We offer this choice to exper- 
Ienced RN'S, new graduates all the 
way to directors level. ICU, CCU. 
Intermediate Care, 08 Peds. OR Re- 
covery, Med / Surg and Inservice. 
We provide a full service; transpor- 
tation to and from airport. hotel 
reservations, arrange and drive you 
to all appointments, housing assis- 
tance and a wealth of relocation tIpS 
NO FEES TO APPLICANTS 
For information and application, 
wnte or call Nurse RecrUiter. 
305-772-3680 
Medical Placements 
of America, Inc. 
BOO NW 62nd Street 
Ft. Lauderdale. Fla. 33309 
An Equal Opportunity Employer M/F 
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University of Kentucky 
Medical Center - 


a progressive tertiary care center 
oriented toward service. teaching 
and research. 


We offer-travel and moving 
allowance-salary commensurate 
with experience and 
education-three weeks paid 
orientation-three weeks 
vacation-10 holidays-sick leave 
benefits-paid tuition 
benefits-inservice and continuing 
education-professional freedom 
and growth. 


r----------------, 
Write to; I 
Mrs. Dorothea Krieger I 
Assistant to the Director for Staffing I 
Department of Nursing I 
UNIVERSITY HOSPITAL J 
University of Kentucky I 
Lexington, Kentucky 40506 I 
I 
I 
I 
I 
I 
I 
I 
J 
I 
I 
I 
I 


Name ____ _____ 
Address __ 
City ____ ____ ____ 
State ________ Zip _____ 
Degree __________ 
Date of Graduation ______ 


. 


An Equal Opportunity Employer 
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THE UNIVERSITY OF ALBERTA 
FACULTY OF NURSING 
FACULTY POSITIONS 
Faculty members will be required for 
positions In expanding four-year basic 
and two-year post-R.N. baccalaureate 
programs Applicants should have 
graduate education and experience in a 
clinical area and/or in curriculum 
development or research. 
Short-term or visiting appointments may 
also be available in some areas to replace 
staff on leave. 
Salary and rank commensurate with 
qualifications and experience, in accord 
with University policies. 
Positions are open to male and female 
applicants. 
Please make further inquiries, or 
submit application and curriculum 
vitae to: 
Amy E. Zelmer, Ph. D. 
Dean 
Faculty of Nursing 
The University of Alberta 
Edmonton, Alberta 
T6G 2G3 


I ne Lanaalan Nurse 


Okanagan College 
NURSING FACUL TV 
REQUIRED 
Okanagan College is establishing 
the second year of a new Diploma 
Nursing Program. Applications are 
invited for instructional positions. 
Four appointments will be made in 
the Spring of 1977; a fifth 
appointment will be made at the end 
of the year. 
Duties: 
Classroom and clinical instruction; 
curriculum development; other 
duties as assigned by the 
Coordinator of Nursing Education. 
Instructors will be required to travel 
to nearby communities. 
Qualifications: 
Master's Degree preferred; 
Bachelor's minimum. Teaching 
experienæ desirable; at least two 
years' clinical experience essential. 
Salary and working conditions in 
accordance with the Academic 
Faculty Agreement. 
Applications and information: 
The Principal 
Okanagan College 
1000 KLO Road 
Kelowna, B.C. V1 Y 4X8 
Closing date: March 15, 1977. 


Applications are invited from suitably qualified 
candidates for the post of Nurse Tutor in the University 
of Nigeria Teaching Hospital, Enugu. 


Qualifications and Experience 
Candidates should be Registered Nurse Tutors. 
Previous teaching experience is an advantage. The 
appointee will teach general nursing subjects for new 
standard of nurse training. 


Salary: 
(Grade Level 08, N3,264 - N4, 164) 


Conditions of Service 
Conditions of service are similar to those in the Federal 
Public Service - passages for appointee and family 
fringe benefits including pensions scheme, leave car 
allowance, part-furnished accommodation or rent 
supplement at the approved rate in lieu, and free 
Medical services. 


Method of Application 
Full curnculum vitae and names and addresses of 3 
referees to: 
Ag. Director of Administration 
University of Nigeria Teaching Hospital 
P.M.B. 1129 
Enugu, Anambra State, Nigeria 
Closing Date: March 1977. 


t'eDruary 1 
 I f 


The Montreal 
Children's Hospital 


Registered Nurses 
Nursing Assistants 


Our patient population consists of the 
baby of less Ihan an hour old 10 Ihe 
adolescenl who has just turned 
seventeen We see them in Intensive 
Care, in one of the Medical or Surgical 
General Wards. or in some of the 
Pediatric Specialty areas. 


They abound in our clinics and their 
numbers increase daily in our 
Emergency. 


If you do not like working with children and 
wilh their families, you would not like it 
here. 


If you do like children and their families, 
we would like you on our staff. 


Interested qualified applicants should 
apply to the: 


Director of Nursing 
Montreal Children's Hospital 
2300 Tupper Street 
Montreal. Quebec, H3H 1P3. 


Director of Nursing 
Dryden District General Hospital 


Dryden District General Hospital is a 75 bed accredited 
hospital located in the Town of Dryden, population 7,000, area 
served 15,000. Dryden is midway between Winnipeg and 
Thunder Bay on the Trans-Canada highway in the midst of the 
Patricia Tourist Region. Transair provides twice daily jetflights 
to Toronto and Winnipeg. 


Many cultural and recreational opportunities are available to 
residents of and visitors to the community. 


Experienced applicants with a university degree will be given 
preferenæ but experienæ in a supervisory capacity in a larger 
hospital will reæive consideration. Employees benefits are 
generous, salary is negotiable. Employment is available 
immediately_ 


Please write or telephone to: 
Administrator 
Dryden District General Hospital 
Dryden, Ontario Phone: 807-223-5261 
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THE COLLEGE OF NE\V CALEDONIA 
Prince George, British Columbia 
requires 


NURSING FACUL TV 


A number of positions will be available beginning in 1977 for 
qualified faculty to participate in a new Diploma Nursing 
Program scheduled to commence September, 1977. 


Preferred Qualifications: 


A Baccalaureate degree and registration. or eligibility for 
registration, with the Registered Nurses Association of B.C. 


A minimum of two years nursing practice or relevant 
teaching experience. 


Applications presently on file will be considered. 


We offer excellent salaries and a complete fringe benefit 
package. 


To apply: Sumbit a complete resume together with the names of 
three references to: 
Dr. F.J. Speckeen, Principal 
The College of New Caledonia 
2001 Central Street 
Prince George, B.C. V2N 1 P8 


Extension Course in Nursing Unit 
Administration 


Applications are invited for the extension course In Nursing Unit 
Administration, a program to help the head nurse, supervisor or 
director of nursing up-date his or her management skills Candidates 
will be registered nurses or legistered psychiatric nurses employed in 
management positions on a full-time basis. 


The program provides a seven month period of home study with two 
five day intramural sessions, one preceding and one following the 
home study. For the 1977-78 dass the initial intramural sessions will 
be held regionally as follows: 


Vancouver August 22 -26 
St. John's (Nfld.) August 29 - September 2 
Winnipeg August 29 - September 2 
Montreal (French) August 29 - Seplember 2 
Hamilton September 12 -16 
Ottawa Seplember 12 -16 
Toronto September 19 -23 


Early application is advised. Applications will be accepted until May 
16. 1977, if places are still available atthattime. After acceptance. the 
tuition fee of $275.00 is payable on or before July 1. 1977. 


The program is co-c::nonsored by the Canadian Nurses Association 
and the Canadian Hospital Association and is available In French orin 
English. 


For additional information and application forms write to: 
English Program: 
Director 
Extension Course in Nursing Unit Administration 
25 Imperial Street 
Toronto, Ontario 
M5P 1 C1 
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Open 10 bolh 
men and women 


Health and Welfare Canada 


TRY CANADA'S NORTHLAND 
THIS SUMMER 


Join the team providing health care to the residents 
of the Northwest Territories. 
Medical Services, Northwest Territories Region 
will be offering a number of term positions for qua- 
lified and experienced nurses. 
Positions are available at nursing stations, 
health centres and hospitals for the period, May 
through September. 
Knowledge of the English language is essential. 


j 
I 


NOTE: Permanent positions are also available 


For more information, clip and mail the coupon 
below to: 


Personnel Administrator 
Medical Services 
Northwest Territories Region 
Health and Welfare Canada 
14th Floor, Baker Centre 
10025 - 106th Street 
Edmonton, Alberta T5J 1H2 
or call collect: (403) 425-6787 
..-------. 
. Name · 
I Address I 
I City I 
Province 
L Postal Code .J 
------ 


1 
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Experienced nurses are needed to 
work in AFRICA, ASIA and LATIN 
AMERICA. Background in 
community health nursing Or 
teaching is an asset. 


Two year contract; local, not 
Canadian salary, transportation 
costs paid by CUSO. 
For more information, please 
contact: 


CUSO Health - 12 
151 Slater Street 
Ottawa, Ontario 
K1 P 5H5 


Clinical Specialist 
Nursing 


We require the services of an articulate, 
dynamic nurse with a Master's Degree 
and a Major in Medical-Surgical nursing. 
We are a 300 bed Hospital Complex on 
the verge of a major expansion. We are 
close to fine recreational and cultural 
areas. 
The nurse in this position will work closely 
with our Medical Staff, Administrative 
Staff and Staff Nurses to further develop 
patient centered projects. The salary and 
benefits are based on the qualifications 
and experience of the applicant. 
For further information about this 
opportunity, please forward a 
complete resume to: 
Director of Personnel 
Red Deer General Hospital 
Red Deer, Alberta 
T 4N 4E7 


Port Saunders Hospital 
requires one Registered 
Nurse commencing May 
1977 through to October 
1977. 


Applicants must be registered Or 
eligible for registratic.n with the 
Association of Registered Nurses of 
Newfoundland. 
Salary is on the scale of $9,963 to 
$12,282. 
Living-in accommodations available 
for single applicants. 


Applications should be addressed to: 
Mrs. Madge Pike 
Director of Nursing 
Port Saunders Hospital 
Port Saunders, Newfoundland 
AOK 4HO 


The CanadIan Nurse 


Dr. Helmcken Memorial 
Hospital 
Clearwater, B. C. 
Director of Nursing for a 20-bed 
general hospital located 70 miles 
north of Kamloops. B. C. 
To be responsible for all aspects of 
nursing care and the day to day 
operation of the hospital. reporting to 
area administration at Royal Inland 
Hospital. Kamloops, B. C. Must be 
eligible for B. C. registration with 
previous administrative experience 
and preferably with advanced 
preparation. 
Salary negotiable with generous 
fringe benefits. 
Apply to: 
Personnel Director 
Royal Inland Hospital 
Kamloops, B. C. V2C 2T1, Canada 


THE IZAAK WALTON 
KILLAM HOSPITAL 
FOR CHILDREN 
HALIFAX, NOVA SCOTIA 
Offers a 13-week 
POST BASIC 
PEDIATRIC NURSING PROGRAM 
for 
REGISTERED NURSES 
CLASSES ADMITTED 
JANUARY,MAY,SEPTEMBER 
For further information and detail 
write: 
Associate Director of Nursing 
Education 
THE IZAAK WALTON KILLAM 
HOSPITAL FOR CHILDREN 
Halifax, Nova Scotia 
B3J 3G9 


Head Nurse 


The Position: 
Directing an active 40 bed surgical unit 
with opportunity for future advancement. 
The Person: 
Should have a Baccalaureate degree with 
a clinical specialty and/or administrative 
experience. 
The Hospital: 
Central Alberta location in an expanding 
regional hospital. 
The City: 
30,000 population half way between 
Edmonton and Calgary and close to the 
best in skiing and recreation centres. 


Please send complete resume to: 
Director of Personnel 
Red Deer General Hospital 
Red Deer, Alberta 
T4N 4E7 


February 1977 


University Faculty 


Applications are invited for the position of 
Assistant or Associate Professor of 
Community Health Nursing in a basic 
University program enrolling 
approximately 200 students. 
A Master's degree and expertise in 
practice are required. Preference given to 
candidates with graduate preparation 
and/or experience in Maternal Child 
Nursing. Teaching experience in a 
university program is desirable. 
Candidate must be eligible for registration 
in Ontario. 
Salary commensurate with qualifications. 
Apply in writing giving curriculum 
vitae to: 
Dr. E. Jean M. Hill 
Dean and Professor 
School of Nursing 
Queen's University 
Summerhill 
Kingston, Ontario K7L 3N6 


Head Nurse 


with preparation and/or 
demonstrative competence in 
Psychiatric Nursing and 
Management functions. required for 
Head Nurse appointment. To be 
responsible for participation in the 
organization. initiation, and the 
management of a New Psychiatric 
In-patient Unit. 


Please apply, forwarding 
complete resume to: 
Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
NSA 2Y6. 


General Hospital 
St. John's 
Newfoundland 


,I 


Staff Nurses are required for a 354 
bed hospital with adult medicine, 
surgery, orthopaedics. 
neurosurgery. neurology, 
cardiovascular and urology services. 
Liberal fringe benefits and salary 
according to the Collective 
Agreement. 
Starting salary $10,800 (new 
Contract being negotiated shortly). 
Applications should be forwarded to: 
Personnel Director 
General Hospital 
Forest Road 
SI. John's, Newfoundland 
A1A 1E5 
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CEGEP 
JOHN ABBOTT 
COLLEGE 


Ste. Anne de Bellevue 
(Suburban Montreal) 


3- YEAR NURSING 
PROGRAMME 


Requires additional teaching staff 
for September, 1977. 
Applicants should possess an R.N. or eligibility for licensure in 
Quebec. a Bachelor's degree in Nursing and a minimum of two years 
general nursing experience. 


John Abbott College is a community college serving the West Island 
community of Montreal. It offers a parl<-like setting close to the aty, 
on-campus sports, recreation, and the possibility of residence close to 
the campus. 


Teaching salaries according to Quebec Teachers' Scales, excellent 
fringe benefits. group insurance, pension plan, health benefits. and 2 
months paid vacation. 


Address application and completed curriculum vitae to the: 
Director of Personnel 
JOHN ABBOTT COLLEGE 
P.O. Box 2000 
Ste. Anne de Bellevue, Quebec H9X 3L9 


SASKATCHEWAN REGISTERED 
NURSES' ASSOCIATION 


invites applications for the position of 


EXECUTIVE DIRECTOR 


This position entails managing the affairs of the 
7200-member association. Duties include participating 
in the development and implementation of policy, 
budgeting and financial management, communication 
with groups and individuals. The successful applicant 
will have over-all responsibility for a staff of 12, and will 
answer directly to the association's governing council. 
Salary: Negotiable. 
Qualifications: Applicants must have a 
master's/baccalaureate degree with a major in 
administration, several years' experience in an 
administrative position or related experience, and be 
eligible for registration with the Saskatchewan 
Registered Nurses' Association. 


Applications, giving full details of education, 
qualifications and experience, should be sent to: 
Mrs. Sheila Belton 
Chairman, Selections Committee 
59 Empress Drive 
REGINA, Saskatchewan 
S4T 8M7 
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...in Canada's 
Health Service 


Medical Services Branch 
of rhe Department of 
National Healrh and Welfare employs some 900 
nurses and rhe demand grows every day. 
Take the North for example. Community Health 
Nursing is the major role of rhe nurse in bringing health 
services to Canada's Indian and Eskimo peoples. If you 
have rhe qualifications and can carry more than the 
nonnalload of responsibility... \\hy not find out more? 
Hospital Nurses are needed too in some areas and 
again rhe North has a continuing demand. 
Then there is Occupational Health Nursing which in- 
cludes counselling and some treatment to federal public 
servants. 
You could work in one or all of these areas in the 
course of your career, and it is possible te advance to 
senior positions. In addition, rhere are educational 
opportunities such as in-service training and some 
financial support for educational leave. 
For further infonnation on any. or all, of these career 
opportunities, please contact rhe Medical Services 
office nearest you or write to: 


........, 
Medical Services Branch I 
Department of National Health and Welfare 
Ottawa, Ontario K1A OL3 
I 
I 
I 
I 


I 
I Name 
I Address 
I City 
I . * Health and Welfare Sante et Bien-etre social 
Canada Canada 
,........ 


provo 
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Assistant Director 
Nursing Services 


McMaster University Medical Centre is seeking an 
Assistant Director of Nursing Services. 


THE POSITION: 
An excellent career opportunity exists for a qualified 
innovative individual to fill a demanding position 
involving responsibility for specific 
in-patient/out-patient areas. The incumbent will have 
the opportu nity to plan, establish, implement, and di rect 
nursing care. 
Interested candidates are required to have the 
managerial ability to work with .11 levels of nursing, 
administration and medical staff. 


MINIMUM QUALIFICATIONS: 
Must be currently registered in the Province of Ontario. 
Preference will be given to candidates with additional 
educational preparation and experience in nursing 
management. 
Resumes should be sent to: 
Mr. R. E. Capstick 
Manager, Employment & Staff Relations 
McMaster University Medical Centre 
1200 Main Street West 
HAMILTON, Ontario 
LaS 4J9 


Dalhousie University 
School of Nursing 


FACULTY VACANCIES 


Dalhousie University School of Nursing invites 
applications for faculty positions in a rapidly expanding 
graduate programme which offers clinical specialties in 
Medical-Surgical and Community Health Nursing. 


Faculty should have post-masters or doctoral 
preparation with experience in clinical nursing and 
nursing education. Rank and salary for positions 
commensurate with qualifications and experience, and 
in accord with the salary schedule of Dalhousie 
University. 


Applications and further information may be 
obtained from: 
Dr. Margaret Scott Wright 
Professor and Director 
School of Nursing 
Dalhousie University 
Halifax, Nova Scotia 
83H 4H7 
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A) Style No. 48508 
Sizes: 3-15 
Pristine Roya Ie 
White, Robin 
..... about $26.00 
B) Sty Ie No. 48567 
Sizes: 3-15 
Pristine Royale 
White, Yellow 
..... about $29.00 
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A different appearance- 
A common need 
Both may benefit from Slow-
 folic. 
Prophylactic iron and folic acid supplementation recently, a number of physicians have queried the 
during pregnancy is now an accepted practice effect of oral contraceptives on serum folate levels 
among Canadian physicians. It has also been in women. Dr. Streiff reports: "This complication 
established, through the publication in 1974 of (of oral contraceptive therapy), however, may be 
Nutrition Canada 1, that many Canadian women recognized more frequently in the future... Folate 
may not be obtaining the necessary nutritional deficiency associated with oral administration of 
requirements from their diets. For instance, 76.1 % contraceptives does not necessarily require 
of adult women (20-39) had inadequate or less than discontinuance of the drug regimen but folic acid 
adequate intake of iron and 67.9% were at high or therapy is definitely indicated."2 
moderate risk of low serum folate levels. More 


CIBA 
Dorval. Quebec 
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designer's choice 
A name that speaks for itself 
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Â) Style No. 48508 
Sizes: 3-15 
Pristine Royale 
100% textured polyester warp knit 
White. Robin 
about $26.00 


B & C) Style No. 48593 
(3-piece Wardrober) 
Sizes: 3-15 
Pristine Royale 
100% textured polyester warp knit 
White, Mint 
about $35.00 
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Available at leading department stores and specialty shops across Canada 



Locked in the 
heart of every 
cholesterol- . 
\ . 
conscIous 
II patient is 
the wistful 
longing for 
'IS " an egg. 
_I 
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Egg Beaters - yolk replaced eggs - reduce 
cholesterol content by 98%. 
C.H.D. patients and others at hyperlipid risk may now look 
a real egg in the face without concern about cholesterol or 
triglyceride build-up. 
This is made possible by unique Egg Beaters from 
Fleischmann's. The company cracks some 500,000,000 fresh 
farm eggs a year to remove their cholesterol-packed yolks and 
replaces them with a vitamin and mineral fortified corn oil 
nutrient plus flavouring agents. Egg Beaters are then 
pasteurized, homogenized, and fast frozen. 
Egg Beaters taste and smelJ like fresh farm eggs. 
The result of this improvement on nature is an egg 
equivalent-with the nutrition, taste, and smell of fresh whole 
eggs Minus the cholesterol disadvantages. 
Thus Egg Beaters can beat the monotony of a diet without 
eggs. 
Only 3-4 mg cholesterol versus 480 or more mg 
for two whole eggs. 
They can be scrambled, made into omelettes or French- 
toast and used in baking or Quantity cookery. Each one half 
cup serving (4 fl oz) replaces two large whole eggs. In 
cholesterol content, 3-4 mg for Egg Beaters compared to 
480 mg or more for whole eggs. 
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r - - - - - - - - - - IN YOUR GROCER'S FREEZER 
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Standard Brands Canada L,mited 
Consumer Service Division 
550 Sherbrooke St. West 
Montreal. Quebec 


........... 


I would appreciate 
a supply of your "Cookil1Q 
with Egg Beaters" recipe 
booklet for my patients 
as marked below. 
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Numbers of copIes requested: El1Qlls"---- Frenc"---- 


Name 


Addres " 


L___________________


 


egg 
beaters. 


You can eat them every day. 
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at 
shoe do 
most 
n es 
prefer? 


THE 
CLINIU 


TRADEMAAK8 MO. US PAT 17' . CAHADA MADE IN U $.A 


SHOE 
p, kUhrnut, 
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For a complimentary pair o' white shoelaces, 'older showing all the smart Clinic styles, and list of s!ores selling them, write: 
THE CLINIC SHOEMAKERS · Dept. CN-3 7912 Bonhomme Ave. . St. Louis. Mo. 63105 
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The official Journal of the Canadian 
Nurses Association published 
monthly in French and English 
editions. 


March, 1977 


Volume 73, Number 3 
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The pins on this month's cover are 
from CNA's collection of nursing 
school pins on permanent display in 
the Archives at CNA House. The 
collection began ten years ago with 
donations from the estates of two 
former CNA members and has grown 
since then to include the 16 pins 
pictured on the cover. The Association 
is anxious to expand its collection to 
include a more representative 
selection from both existing and 
former schools of nursing. If you would 
like to see your school represented, 
please contact the librarian, CNA 
House. For identification of pins, see 
page 4. (Photo by Studio Impact). 


The views expressed in the articles 
are those of the authors and do not 
necessarily represent the policies of 
the Canadian Nurses Association. 


ISSN 0008-4581 


Indexed in International Nursing 
Index, Cumulative Index to Nursing 
Literature, Abstracts of Hospital 
Management Studies, Hospital 
lIterature Index, Hospital Abstracts, 
Index Medlcus. The Canadian Nurse 
is available In mlcrofolm from Xerox 
University Microfilms, Ann Arbor. 
Michigan. 48106. 


The Canadian Nurse welcomes 
suggestions for articles or unsolicited 
manusclipts. Authors may submit 
finished articles or a summary of the 
proposed content. Manuscripts should 
be typed double-space Send original 
and carbon. All articles must be 
submitted for the exclusive use of The 
Canadian Nurse. A bloglaphical 
statement and return address should 
accompany all manuscllpts. 


A Canadian Nurses AssocIatIon. 
1:::( 50 The Driveway, Ottawa Cj'lnada, 
K2P 1 E2. 


Subscription Rates: Canada: one 
year, $8.00; two years, $15.00. 
FOlelgn: one year, $9.00; two years, 
$17.00. Single copies. $1.00 each. 
Make cheques or money orders 
payable to the Canadian Nurses 
Association. 


Change of Address: Notice should be 
given in advance Include plevlous 
address as well as new. along with 
registration number, In a provlncial/ 
territorial nurses' association where 
apphcable. Not responsible for 
journals lost in mail due to errors In 
address. 


Postage paid in cash at thIrd class rate 
Montreal, P.Q. Permit No. 10,001. 

 Canadian Nurses Association 
1977. 
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Is nursing in Canada going through an 
identity crisis? One that affects 
130,000 practising nurses and 
thousands of young people who hope 
to follow in their steps? One that 
troubles employers as well as 
educators, and recipients, as well as 
providers of health care? 
Over the past 12 months, I have 
listened to many leaders of the nursing 
profession as they talked to their 
fellow nurses in groups across this 
country. I have come away from these 
meetings convinced that in order to 
consolidate the gains they have made 
in the first half of this century in the 
advancement of the profession, 
nurses are going to have to find some 
way of reaching a concensus on some 
very basic questions '" questions like 
what it is that they do and who it is that 
makes the decisions and accepts 
responsibility for their actions. 
Certainly, nursing does not stand 
alone in facing this threat to its identity 
.., if it is a threat. All ofthe professions, 
but particularly the health professions, 
are presently undergoing what has 
been called a "crisis of public 
confidence" that is forcing them to 
take a long, hard look at how close 
they actually come to meeting the real 
needs 01 society today. 
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Inevitably, however, it IS criticism 
01 the nursing prolession and 
questions about nursing and nursing 
care that concern us most closely and 
immediately. 
What does it mean, lor example, 
when the majority 01 
nurse/respondents to a survey on 
quality 01 care in the United States and 
Canada describe the care they see 
around them as "low grade B"? 
What is our own reaction to the 
challenge of rising consumer 
expectations whén we are faced with 
budget constraints and administrative 
decrees that leave us with neither the 
time nor the energy to think 01 the 
patient as a person who depends on 
us to help him achieve his goal of 
"health"? 
Is it true that the nurse is 
becoming a "jack-ol-all-trades and 
master 01 none" and, il it is, what can 
we do about it? 
Are we really in danger, as one 
nurse/educator claims, 01 losing our 
essential caring quality and, in lact, 
our sense 01 the wholeness 01 
nursing? 
In this issue of CNJ, three nurses 
who have worked within a primary 
nursing set-up, describe the 
difference this makes to their 
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perception 01 their role within the J 
health care system. For them, the 
"one nurse, one patient, planning care l 
together approach" and the 
responsibility that this entails makes i 
a little easier to answer the 
lundamental question that all nurses 
are laced with now: "Who am I, what 
am J doing here, and where am I 
going?" - M.A.ti 
I 
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Key to cover photo: 
1. Hotel-Dleu du Sacre-Coeur de 
Jésus, Ouebec, P.O. 
2. Algonquin College, Ottawa, Ont. 
3. Victoria Hospital, Winnipeg, Man. 
4. Hópital Géneral d'Ottawa, Ottawa, 
Ont. 


,5. Royal Victoria Hospital, Montreal, 
P.O. 
6. Vemon Jubilee Hospital, Vernon, 
B.C. 
7. Memorial University, St. John's, 
Nlld. 
8. Ottawa Civic HospItal, Ottawa,Ont. 
9. Montreal General Hospital, 
Montreal, P.O. 
10. The Moncton Hospital, Moncton, 
N.S. 
11. Toronto General Hospital, 
Toronto, Ont. 
12. Metropolitan General Hospital, 
Windsor, Ont. 
13. Kelsey Institute of Applied Arts 
and Sciences, Saskatoon, Sask. 
14. Metropolitan (Demonstration) 
School of Nursing. Windsor, Ont. 
15. Winnipeg General Hospital, 
Winnipeg, Man. 
16. Regina General Hospital, Regina, 
Sask. 


I 
... "Thebestis yettobe, the/astoflife, 
for which the first was made. " I 
How do you feel about growing I 
older - as an individual or as a nurst 
who cares for our older people? Ne) 
month, CNJ explores the subject at II 
aging as it involves nursing and yoL! 
We'll look at what goes on in a day I 
hospital in Edmonton, Alberta. a 
nursing home in Hamilton, Ontario, I 
and a geriatric center in Toronto, 
among other places, and talk about 
some practical ways that nurses cal l 
help to make the last 01 lile a little 
better lor these important people. 
I 
I 
I 
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BLOOD PRESSURE 
SETS and SPHYGS 

 ForEveryBudgetJ_ 
REEVES DELUXE 


" New Reevescope 

 . 
wIth FREE Name 
or Initials and Sack J 
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Outstanding professional 
aneroid sphyg. made 
especially for Reeves I 
Meets U.S Gov. specs, 
=,:3mm accuracy, cal. to 
300mm.10-year Reeves 
Guarantee, Black and 
Chrome, Black tubing, 
Grey Velcro"- cuff. Zip. 
pered leatherelle 
case. Set includes 
No. 5150 Reevescope 
(right). FREE last name 
(up to 15 letters) or initials 
on mano and scope, FREE 
Scope Sack. 
Sphyg. only No. 108...27.95 


SPECIAL DELUXE REISTER 
Reister. . . one of the finest professional sphygs in the world' 
Calibration to 320mm, JO.year accuracy guaranteed to "'3mm by 
Reeves. Velcro" cuff, zipper case. Choose Black/Chrome mano, 
or Blue, Green or Beige mano, tubing, cuff and case to match. 
Set includes Reevescope, FREE names or initials, and Sack 
as above. 
No. 06...47.95 


Sphyg. only No. 106 . . . 39.95 


ECONOMY B.P. SET 
A low cost yet highly dependable umt. Cal. to 300mm, guaran- 
teed by Reeves to "'3mm for I year. Smart Grey IChrome styling, 
Velcro" cuff, zipper case. Set includes slim, sensitive stetho. 
scope in Blue, Red, Green. . . Or Silver with Grey tubing. 
Includes FREE last name Or initials on sphyg and steth. 
No. 14 . . . 27.95 Sphyg. only No. 10 . . . 20.95 

. Handsome ENAMELLED PINS 
lewelry quality, hard-fired 2 color enamel on 
""' I S' 
 gold plate. Dime-sized, plnback/safety claso. 

 Þ \ Choose RN, 
PN, l VN, or NA 
. No. 205 Pms... 2.49 
"
 


Bzzz MEMO-TIMER 
Don't forget' Keyring timer sets to 
buzz from 5 to 60 min. Reminds you 
to check vital signs, heat lamps, 
parking meters, etc. Unique gift idea! 
No. 22 Timer. . . 6.95 


" 



 PROfESSIONAL BAG 
I luxurious v." cowhide, beau- 
tifully crafted for years of 
servIce. Water repellant. 
Roomy, compartmented inter- 
ior, snap In washable liner. 6" 
x 7" x 12", in Black or Navy 
Blue (specify). Initials Gold 
embossed FREE 
No. 1544 Bag... 42.50 
Extra liner No. 4415 8.50 
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I 


14K G.f. PIERCED EARRINGS 
Dainty caduceus (shown actual size), with 14K 
posts, for on Or off duty. Gift.boxed. Great group 
gift' 
 , No. J3 . . . 5.95 pro 

 - --= 
 EXAMINING liTE 
Handy pocket light, only 5" long. White, caduceus Imprint, alu- 
mInum band and clip. Penlight batteries Included. 
No. NL-IO Light... 3.95 Init. engraved add 60e 


Our own precision stethoscope made 
to Reeves exacting standards, with 
our I year guarantee. I ?to " chest. 
piece slips easily under B.P. cuff. 
Weighs only 2 oz. A fine, dependable, 
sensitive scope in Blue, Green, Red, 
Gold or Silver, adjustable blnaurals, 
chestpiece and tubing to match, 
Chrome spring. FREE last name (up 
to 15 lellers) or initials engraved 
on chestpiece. 
FREE Scope Sack. 
No. 5150 . . . , . 12.95 ea. 
Littmann" NURSESCOPE 
Famous scope advertised in 
nursing magazines! High sen- 
sitivity,28 ' overall,2 oz , non- 
chilling diaphragm, patented 
internal spring. Choose Gold, 
/ .-J Silver. Blue, Green or Pink. with 
Grey' tubing. I year guarantee. 
Includes FREE engraved name or in- 
itials, and Scope Sack. 
No. 2160 16.95 *Matchingtubing No. 2160M 17.95 
Littmann" COMBINATION STETHESCOPE 
Similar to above, 22 ' overall, 3'h oz. Stainless chestpiece with 
1%" diaphragm. IV." bell. Non-chill sleeve. I year guarantee. 
Includes FREE engraved 2 initials only, and Scope Sack. 
No. 2100. . . 32.50 ea. 
Popular DUAL SCOPE 
Highest sensitivIty at a budget price' Only 3'h oz., Ph" bell, 
I V. ' chestpiece, in Silver/Chrome (Grey tubing), or Blue, Green 
or Red (matching tubing). Extra earplugs, diaphragm. 2 initials 
and Scope Sack included. No. 4120 . . . 17.95 
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\ -I<Q? Handy MEDI-CARDS 
..""... Six smooth plastic cards 3'/8" x 
. .. _ 5'h" crammed with info on Apothl 
I ;- J '- Metrici Household meas., 'C to of, 
/1 ';:,- _ , "1 liver, body, blood, urine, bone 
is- 
'. \'- " ease mcub. weights etc. . . . m vmyl 
: h ,
 holder. You're a walking encyclo. 
-
 pedia ' 
No. 289 Cards. . . . . . 1.75 
Add 60e for gold initials on 
holder 
TIMEX Pulsometer WATCH 
Movable outer ling computes pulse rate for 
you' Dependable Pulsometer I Calendar 
Watch with date, White lummous numerals, 
sweep-second hand, deep Blue dial, White 
strap. Stainless back, water and dust re- . 
sistanl. Gift-boxed I year guarantee. In- 
Itials engraved FREE. 
No. 237 Watch.... . . . . . 19.95 
0/ 
.... 



 


- :...........
.4" 



 "'- 


.
'" 

l l 


Keep-Clean CAP TOTE 
Great for caps, wiglets, curlers, etc. Clear 
plastic with zipper, white trim. 8
2' x 6" 
slores flat. 
No. 333 Tote... 2.95 
Gold initials add 60( 
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POCKET PAL KIT 
WhIte flexible Pocket.Saver with chromel 
silver 5"2' lIster Scissors 4-Color Ball 
Pen, handsome Penhght Plus change c om' t \ 
parI. and key chain . 
No. 291. .. 6.95. '---- 
Init. engr. on scissors add 60< 


REEVES NAMEPINS.. . smart, distinctive styles from 
America's Jewelry capital. Lifetime professional quality 
with smoothly rounded edges and corners. deeply engraved 
lettering, pinbacks with safety clasps. Save on 2 identical 
pins. . . it's more convenient, and you have a spare. 
169, 170 All METAL. . . rich. tail 559, 560 PLASTIC LAMINATE. . . 
ored design. gold Or sIlver plated, slim, broad yet hghtwelght. En- 
with pOhshed, satm or Duotone graved thru surface into contrast. 
combinatIOn fmlsh. INo. 170 avail. mg color core, with matching 
in Duotone only.) beveled border. 


510 MOLDED PLASTIC. . . simple, 
tnm molded plastic with lettering 
engraved and lacQuer-filled. The or, 
Iginal nurse style, always correct. 
CHECK CHOICES AND LETTERING IN COUPON BELOW. 


100, 111 METAl-fRAMED . . . 
smooth plastic set into classic 
polished metal frame. 


GROUP DISCOUNTS on all Reeves items shown: 
6-11 same items, deduct 10%; 12-24 same items, deduct 
15%; 25-49 same items. deduct 20%. 


.....-ENGRAVING 

 
 Lister 

 Bandage Scissors 
--.... . <inest Forged Steel. Guaranteed 2 years 
3'12" Mini-Scissor. Tiny and so handy I Slips into 
pocket or purse. Specify jewelers Gold or 
L t Chrome plate. No. 3500 3'12" . . . 2.75 
in

ia
:
neg

ved, No. 45004;2':: chrome only 2.95 
add 60t No. 5500 5 V2 chrome only 3.25 
No. 702 7'14", chrome only 3.75 
KELLY No. 25 Straight Box Lock. .. 4.69 
No:725 Curved Box Lock... 4.69 
fORCEPS No. 741 Thumb Dressing, 
Serrated, Straight, 5'12" . . . 3.75 


fUNDRMS


 
I intludes many . deal for tund' 
1he Reens tat. Of.. nng es tnat are , vnite or 
.n all lI\'IC e m ourthases. . 
ing items.' or large grouO " . and groUIl d's, 
raising d!\ns222.2811 tor suu;est.o!\S outlined abate. 
IItlone \6\11 ntities tnan tno se 
taunts on larger qua 


TO: REEVES CO., Box719-C, AttJeboro, Mass. 02703 
ORDER NO. ITEM COLOR QUANT. PRICE 


e êJitra <:neet for a,jdltional Items r :;rdo:>r;:. 


Name for ENGRAVING: 
(Ma..15 
lettersl 
NAME PI N S: Print Lettering below, check appropriate bo.es 
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169 
110 
100 
111 
559 
560 


o Duotone 1 0 Black J Lme 
o Gold 0 Pohshed 0 Dk Blue lettering 0269 04.4 
o Silver 0 Satm 0 White 2 Lines 
Frame: 0 Bla
k _etterlng 0349 05. 
I Gold 0 Ok Blue 3 lines 

 SiI\Æ'r 0 While Lettermg 0429 06. 


510 


2 LInes 
Lettering 0229 036 
o Black 
Dk. Blue 3 lines 
DWhrte Lettenng 03.19 0529 
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I enclose $ , on orders totaling under 5.00 
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The Canadian Nurse Msrch 1977 


The Canadian Nurse invites your 
letters. All correspondence is subject 
to editing and must be signed, 
although the author's name may be 
withheld on request. 


IIII).lt 


The quality of our caring 
Thousands of cancer patients 
must now present themselves, usually 
in a teaching hospital, for review and 
treatment on a regular basis. As 
controls improve, many of us are living 
much longer than expected and must 
be considered "problems" by 
professional staff - secretaries, 
technicians, nurses, and doctors. We 
flood existing facilities at all levels and 
place a great strain on too few 
hematologists and oncologists. 
I am myself a chronic patient, 
beginning my fifth year of therapy in 
two centers - one for cobalt, one for 
chemo. I am concerned about what is 
happening to me and to others like 
myself. Somehow, in the treatment of 
some incurable diseases, when 
patients must be treated or they will 
die, "Equal Rights" has come to mean 
"Everyone is the Same." When this 
happens, individual identity is lost: the 
patient becomes a nonentity - a 
cipher- a case. 
Some questions anse: 
Why must patients endure 
several inept attempts to draw blood, 
or insert I.V.'s? 
Who decided that patients have 
hours to waste in crowded waiting 
rooms, waiting for tests or to see their 
doctors? Why are they not seen or 
treated on an appointment basis? 
Why are patients' names called 
on a P.A. system, or bellowed by a 
staff member without courtesy of a 
title? 
Why are they herded in groups, 
sometimes undressed, from one place 
to another? 
Does the patient know the name 
of the doctor responsible for his care? 
How often does he see that doctor? 
Is the patient required to submit to 
examination by a different doctor each 
time? What happens if he refuses 
such examination? 
Is the patient threatened in any 
way? 
What does a patient, being 
treated as an out-patient, do when he 
has a bad reaction, calls his doctor's 
office for advice, and is told the doctor 
does not speak to patients on the 
telephone? 
Who decided it is better for 
patients, admitted for therapy, to 
share rooms, bathrooms. even a 
whole floor with other cancer patients? 
Pemaps, it is better for the staff? Is a 


pallent entitled to any privacy? Who 
answers his questions if he never sees 
his doctor alone? How does the 
patient who is lying in bed feel, when a 
group standing around, discusses him 
as if he were non-existent? 
We patients know some of the 
answers to these questions and 
appreciate at least some of the 
problems that are encountered in our 
care. But, again, the question arises 
- how many of the answers are 
merely excuses? 
It does seem to me that the 
patient is caught in a rapidly 
developing atmosphere of 
indifference, intimidation, and 
coercion. Most certainly we need 
medical care for our future 
generations, but it distresses me to 
think that my children and 
grandchildren may endure the added 
anxieties and frustration that attend 
what, at its best, must be called 
difficult therapy. 
Pemaps patients might be asked 
for suggestions as to their needs or 
preferences. 
Pemaps the time has come for 
patients to teach attending staff, by 
expressing their thoughts regarding 
attitudes and treatment at all levels. 
Pemaps the time has come, too, 
for attending staff to be reminded that 
patients are individuals - they do 
have feelings and are entitled to 
courtesy and respect. 
- M.E Murray, Toronto, Ontario. 


Paraplegics revisited 
In the December issue of The 
Canadian Nurse the article "Towards 
Independence for Paraplegics" had 
two minor errors. On page 25, the 
brace (upper photo) is a Jewitt 
Hyperextension brace, not 
hypertension brace. 
The other is on page 27, middle of 
page, when mentioning the 
radiological examination of a dynamic 
voiding cysto-urethrogram to 
determine the cause of bladder 
dysfunction, be it due to spasm of the 
external sphincter, urethral strictures, 
bladder calculi or reflux. A reflux, if 
present, is seen during this 
examination, but is a complication of 
bladder training, rather than a direct 
cause of dysfunction, as are the other 
mentioned factors. 
- Ane Marie Hansen, R.N., Toronto, 
Ontario. 


Brash, pretentious, abrasive? 
My response to your invitation to 
comment on the topic of M.A. 
Wickham's letter (December, 1976) 
follows. 
It was with some surprise that I 
realizedthattheJune, 1974 resolution 
to omittitles such as Miss or Mrs. in all 
CNA communications would result in 
only the surname of an individual 
being used. 
This practice creates a harsh and 
abrasive tone. - 
Would it not be more appropriate 
to refer to the individual by his/her fi rst 
name? 
- Mardy Brown, Gulf Station, South 
Hazelton, B. C. 


The practice of referring to 
nursing professionals with "bare" 
surnames communicates a kind of 
brash pretentiousness. The use of 
surnames only calls forth a reaction of 
both physical (cringing) and emotional 
dimension. Why not use the person's 
first name or title appropriate to their 
status? This practice was popular in 
early nursing-training experience 
when one's best friends found the title 
"Miss" cumbersome while working in 
patient-care areas. Pemaps the use of 
the "bare surname" conjures up 
reflections of the driving work ethic 
during a period of experience (utility 
rooms, waste baskets, maps and 
dusting) which many would prefer to 
forget. 
I find it unattractive in our)iterary 
journal. 
- Thelma Potter, Reg. N., Toronto, 
Ontario. 


I, too, abhor the use of bare 
surnames in The Canadian Nurse. I 
thought initially that I would gradually 
adapt to this, however, this has not yet 
happened. It seems such a paradox 
when we talk about personalizing care 
for our patients; yet, our professional 
journal addresses individuals in this 
coldly impersonal manner. 
- Bonnie Hartley, Graduate Student, 
Faculty of Nursing, University of 
Western Ontario. 


Abortion counselling 
I was very pleased to read the 
article "Abortion Counselling" by 
Bonnie Easterbrook and Beth 
Rust (January, 1977). 


Canadian hospitals have been 
avoiding their responsibility of 
providing abortion services. Statistics 
Canada lists 258 hospitals, out of 
1,359 in Canada, with Therapeutic 
Abortion Committees. A 1975 surve} 
conducted by the Doctors for Repea I 
of the Abortion Law (DRAL) shows 
that only one-third of Canadian I 
hospitals that are technically equippec I 
to perform abortions are listed as 
having such a committee. The 
overdue report of the govemment 
funded Badgley Commission which IS 
investigating the application of the 
present abortion law in Canadian 
hospitals should provide more curren 
data. 
Abortion counselling by 
competent personnel is an essential 
health service which more hospitals I ' 
should provide. Sensitive, concemec 
nurses can expand their role into this: 
important health care area. Please I 
keep us informed of current 
developments. 
- Linda Ratcliffe, Reg. N., C.P., 
London, Ontario. 


Long-term care for RN's 
The December 1976 issue of ThE I 
Canadian Nurse has an 
announcement in the "News" columr 
of Canada's "first" extended care 
program for registered nurses at 
Grant MacEwan College in 
Edmonton, Alberta. 
Our program here at Centennia 
College in Scarborough, Ontario, I 
entitled "Certificate of achievement fa 
registered nurses in Long-Term Care' 
has been in operation now for almos I 
two years, and was approved by the i 
Council of Regents of our provincial I 
Ministry of Colleges and Universities 
Those of us involved with the 
formation, development and 
implementation of the program feel 
that it meets a real need, and we are 
delighted to see other colleges 
develop programs of similar nature. 
- Patricia Prentice, Coordinator of 
Applied Arts/Academic/ Health 
Programs, Continuing Education 
Division, Centennial College of 
Applied Arts and Technology, 
Scarborough, Ontario. 



In this high pressured world of caring and doing and bending and reaching, 
walking miles of aisles and wondering whether anybody out there cares...We 
do Barco backs every stitch of every look, every day. 
Barco Backs You, Bab
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Left: The Jump Dress, 1f>17, about 525. Right: Dress, IM6, about 526; Pants, 1658, about 514 All in Barco Lmen 1\ Warp Knit 
Turtle Neck, 5564, about 513 In Barco Stretch 'N Knit. 
Write for your complimentary Uniform Brochure to: Barco, 350 West Rosecrans Avenue, CN-77, Gardena, California 90248. 
Barco, one of the finest names in Uniforms and Shoes is proud to be in Canada. 
Please look for Barco at the store nearest you. 
UNIRJRM WORLD, 3 Coumbe St., Renfrew, Ontario; 226 Bank St., Ottawa, Ontario; 641 Bay St., Toronto, Ontario; 691 McCowan Rd., 
Scarborough, Ontario. flORENCE NIGHTINGALE, 156 James 5t. South, Hamilton, Ontario. SALON FANTASIA, 562 St. CathErine 
East, Montreal. Quebec. ROSE-LEE UNIFORMS, 837 5herbrook, Winnipeg, Manitoba; 265 Kennedy, Wmnipeg, Manitoba. ROSE 
UNIFORMS, lOI75-100A St., Edmonton, Alberta. DORIS UNIFORMS, 618 3rd St. S.W., Calgary, Alberta. VOGUE UNIFORMS, 116 8th 
Ave., Calgary, Alberta. IMAGE UNIFORMS, 734 W. Broadway, Vancouver, B.C; 1027 Davie St., Vancouver, B.C; Cariboo Shopping 
Center, Coquitlam, B.C NEW IMAGE, 675 3rd St. S.E., Medicine Hat, Alberta. 
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Rely on Mosby. No other publisher offers you such 
opportunities for choice in eV8ty nursing specialty. 


New 2nd EditIOn 


ADULT AND CHILD CARE: 
A Client Approach to Nursing 
The new edition of this pacesetting text continues 
its unique approach by interweaving both adult and child 
care, and organizing material according to five basic human 
needs (safety and security, activity and rest, sexual role 
satisfaction, need for oxygen, nutrition and elimination) Re- 
taining the innovative features which made the first edition so 
popular, the authors have made significant revisions that 
enhance this text's effectiveness. Here's how they've 
amplified this new 2nd edition: 
. an increased emphasis on applied pathophysiology evi- 
denced throughout; 
. major expansion of material on the central and peripheral 
nervous systems Included are new chapters on neurolog- 
ical assessment, brain and spinal cord; 
. the latest information on assessment and management of 
oncologic problems. New tables summarize nursing ac- 
tion and pharmacotherapy; 
. revised and expanded chapter on the cardiovascular sys- 
tem with new material on assessment of dysrhythmias and 
new material on myocardial infarction and pump failure: 
. more information on nursing management of fluid and 
electrolyte problems; 
. the section on sexual role satisfaction contains new infor- 
mation on assessment techniques in breast cancer and 
venereal disease along with client instruction techniques. 
A new section on rape considers prevention and treat- 
ment; 
. additional learning aids; more than 100 new illustrations 
plus additional assessment guides and summary tables 
By Janet Miller Barber, R.N., MS.; Lillian Gatlin 
Stokes, R.N., MS., and Diane McGovern Billings, R.N., MS. 
March, 1977. Approx. 1,024 pages, 8" x 10", 738 illustra- 
tions About $18.85. 


MEDICAL-SURGICAL 
NURSING MANAGEMENT OF RENAL PROB- 
LEMS. By Dorothy J. Brundage, MN. A clear presentation of 
the physiologic and psychologic bases for nursing interven- 
tion, this unique text approaches nephrology as a vital sub- 
system of the whole body system. It offers in-depth informa- 
tion on normal and pathologic renal function; causes of renal 
disturbances; body responses and acute renal failure; medi- 
cal therapy; and nursing intervention. Methods and proces- 
ses of renal restoration are carefully detailed, with special 
attention to dialysis and transplantation and their psychoso- 
cial aspects. 1976, 214 pp., 20 illus. Price, $7.30. 



 


New 3rd Edition! NURSING CARE OF THE 
CANCER PATIENT. By Rosemary Bouchard, AB., AM, 
EdD.. R.N. and Norma F. Owens, A.B., AM, Ed.D., R.N. This 
new edition presents up-to-date discussions on prevention, 
detection, and diagnosis of cancer, and explains the effects 
of cancer on all major body systems. The authors discuss 
traditional cancer therapy - surgery, radiation, and 
chemotherapy - and explain nursing approaches to each. 
Rehabilitation and care of the terminal patient are explored 
in depth. Special consideration is given to the psychological 
aspects of primary and advanced disease along with nursing 
methods to help provide emotional support. June, 1976.325 
pp., 189 illus. Price, $9.40. 


A New Book! ELEM ENTS OF REHABILIT A nON IN 
NURSING: An Introduction. By Rose Marie Barach, R.N., 
MA., with 4 contributors. This dynamic new book ap- 
proaches the theory and practice of rehabilitation f!om .a 
psychosocial perspective. Contributions by specialists In 
community health, orthopaedic rehabilitation, and sexual 
function stress ways to meet the physical, emotional, and 
social needs of the rehabilitating patient. Informative dis- 
cussions offer new insights on the health care environment; 
physical and psychosocial functions in health related 
therapies; and application of the nursing process. Sep- 
tember, 1976. 328 pp., 60 illus. Price, $8.95. 
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 .. A New Book! NURSING MANAGEMENT OF DIA- 

- . BETES MELLITUS. Edi
ed by Diana W Guthrie R.N., 
MS.P.H.. F.AAN and RIchard A Guth"e, MD., F.AAP.; 
with 9 cont"butors. This important new text presents up-to- 
date information to help the nurse better understand dia- 
betes mellitus - and to properly educate diabetic patients. 
Emphasizing the care of the aged and children with dia- 
betes. the authors discuss diagnosis, nursing management. 
acute and chronic care. complications. special problems, 
and patient education. Psychosocial aspects are examined 
in depth. March, 1977. Approx. 240 pp., 64 illus About 
$7.30. 


, 
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A New Book! ENDOCRINE PROBLEMS IN NURS- 
ING: A Physiologic Approach. By Judith Amerkan Krueger, 
R.N. MS and Janis Compton Ray. RN. M5. This valuable 
new text provides students with a sound physiologic basis 
for care of patients with endocrine disorders. The autnors 
describe both the function and dysfunction of the pituitary. 
adrenal. parathyroid. thymus. and pineal glands: the pan- 
creas. gonads. and gastrointestinal hormones. Further dis- 
cussions explain appropriate diagnostiC procedures and 
pharmacologic treatments. Many helpful charts summarize 
patient problems and their implications for nursing care. 
August. 1976 175 pp. 41 illus Price, $6.60. 


New 3rd Edition' THE PROCESS OF PATIENT 
TEACHING IN NURSING. By Barbara Klug Redman, R.N. 
B.S.N.. MEd, Ph 0 Greatly revised and expanded, this new 
3rd edition presents Important principles and methods for 
patient teaching. Organized around elements of the 
teaching-learning process. this new edition explores: the 
Patient's Bill of Rights: social learning; behavioral objectives 
as educational tools: proposed taxonomy of perceptual do- 
main; and a care plan usmg behavioral modIfication. June. 
1976.282 pp.. 14 figs Price. $8.15. 
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New 2nd Edition! CONTROLLING THE SPREAD 
OF INFECTION: A Programmed Presentation. By Betty 
Mcinnes. R.N.. B.Sc.N. MSc.(Ed.). Proceeding from simple 
to complex. this new edition skillfully combines nursing 
management with the study of aseptic principles and control 
procedures as they apply to patients and hospital personnel. 
This new 2nd edition retains the effective programmed for- 
mat of its predecessor with each section updated, ex- 
panded. and clarified. New features include: new headings 
for quick reference; a new glossary; and three new appen- 
dices for summary reviews April, 1977. Approx. 128 pp.. 12 
illus About $6.25. 


IVIOSBV 


We've built a reputation for quality and diversity in nursing publishing. 


TIMES MIRROR 


THE C. V. MOSBY COMPANY, LTD. 
86 NORTHLINE ROAO 
TORONTO. ONTARIO 
M4B 3E5 
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We've built a reputation for quality 
and diversity in nursing publishing. 


FUNDAMENTALS 


A New Book! INTRODUCTION TO NURSING ES- 
SENTIALS: A Handbook. By Helen Readey, R.N., MS.; Mary 
Teague. R.N., MS.N.; and Wilflam Readey, III, B.S. An ideal 
supplement or study guide, this new text first discusses 
study skills, then devotes an entire chapter to the definition 
and application of the nursing process, emphasizing mas- 
tery of the communication process. The authors also explore 
variOUS systems of charting; legal aspects of nursing; and 
mathematical problem solving. A glossary and learning aids 
are included. April. 1977. Approx. 176 pp.. 19 illus. About 
$5.80. 


New 2nd Edition! THE PROCESS OF PLANNING 
NURSING CARE: A Model for Practice. By Fay Louise 
Bower, R.N., B.S. MS.N. This thoroughly updated guide to 
planning holistic nurSing care reflects the changing health 
care setting - increased numbers of ambulatory centers 
and home care programs - and emphasizes the nurse's 
responsibility for making independent judgements. New in- 
formation has been added on assessment and the nursing 
diagnosis, and on problem-oriented care plans. March, 
1977 Approx. 144 pp., 9 illus. About $6.05. 
New 9th Edition! MOSBY'S COMPREHENSIVE 
REVIEW OF NURSING. Edited by Dolores F. Saxton, R.N., 
B.S. in Ed., MA, Ed.D.; Phyllis K. Pelikan, R.N., AAS., B.S., 
MA; and Patricia M Nugent. R.N., AAS., B.S., MS.; with 10 
contributors. Field tested for accuracy and updated to reflect 
current concepts and techniques this new edition features 
expanded discussions on medical-surgical nursing, re- 
habilitation and psychiatric nursing nursing history, and the 
physical sciences in nursing. The revised step-by-step for- 
mat is especially helpful to students. January. 1977.624 pp., 
12 illus and 5 two-color illus Price, $13.15. 


PHARMACOLOGY 


13th EditIon! PHARMACOLOGY IN NURSING. By 
Betty S. Bergersen, R.N., M 5, Ed. D.; In consultation with 
Andres Goth, M.D. Written by a nurse for nurses, this popular 
text continues to be the most widely accepted book in the 
field In this 13th edition, it presents thorough, up-to-the- 
minute coverage of pharmacology '. with emphasis On 
understanding drug action in the human body. Two new 
chapters, "Antimicrobial Agents" and "The Effect of Drugs on 
Human Sexuality Fetal D('lIelopment. and Nursing Infant", 
reflect this edition's Increased emphasis on nursing implica- 
tions Virtually every chapter h_s been updated and revised 
to include the latest pharmacological information 1976. 766 
pp. 100 illus Price. $14.20. 


10th Edition! WORKBOOK OF SOLUTIONS AND 
DOSAGE OF DRUGS: Including Arithmetic. By Ellen M 
Anderson, R.N., B.S., MA and Thora M Vervoren, RPh., B.S. 
An effective, self-teaching guide, this workbook relates 
basic mathematics to common solutions and dosages, and 
provides information essential for proper calculation, prep- 
aration, and administration of drugs. Updated throughout, 
the text places more emphasis on the metric system and 
includes many new problems. 1976 176 pp.. 11 figs. Price. 
$7.10. 


A New Book! CALCULATING DRUG DOSAGES: A 
Workbook. By Ruth K. Radcliff, R.N., MS. and Sheila J. 
Ogden, R.N., B.S. This new workbook is an excellent tool for 
students who want to refresh their knowledge of mathemati- 
cal skills needed to correctly calculate drug dosage. After a 
pretest to determine specific needs, the book discusses 
basics in general mathematics (fractions, decimals, percen- 
tages, ratios, and proportions). Worksheets and chapter 
quizzes assist in the evaluation of learning. January, 1977. 
272 pp., 26 flash cards. Price, $8.95. 


BASIC SCIENCE 


9th Edition I INTRODUCTION TO PHYSIOLOGI- 
CAL AND PATHOLOGICAL CHEMISTRY. By L. Earle Ar- 
now, Ph.G. B.S., Ph.D., MB., MD. Student-oriented, this 
superb 9th edition clearly delineates the principles of chem- 
ical reactions and their relationships to clinical medicine. 
Chapters have been updated and the appendix contains a 
revised table of atomic weights and numbers. 1976,514 pp., 
225 Illus. Price, $12.55. 


9th Edition l INTRODUCTION TO LABORATORY 
CHEMISTRY. By L Earle Arnow, Ph.G., B.S., Ph.D. MB., 
M.D 1976 102 pages plus FM I-XVI, 5W' x 8W' 43 illustra- 
tions Price, $4 50. 


12th Edition! ROE'S PRINCIPLES OF CHEMIS- 
TRY. By Alice Laughlin, B.S., MS., Ed.D. Clear and com- 
pact. the 12th edition of this popular text continues to relate 
principles to practice in its presentation of the essential 
areas of inorganic and organic chemistry, and biochemistry. 
The book emphasizes the metric system, molecular and 
atomic structure, and recent discoveries in biochemistry 
1976,414 pp., 122 illus. Price. $12.55. 
7th Edition! ROE'S LABORATORY GUIDE IN 
CHEMISTRY. By Alice Laughlin, B.S.. MS Ed.D 1976 238 
pages plus FM I-XII, 5W' x 8W', 47 illustrations Price 
$6.85 


New 11th Edition! MICROBIOLOGY AND 
PATHOLOGY. By Alice Lorraine Smith, AB, M 0 F G.AP., 
F.ACP. This new edition has been extensively revlf
d and 
updated to answer your students' questions 011 th_ .Jnat's", 
"when's", and "how's" of microbiology with the ost recent 
information available New topics include. serologic diag- 
nosis of protozoal and metazoal diseases, evaluation of 
cell-mediated immunity, immunotherapy, and other related 
subjects April, 1976. 698 pp., 564 illus Price, $16.30 



 



CRITICAL CARE 


New 2nd Edition! RESPIRATORY NURSING 
CARE: Physiology and Technique. By Jacqueline F. Wade, 
R.N., S.C.M., B. T.A. The new 2nd edition ofthis valuable text 
continues to provide your students with an exhaustive pre- 
sentation of respiratory physiology as it relates to nursing 
care. The author places increased emphasis on the applica- 
tion of physiology and nursing therapies to prevent respirat- 
ory complications, and includes more material on specific 
respiratory problems. Two new chapters discuss bedside 
monitoring; and hypoxemia, hYPoxia, and oxygen therapy. 
April, 1977. Approx. 224 pp.. 48 illus. About $7.90. 


2nd EditIon! NURSING CARE OF THE PATIENT 
WITH BURNS. By Florence Greenhouse Jacoby. R.N. Writ- 
ten by an experienced burn.nurse clinician, this text is a 
concise, yet detai led resource for burn care, from first aid 
treatment to prolonged care of burn patients. Updated and 
expanded, it includes a new chapter on fluid therapy, and 
increased emphasis on pathophysiology, causes, and pre- 
vention of complications. The book reviews fundamental 
facts of anatomy and physiology and provides students with 
a working knowledge of the basic pathologic, physiologic. 
and psychologic changes that can occur in the burn patient. 
Information on the importance of nutrition and special needs 
of young and older burn patients is included. 1976, 198 pp.. 
18 illus. Price. $7.65. 


A New Book! ACUTE MYOCARDIAL INFARCTION: 
Reaction and Recovery. By Rue L. Cromwell. Ph.D., et a/. 
This new text presents a compilation of controlled research 
data pertaining to how stress and personality affect a pa- 
tient's recovery from acute myocardial Infarction; and how 
these factors affect the health team's approach to care Prac- 
tical discussions explore such topics as: the patient's re- 
sponse to nursing care; psychological assessment and nurs- 
ing management of coronary patients; and anticipating sub- 
sequent infarctions. March. 1977. Approx. 208 pp.. 24 illus. 
About $11.00. 


CURRENT PRACTICE & 
PERSPECTIVES IN NURSING SERIES 


A New Book! CURRENT PERSPECTIVES IN 
NURSING: Social Issues and Trends. Edited by Michael H. 
Miller. Ph.D. and Beverly Flynn, R.N.. Ph.D.; with 21 con- 
tributors This collection of original articles examines sig- 
nificant social issues now confronting the nursing profes- 
sion Written by leading authorities in the field, the book 
focuses on five major topical areas of nursing: ethics, re- 
search, health care delivery, organization. and education. 
Some of the issues discussed include: the establishment of 
the nurse practitioner role; the establishment of nursing un- 
ions as a political force in obtaining improved personnel 
benefits; the creation of professional organizations sensitive 
to nursing's needs; attempts to evaluate educational prog- 
rams; and changes in the issues the ANA is addressing. 
June 1977. Approx. 176 pp.. 4 illus. About $12.10 (C); about 
$8.95 (P). 


New Volume I! CURRENT PRACTICE IN FAMIL Y- 
CENTERED COMMUNITY NURSING. Edited by Adtna M. 
Reinhardt, Ph.D. and Mildred D. Quinn, R.N., M.S. This ex- 
ceptional new text offers a variety of alternatives for coping 
with community health situations. Articles range from indi- 
vidualized care to broad concepts in community health ad- 
ministration, including details for planning and implement- 
ing specific programs. The first section of this timely book 
explores current opportunities for community nursing in the 
health field. Further discussions study cultural influences 
and trans-cultural nursing, and then stress the family role, 
focusing on family assessment and effective use of indi- 
vidual family strengths January, 1977. 376 pp.. 30 illus. 
Price: $12.10 (C); $8.95 (P). 
Volume I! CURRENT PERSPECTIVES IN NURSING 
EDUCATION: The Changing Scene. Edited by Jane A. Wil- 
liamson, Ph.D., R.N.. with 18 contributors. 1976, 188 pages 
plus FM I-X, 6 3 ,4" X 9 3 ,4", 12 figures. Price: $11.05 (C); $7.90 
(P). 


I 


Volume I! CURRENT PRACTICE IN ONCOLOGIC 
NURSING. Edited by Barbara Holz Peterson. R.N., M.S.N. 
and Carolyn Jo Kellogg, R.N.. M.S.; with 27 contributors. 
1976, 230 pages plus FM I-XVI, 6 3 /.!" x 9 3 /4". 3 illustrations. 
Price: $11.05 (c): $7.90 (P). 
Volume I! CURRENT PRACTICE IN PEDIATRIC 
NURSING. Edited by Patricia A. Brandt, R.N., M.S.. Peggy L. 
Chinn, R.N.. Ph.D.; and Mary Ellen Smith. R.N.. M.S.; with 15 
contributors. 1976. 242 pages plus FM I-XIV, 6
" x 9
", 13 
illustrations. Price: $11.05 (C); $7 90 (P). 
Volume I! CURRENT PERSPECTIVES IN 
PSYCHIATRIC NURSING: Issues and Trends Edited by 
Carol Ren Kneisl, R.N., Ph.D. and Holly Skodol Wilson. R.N., 
Ph.D.; with 24 contributors. 1976, 228 pages plus FM I-XIV, 
6
4" x 9314". 9 figures. Price: $11.05 (C); $7.90 (P) 


Volume I! CURRENT PRACTICE IN OBSTETRIC 
AND GYNECOLOGIC NURSING Edited by Leota Kester 
McNall, R.N., M.N. and Janet Trask Galeener. R.N.. MS; with 
19 contributors. 1976.254 pages plus FM I-XVI 6 3 /4" x 9314" 
39 illustrations. Price: $11.05 (C): $7.90 (Pì. 
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MARN representatives 
meet with cabinet 


The Board of Directors and other 
representatives of the Manitoba 
Association of Registered Nurses met 
with Premier Ed Schreyer and 
members of his Cabinet in 
mid-January, to present 
recommendations on matters of 
concem to the Association. The 
meeting was the first to take place 
between MARN and representatives 
of the govemment of that province. 
A brief presented by MARN 
stressed the Association's desire for a 
continued and regular liaison with 
govemment in matters related to 
health care, particularly as such 
matters affect the delivery of nursing 
care. 
The purposes and objectives of 
the Association were outlined with a 
discussion of the ways in which MARN 
is carrying out its objectives. For 
example: registration of members, a 
referral service to assist both nurses 
seeking employment and employers, 
a program presently in progress to 
establish standards of nursing 
practice, continuing education, 
refresher course programs, promotion 
of inservice education, bursaries and 
loans to assist nurses in further 
education, consultation and funds to 
assist in nursing research projects 
were mentioned. 
Brief reference was made to the 
Association's Position Paper on 
Nursing Education: "Challenge and 
Change." Concern was again 
expressed that only one member from 
MARN was permitted to be on the 
Ministerial Task Force appointed to 
recommend on nursing education. 
Resolutions passed at the 
Association's annual meeting were 
also referred to the Cabinet for 
consideration. These dealt with 
learning resource centers for health 
workers; support of non-smoking 
programs and discouraging the sale of 
tobacco in health agencies; legislation 
for compulsory use of seat belts, crash 
helmets, and reduction in speed limits. 
The Association stressed the 
urgent need in Manitoba for nurses 
prepared at the Master's level and 
strongly urged government support for 
the immediate establishment of a 
M.Sc.N. program at the University of 
Manitoba. 


CNA research study reveals few key changes 
in nursing employment, education patterns since 1966 


The research unit of the Canadian 
Nurses Association has released the 
results of a review of trends in the 
growth and expansion of the nursing 
profession in Canada between 1966 
and 1974. 
Highlights of the study, according 
to research officer, Marion Kerr, 
include the following: 
. Between 1966 and 1974, the 
number of registered nurses 
employed in nursing increased by 56 
percent (from 82,517 in 1966 to 
128,675 in 1974). 
. the field of employment and the 
education levels of nurses working 
during this period did not vary 
significantly from those of the previous 
decade. 
Increased public and popular 
emphasis on preventive and 
maintenance health services provided 
from community-based agencies and 
the need for higher level s of education 
to prepare nurses to work in these 
settings were not reflected in actual 
practice. In 1974 (as In 1966) more 
than 80 percent of employed 
registered nurses working in 
Canada worked in hospital/ 
institutional settings; more than 80 
percent had as their highest 
academic preparation the diploma 
leading to an R.N. 
Other highlights of the study: 
. the percentage of registered 
nurses employed in community health 
settings remained relatively stable; 
. the greatest shift in level of 
education, a dramatic one from 
diploma leading to R.N. to 
baccalalf"eate degree, occurred 
among registered nurses employed in 
nursing education; 
. the number of registered nurses 
and the number of those holding the 
baccalaureate degree both increased 
by 56 percent; 
. the level of education for 
registered nurses employed as 
directors and assistant directors of 
nursing declined; 
. levels of education for registered 
nurses employed as supervisors and 
head nurses and as general duty /staff 
nurses rose slightly. 


Four questions about the 
employment settings and educational 
preparation of nurses in the period 
between 1966 and t974 were 
investigated : 
Q. Was there a shift towards a larger 
percentage of registered nurses 
being employed in community 
health nursing? - 
A. Rather than a shift towards 
employment in community health 
settings, there was actually a 1.4 
percent decline in the percentage of 
registered nurses employed in 
community health settings. It seems 
clear that although the actual number 
of registered nurses working in 
community health settings did 
increase, the expansion of hospitals 
and other institutions continued to 
absorb the majority of registered 
nurses during this period. 
Q. Was there a shift towards higher 
levels of education for employed 
nurses? 
A. While very little shift occurred 
between 1966 and 1974 in level of 
education of employed registered 
nurses, what shift did occur was away 
from the diploma leading to R.N. 
towards the baccalaureate degree. In 
both 1966 and 1974 over four-fifths of 
employed registered nurses had as 
their highest academic preparation 
the diploma leading to R.N. While 
there was an increase of 2.7 percent in 
the group holding the baccalalf"eate 
degree, there was little change in the 
group holding the master's or higher 
degree and little change in the group 
holding some credits towards a 
baccalaureate degree. 


Did you know ... 
At a meeting held recently in Montreal 
to form the Practitioners of 
Infectious Control in Canada, one of 
the recommendations was the 
formation of local interest groups. One 
such group is forming in the Prairies. If 
you are interested in this field, please 
contact: Laura Black/Jean Harper, 
Continuing Medical and Nursing 
Education, The Plains Health Centre, 
4500 Wascana Parkway, Regina, 
Sask., S4S 5W9. 


Q. Were there shifts in level of 
education towards greater 
preparation for registered nurses 
employed in community health 
settings? 
A. The greatest shift in level of 
education did not occur in the group of 
registered nurses employed in 
community health settings, but rather 
in the group employed in nursing 
education. Between 1966 and 1974, 
the most prevalent level of education 
for nurse teachers shifted from 
diploma leading to R.N. (29.4 percent 
in 1966) to baccalaureate degree 
(60.6 percent in 1974). In the same 
period the percentage with a master's 
or higher degree more than doubled 
from 5.9 percent to 13.9 percent. The 
second largest shift occurred in the 'I 
group of registered nurses employed I 
in community health settings where 
the percentage of those holding the 
baccalaureate degree approximately 
doubled (as it did in all three fields of 
employment). 
Q. Was there a shift towards higher 
levels of education among 
registered nurses employed in 
administrative and managerial 
positions,' in general duty, and in 
nursing education? 
A. The greatest shift, an upward one, 
occurred among the group of nurse 
teachers, 60.6 percent of whom held a , 
baccalalf"eate degree in 1974, 
compared to 25.7 percent in 1966. 
Among directors and assistant I 
directors of nursing there was a I 
downward shift in level of education. I 
There was an upward shift in the level ! 
of education of supervisors and head ' 
nurses and the level of education of 
the general duty/staff nurse group 
also shifted upwards slightly. 


I 
. Note: For the purpose of thIS revIew I 
administratIve and managef/al POSItionS comprise 
the positions of director and assistant director of I 
nursmg. and supervisor and head nurse. I 



. 


I 
: Table 1: 


Registered Nurses Employed In Nursing in Canada 
by Field of Employment, 1966 and 1974. 


, 
i Field of Employment 
I Hospital/other institution 
I Community health agencies 1 
, Nursing education programs 
I Other 2 


1966 1974 
80.1 83.8 
11.4 10.0 
3.6 2.8 
4.9 3.4 
100.0% 100.0% 


I Total 
I 
11. 
1 2 . 
j 
I 


(n= 82.517) (n = 128,675) 
Community health agencies Include public health, school health, 
occupational health, physician's and/or dentists' office. 
Other includes private duty and other specified fields. 


Table 2: 


Registered Nurses Employed in Nursing in Canada 
by Highest Level of Education, 1966 and 1974. 


Highest level 
of Education 
Diploma leading to R.N. 
Some credits towards a 
baccaJau-eate degree 
Baccalau-eate degree 
Master's or higher degree 


1966 
85.2 


1974 
82.0 


9.5 
4.8 
0.5 


9.9 
7.5 
0.6 


Total 


100.0% 100.0% 
(n = 82,517) (n = 128.675) 


Table 3: 


Registered Nurses Employed in Nursing in Canada, by Highest Level of Education and Field of Employment, 
1966 and 1974. 


Highest level Hospital/other Community Nursing education 
Of Education institutions health agency programs 
1966 1974 1966 1974 1966 1974 ., 
Diploma leading to R.N. 88.8 86.4 72.8 59.4 39.9 11.2 
Some credits towards a 
baccalaureate degree 7.8 8.1 17.9 23.9 24.8 14.3 
Baccalaureate degree 3.2 5.3 8.6 16.0 29.4 60.6 
Master's or 
higher degree 0.2 0.2 0.7 0.7 5.9 13.9 
Total 100.0% 100.0% 1000% 100.0% 100.0% 100.0% 
(n = 66,172) (n = 107,769) (n = 6,834) (n = 12,844) (n = 2,932) (n = 3,427) 


Table 4: Registered Nurses Employed in Nursing in Canada by Highest Level of Education and Position, 1966 and 1974. 
Hig hest level Directors and SupervIsors & General Duty / 
of Education Assistant Directors Head Nurses Staff Nurses Nurse Teachers 
of Nursing 
1966 1974 1966 1974 1966 1974 1966 1974 
Diploma leading 60.1 62.6 84.3 78.8 88.4 86.2 42.7 11.2 
to R.N. 
Some credits towards 
a baccalaureate 
degree 15.2 14.7 11.4 13.7 8.2 8.5 27.5 14.3 
Baccala ureate 
degree 19.3 18.0 4.1 7.1 3.3 5.3 25.7 60.6 f 
Master's or 
 
higher degree 5.4 4.7 0.2 0.4 0.1 0.1 4.1 13.9 
Total 100.0
/o 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
(n = 2,549 (n = 3,735ì (n = 14,894) (n = 21,207) (n = 54,906) (n = 96,793) (n = 3,053) (n = 4, 720) 
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patient 
needs 
your help 
When patients need private duty 
nursing in the home or hospital, 
they often ask a nurse for her 
recommendation. Health Care 
Services Upjohn Limited is a re- 
liable source of skilled nursing 
and home care specialists you 
can recommend with confidence 
for private duty nursing and home 
health care. 
All of our employees are carefully 
screened for character and 
skill to assure your patient of de- 
pendable, professional care. 
Each is fully insured (including 
Workmen's Compensation) 
and bonded to guarantee your 
patient's peace of mind. 
Care can be provided day or 
night, for a few hours or for as 
 
long as your patient needs help. ." 
For complete information on our 
services, call the Health Care '\ 
Services Upjohn Limited office 
near you. 
 
[E}] \ 
.
\ , 
Health Care Services KEnDAll 
Upjohn Limited 
(Operating in Ontario as HCS Up;ohn) Innovators In Patient Care 
Victona . Vancouver. Edmonton 
Calgary. Winnipeg. London 
St. Catharines . Hamilton. Toronto West KE"'IDAU CANADA t..CURITY A\"ENl'E 
Toronto East. Ottawa. Montreal 
Quebec. Halifax TC,..{C .HO ON fAh 0 r...cAB lY 
HCS M2J 1 ..... 
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CNA Directors hold Work Session 
to consider nursing directions 


Jirectors of the Canadian Nurses 
!\'ssociation have come up with a list of 
ive major recommendations for action 
)y the nursing profession. The list 
ncludes a recommendation 
::onceming the development of a 
:iefinition of nursing practice. 
The recommendations were 
jipproved at a special Wo
 Session 
':;ailed by CNA Directors to discuss 
,'Regulation of the Profession: 
I
ursing Directions - Power and 
I;:)urpose." The session took place in 
:Jttawa in mid.January and was 
:!ttended by members of CNA's Board 
I)f Directors and advisers to the 
Directors. 
CNA president Joan Gilchrist, 
who was chairman of the session, 
loted that directors had agreed at 
their last meeting of the Board that 
regulation of the profession must be 

onsidered a priority throughout the 
'1976-78 biennium and had expressed 
I::oncern over the fact that the control 
and delivery of nursing services were 
Ibeing shaped by people outside the 
nursing profession. They had 
:expressed the desire to meet to gain 
first-hand information on what was 
Ihappening in nursing and health 
Iservices across the country so that 
they could identify problems, propose 
istrategies and identify ways that CNA 
,could assist in solving these problems. 
;During the wo
 session a 
:representative from each of the eleven 
Iprovincial territorial member 
lassociations made a verbal 
:presentation identifying issues and 
Iconcerns within their region. 
I The five recommendations 
lapproved were: 
:. that a definition of nursing 
'practice be developed. 
. that the Executive Committee (a) 
review the CNA Position Statements 
land CNA Publications in the light of 
:issues discussed, (b) make necessary 
'revisions or proposals, and (c) report 
:back to the next Board of Directors 
Imeeting. 
,. that a discussion paper be 
!prepared on principles, alternatives, 
" implications and strategies related to 
registration/licensure by the 
,provincial nurses' associations. 


. that the two consultants in Labor 
Relations Services give priority to 
preparation of a draft statement for the 
Executive Committee outlining the 
role of union vis a vis the role of the 
professional association. 
. that the Executive Committee 
study the feasibility of initiating a draft 
paper on the delivery of health care 
services with a view to developing a 
statement on the delivery of nursing 
services independently and in 
conjunction with professionals and 
others in the health care system; that 
the Executive Committee use CNA 
members and/ or consultants to obtain 
needed data and that current CNA 
papers in delivery of service and 
related documents be utilized; that 
projections for future delivery of 
nursing services be included. 


MARN supports Alert 


A recent demonstration of Heart Alert 
(Heart and Lung Emergency 
Resuscitation Training) was 
enthusiastically received by the 
Manitoba Association of Registered 
Nurses' Board of Directors and 
presidents of MARN Chapters. The 
Heart Alert demonstration, presented 
at a recent Board meeting by Eleanor 
Wilson and Dr. W.A. Tweed, teaches 
people to deal effectively with cardiac 
emergencies by education in coronary 
risk factors, recognition of the signals 
of heart attack, emergency action for 
survival, cardiac first aid, and training 
in cardio-pulmonary resuscitation for 
hospital and community emergency 
rescue personnel. 
The program is sponsored by the 
Manitoba Heart Foundation and has 
received the support of many of the 
health care disciplines. Follow-up 
cases show that lives have been 
saved through emergency cardiac first 
aid. administered by persons trained 
in the advanced techniques of this 
lifesaving program. In order to bring 
information about this program to its 
members, MARN is planning 
meetings at chapter, district, and 
provincial levels. 


UWO Dean of Nursing addresses 
Seneca College Education Day 


Nurses in Canada are going to have to 
make some tough decisions in the 
next few years in order to continue to 
grow and develop as a profession and 
to meet the expectations of both 
employers and consumers of health 
care. The decade coming up, 
according to Josephine Flaherty, 
Dean of the Faculty of Nursing at the 
University of Western Ontario is one of 
decision and it is up to nurses to meet 
this challenge from within the 
profession. "Nurses hold the future of 
nursing in their hands," she says. 
Flaherty, who was addressing 
more than 200 nurses on the occasion 
of Education Day at Seneca College of 
Applied Arts and Technology in 
Toronto, paid tribute to the 
accomplishments of nursing leaders 
during the last fifty years. As a result of 
their efforts, she said, nurses in 
Canada show a new level of matunty 
and are better prepared than ever 
before to participate in the 
decision-making that will be required. 
She called on nurses as a group to 
prepare themselves for peer review 
since "a profession monitors its own 
members" and "we as nurses are the 
experts in the practice of nursing." 
"Many nurses. " she pointed out, 
"are allowing their practice to be 
controlled by the expectations of 
others, including members of the 
medical profession and administrators 
in the hospital and educational setting. 
As nurses. we must define nursing 
practice and develop and implement 
ways of recognizing excellence in that 
practice among our own members." 
Often, according to Flaherty 
we, accept the principle of maintaining 
competency without recognizing it as 
"a way of life." She described 
compulsory continuing education as 
neither philosophically acceptable nor 
practical at this time in Ontario but 
pointed out that it is only by making a 
voluntary commitment to continuing 
education that an individual can 
encourage and assess his own needs, 
explore available resources, develop 
and grow to meet the challenges of a 
dynamic profession. 


Flaherty is a past president of 
the Registered Nurses Association of 
Ontario and a former member of the 
Board of Directors of the Canadian 
Nurses Association. Her address set 
the tone for the six wo
 sessions that 
were also featured on the program for 
Education Day at Seneca College 
Nursing Division. The event, which 
was first held in 1968, is an annual 
affair, open to nurses from all the 
hospitals and community agencies 
where Seneca College nursing 
students obtain their clinical 
experience. Donna Wells, Chairman 
of the Nursing Division. describes it as 
"one way of helping to bridge the gap 
between education and service." 
Discussion leaders for the 1977 
Education Day included: Primary 
Nursing - Gail Ouellette, North Yo
 
General Hospital; Pat Keams, 
Sunnybrook Hospital; Pat Harries, 
Toronto General Hospital; Nursing 
Care Planning - Cathy Cameron, 
Seneca College; The Discipline 
Hearing - Helen Evans, North Yo
 
General Hospital; Dealing with Stress 
- Elaine Wood and Pat Hall, Seneca 
College; The Professional and 
Unionism - Adeline Jack, RNAO; 
Kidney Transplant - Kathy Janzen. 
Seneca College. 


I 
) 


Did you know... 
Living with End-Stage Renal Disease. 
a new, 45-page booklet. provides 
technical information about dialysis 
and kidney transplant surgery in 
layman's language. Single copies 
available without charge from 
Technical Services of the Bureau of 
Quality Assurance. 5600 Fishers 
Lane, Rockville. Md., 20852. Multiple 
copies at $1.10 purchased from the 
Supenntendent of Documents. U.S. 
Govemment Printing Office, 
Washington, D.C.. 20402. 


I 
, 
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CUNSA delegates meet in Calgary 
to examine nursing and the law 


Debi Parish 
More than 240 student nurses 
representing 20 university schools of 
nursing from across Canada attended 
the annual CUNSA conference held 
this year at the University of Calgary, 
in Calgary, Alberta from February 3-6. 
The Canadian University Nursing 
Students Association (CUNSA) is a 
national organization for Canadian 
nursing students in baccalaureate 
programs. Their annual conference is 
aimed at promoting student interest in 
nursing activities, and gives members 
an opportun ity to share their ideas and 
enthusiasm, and keep up-to-date with 
the latest advancements in nursing. 
This year, the official welcome 
was extended to all university 
representatives by Dr. Cochrane, 
President of the University of Calgary. 
The theme of the conference, "The 
Nurse and the Law," introduced by 
Margaret Schumacher, Dean of the 
Faculty of Nursing at U. of C., was 
discussed by a panel composed of: 
J.P. McLaren, Dean of the Faculty of 
Law, U.of C.; Myrtle E. Crawford, 
Assistant Dean of the College of 
Nursing, University of Saskatchewan; 
Janet KelT, Professor of Nursing, U.of 
C., and co-author of Contemporary 
Issues in Canadian Law for Nurses; 
and the Honorable Mr. Justice Tevie 
H. Miller. 
A discussion held on Saturday 
focused on the question of euthanasia 
and the implications for nursing. An 
excellent film entitled "Whose Life is it 
Anyway?" prompted lively discussion 
and debate among those attending. 
Elections for the new members of 
the national executive took place on 
Saturday afternoon. The newly 
elected chairperson is Peggy 
Wareham, Memorial University, St. 
John's, Newfoundland, who replaces 
Ingrid Fell, the outgoing chairperson 
from McMaster University, Hamilton, 
Ont. The new national research 
coordinator is Mary Comer, Mount St. 
Vincent University, Halifax, N.S. Both 
Peggy and Mary plan to attend the 
International Council of Nursing (ICN) 
conference in Tokyo in May. 


Representatives were also elected 
from the three regions - the West, 
Ontario/Quebec, and Atlantic regions. 
Regional chairpersons are: Ellen 
Thom, University of Calgary, Diane 
Thompson, University of Toronto and 
Ann Peters, Dalhousie University in 
Halifax. Regional research 
coordinators are: Debbie Gibson, 
University of Calgary, Jeanette Ross, 
University of Toronto and Cathy 
Toner, Dalhousie University. 
Although business meetings and 
discussion of nursing issues was a 
large part of the three-day conference, 
there was time too for socializing and a 
trip to Banff. Next year, the national 
conference will be held at the 
University of Western Ontario. in 
London. 


Did you know... 
The University of Alberta has 
individual study program packages 
entitled Emergency Care for Nurses 
in Smaller Hospitals and Coronary 
Care. The programs take 20 hours to 
complete and are available for $50/ 
package (materials for four), $2./ 
additional participant. For information 
contact: Continuing Education, 
School of Nursing, Clinical Sciences 
Building, University of Alberta, 
Edmonton, Alberta, T6G 2G3. 


Lifestyle Award 
Program Announced 


Health and Welfare Minister Marc 
Lalonde recently announced details of 
a program created to acknowledge the 
contribution made by Canadians in the 
promotion of positive health lifestyle in 
their communities. 
In announcing the new program, 
Lalonde indicated that while the main 
purpose of the Lifestyle Award is to 
bring recognition to individuals who 
have worked for years, often 
unrecognized, to raise the level of 
health awareness in their community, 
it is hoped that it will also serve to 
reinforce voluntary action among 
Canadians. 


Deserving persons may be 
nominated by individuals living in their 
community, by community 
organizations, national and provincial 
associations or municipal 
governments. 
Nominees should have actively 
given of their time and energy on a 
volunteer basis to the improvement of 
health habits in the community or had 
significant involvement in the 
provision of health-related facilities or 
services. These projects should have 
been undertaken for a considerable 
period of time and had a significant 
impact on membersofthe community. 
Nomination forms are available 
by writing to the Secretary, Lifestyle 
Award Committee, Ottawa, KIA OK9. 


Did you know... 
Bell Canada's announced intention of 
gradually replacing all telephone 
receivers with ones that do not create 
an electromagnetic field was the 
subject of protest by CNA members at 
the last annual meeting. Members 
pointed out that certain types of 
hearing aids equipped with a telecoil 
or telephone switch, need an 
electromagnetic field to function 
properly. 
Now, Bell Canada has decided to 
maintain the electromagnetic field in 
telephones in the homes or worn 
locations of hearing-impaired users 
and in public telephones. 
Researchers will also look into ways to 
make hearing aids compatible with all 
types of telephone receivers. 


Moving, being married? 
Be sure to notify us in advance. 
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Vaginal Tablets 
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. for pregnant and non-pregnant women in dermatology 
. low relapse rate Cream/Solution 


The broad spectrum approach to vaginitis 
due to candida, trichomonas or mixed infections. 


. fungicidal and trichomonacidal action 
. convenient once-a-day, 6 day therapy 


. no cross-resistance with other agents 
. no known contraindications 


instant therapy 
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. for the topical treatment of 
both tinea and candidiasis 
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. well tolerated 
. excellent patient acceptance: 
non-staining, non-greasy, odourless, 
rapid and complete disintegration 
of vaginal tablets. 
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Canesten 
c.._ 
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. when your patient can't wait 
for time-consuming culture 
identification. 
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Years ago, most ostomates went home with a so-called "permanent" appliance, The 
disposables available then were mainly for post-op use. Now, though, there's a 
family of simple, convenient disposables your patient can wear home with confi- 
dence. These Hollister disposables offer all you'd expect of "post-op" appliances: 
lightness, one-piece construction, ease of handling. Yet they're Itrong-made of a 
tough multi-layered film that holds back odor more than 200 times as effectively as 
common polyethylene plastic, Thousands of ostomates who were started with 
Hollister disposables In the hospital have gone right on using them as their full-time 
appliances. Your patients can, too. 


OSTOMY PRODUCTS 


THE DISPOSABLE OSTOMY APPLIANCES 
MADE FOR EVERYDAY WEAR 
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COLOSTOMY: 
Send her home confident. 
An odor-barrier Karaya Seal stoma 
bag will provide 
skin protection, 0 - 
security, and 
 
 
simple self-care 
until her 
colostomy is 
regulated. And 
Hollister's ver- 
satile, mess- 
minimizing 
Combination 
Cone/Tube 
Irrigator Kit offers an easy way to 
establish her irrigating routine. 
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ILEOSTOMY: 
Send him home secure. 
Specify a Karaya Seal Drainable- 
the disposable 
that provides 
effective skin 
protection 
without elaborate 
skin preparation, 
It fits snugly 
around the stoma, 
sealing off skin 
from potentially excoriating 
discharge, yet is easy to put 
on, easy to empty, and easy 
to dispose of. 


NO-CHARGE EVALUATION SETS AVAILABLE. 
Write on professional or hospital letterhead. 


There'a a Holhaler Producllo aimpli/y 
every aloma-cllre laak 
HOLLISTER 
 
HOLLISTER LIMITED. 322 CONSUMERS ROAD WILLOWDALE, ONTARIO M2J IPS 
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UROSTOMY: 
Spare her the faceplate-cement- 
solvent routine. 
Requisition 
Urostomy Bag 
appliances by 
Hollister. These 
one-piece dis- 
posables have a 
convenient drain 
valve for ambula- 
tory patients, a 
snap-on tube for 
bedside drainage, 
and do away with 
the time-consuming 
ritual associated with 
most "permanent" appliances 
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A Question of Balance 


Lynda Ford 


The Effects of Chronic Renal Failure 
and Long-term Dialysis 


P
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To anyone who knows Stephen, his 
tears and depression are 
understandable. For him, chronic renal 
failure has meant some pretty drastic 
changes - a change in career goals, 
loss of financial independence, and 
emotional instability. After a year and a 
half on hemodialysis, he feels 
threatened by constant illness and 
complications, and by his dependence 
on a 'machine' to maintain his life. 


If you are a nurse working outside 
a dialysis or transplantation unit, the 
chances are that the image evoked by 
the 'chronic renal patient' isn't too 
favorable. Unfamiliar with the world in 
which he lives, you may be only too 
willing to stereotype Stephen as 
mistrustful, demanding and 
manipulative, or as apathetic and 
unresponsive to your efforts. But 
supporting Stephen depends on the 
time you take to understand ... 


, 
I I 
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Chronic Renal Failure _ 
Chronic renal failure ma y be the result of . 
 ;".., . III .. 
one of several disease processes that cause . 

'4l'
- 
\ 
. , 
loss of kidney function for variable reasons. '.' " t '. ..: . ,ii,t. 

 , 
Among these causes are: .' 
. Primary Glomerular Disease - ,,.:. /.\"Ø. }\
. 
glomerulonephritis 
, ,,' " ." t. " 
. Infection - pyelonephritis, tuberculosis .... ).: 
 
(. t:.,'J, 
· Collagen Disease - disseminated .. . :
 ,.iJ; /", . \.. . 1 ,1 .....t . 
 . .
"'" 
lu p us e ry thmatosis, scleroderma .') 
 
"'. "'1.\' .'1\, 
. Obstruction - bilateral renal calculi, yf,J ,,' 'J . 
 ',,, 
prostatic obstruction, neoplasms J\...:;';( 1,.:
' "t'L. 
( 
. Congenital Disease - polycystic . ......r
,} 
disease, medullary cystic disease 
. Hypertensive Nephropathy - malignant 
and non-malignant hypertension 
. Toxic Nephropathy - chronic 
phenacetin abuse 
. Systemic Disease - diabetes mellitus, 
gouty nephropathy, amyloid disease. 


Stephen Davidson was first admitted to 
hospital in September of 1972, at the age of 
twenty-two, because of problems with 
recurrent epistaxis and hypertension. At the 
time, he was a student in business 
administration at a local university. Stephen 
had no past history of renal disease. On 
admission, he was diagnosed as having 
hydronephrosis secondary to reflux, and 
surgery was done to allow direct urine 
drainage of the kidney pelvices (bilateral 
nephrostomies) . 
In 1973, Stephen was admitted to hospital 
several times for treatment to control his 
hypertension. By February of 1974, in 
end-stage renal failure, he began 
hemodialysis and was considered as a 
candidate for kidney transplantation. 
End-stage renal failure is a condition 
affecting approximately 1000 Canadians each 
year. Regardless of its etiology, what the 
condition means to the patient is that his 
kidneys can no longer excrete body wastes, 
that these wastes accumulate in the 
bloodstream (uremia), that the balance of 
electrolytes in his body is severely disturbed, 
and that withouttreatment, he will die. Medical 
and nursing management then is directed 
towards providing for removal of body wastes, 
artificially maintaining a better balance in body 
systems, and supporting the patient through 
the changes that alter his whole way of life. 
Stephen began hemodialysis in a state of 
considerable anxiety. At the age of 23, the 
irreversible nature of his condition seemed 
more than he could handle. His uremic state 
meant that he was fatigued, lethargic, and 
weak, augmenting his inability to deal with the 
stress of his illness and its treatment. He was 
very emotional, crying frequently. He 
discussed his fears frankly with the nurses and 
doctors in the renal unit and with his family- 
there seemed to be so many things to be afraid 
of. Stephen's family was close to him, and 
openly supportive, but unfortunately lived in a 
town 100 miles away from the hospital where 
he was being treated. Until August of 1973, 
Stephen was dialyzed through an 
arteriovenous cannula in his left leg. 


In Stephen's case, reflux of urine into the 
kidneys caused distention of the kidney 
pelvices and calyces, resulting in atrophy of 
the kidney parenchyma, a condition called 
hydronephrosis. Decreased renal function 
resulted because of increased pressure on the 
kidney tissue, and hypertension. 
Hypertension can lead to kidney disease; 
conversely kidney disease can cause 
hypertension ... Fluid retention associated with 
kidney disease contributes to hypertension. 
Damaged kidneys also tend to secrete 
increased amounts of renin, resulting in an 
augmented aldosterone secretion which 
causes retention of fluids and electrolytes, and 
consequently hypertension. Hypertensive 
nephropathy - further kidney damage 
because of inadequate blood supply to the 
kidneys - may result. 
Loss of kidney function as a result of any 
of the causes mentioned may be partial or 
complete. Stephen suffered complete and 
irreversible loss of kidney function. More 
recent ways of dealing with patients in 
end-stage renal failure include dialysis and 
transplantation. Stephen was hemodialyzed 
until akidney was available for transplantation. 
In spite of the relative success of dialysis 
as a treatment measure for patients in 
end-stage renal failure, it must be 
remembered that until successful 
transplantation, uremia continues to effect not 
only an imbalance in fluids and electrolytes 
and the excretion of body wastes, but that it 
causes changes in the organ systems as well, 
altering almost every aspect of normal body 
function. 


It is easy to see that the negative effects of 
uremia on body balance are comprehensive, 
that the stresses imposed by the condition are 
beyond anyone's capacity to accept without 
the greatest difficulty. First of all, he must deal 
with the fact that he exists with a condition that 
is life-threatening, and that choices for 
treatment are not without their own drawbacks 
and complications. 
Physically, the patient feels fatigue, and 
apathy; generally he feels ill. The feeling of 
illness often continues throughout dialysis. 
Often, he must change his lifestyle, his job, his 
goals. There may be financial problems as a 
result of his chronic ill-health and the necessity 
for dialysis. His whole 'self-image' is 
threatened. 
The patient's reliance on dialysis to 
maintain his life may lead to many conflicts - 'I 
he may feel discouraged by his dependence, 
 
confused by the fact that he is encouraged to 
maintain independence. His confusion may 
express itself in many ways: overdependence 
on medical staff and complete assumption of 
the sick role, and overt rebellion against the 
necessary restrictions inherent in his 
treatment regime are two extreme behaviors 
that can indicate this confusion. 
When Stephen began dialysis, he was still 
attempting to keep up his university courses, 
although it presented many difficulties for him. 
His anxiety was continually expressed through 
emotional outbursts. It wasn't long before he 
began to develop cannula infections and other 
problems associated with dialysis. 
By June of 1974, he had given up his 
courses at the university and had begun 
training as a hair stylist. This course allowed 
him to put in as many hours as he felt up to. He I 
was on Social Allowance with a supplement I 
from Manpower to help him out financially. ! 
It was at this time that Stephen began to 
express that he desperately wanted 
"'freedom" from his dependence on the 
machine, a kidney transplant, and the chance 
for a normal lifestyle that it offered. He also 
began training on the home dialysis program in 
the hospital in June. After six weeks on the 
home dialysis program, he was at least able to 
 
dialyze himself at home. I 
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'HE EFFECTS OF UREMIA 


I. Imbalance in Body Chemistry 
I Blood tests of the patien
 will indica
e a 
se in the products of protein metabolism: 
lood urea nitrogen (BUN), creatinine and 
ric acid. The patient's BUN fluctuates, 
,fluenced by a number of factors: renal 
Jnction, dietary intake of protein, rate of 
'rotein catabolism, rate of urea synthesis, and 
Ie patient's state of hydration. Serum 
. reatinine, the end product of creatine, an 
Imino acid present in body tissues 
3specially muscle) is a more reliable indicator 
,f renal function, as it is less variable. 
I Hyperkalemia, an increase in serum 
.>otassium. is chiefly due to the disability ofthe 
:idneys to excrete potassium. Serum 
')otassium can rise to dangerous levels in the 
'!remic patient. Serum potassium levels may 
1Iso be abnormally low in uremic patients as a 
esult of gastrointestinal losses (vomiting, 
jiarrhea). 
Serum sodium levels may also be 
Jisrupted in uremic states. The kidneys cannot 

xcrete sodium, and a patient's failure to 
Idhere to dietary restriction of sodium may 
'.esult in increased serum sodium 
,hypernatremia) and water retention. Low 
';odium values (hyponatremia) occur through 
'
astrointestinal losses and increased 
:>erspiration. 
Serum calcium levels are low in uremia 
:>ecause of a decreased absorption of calcium 
From the gut, and in association with an 
elevation in serum phosphate levels. 
Calcium/phosphate imbalance disturbs 
the function of the parathyroid gland. Because 
of a decrease in serum calcium, the 
parathyroid secretes additional parathyroid 
hormone in an attempt to restore serum 
calcium levels to normal. Secretion of further 
parathyroid hormone as a result of hyperplasia 
of the parathyroid gland may eventually cause 
,elevated serum calcium levels by stimulating 
Ireabsorption of calcium from the bones. Bone 
:disease, a common problem in uremic 
!patients, is related to the imbalance in serum 
calcium, serum phosphate and parathyroid 
Igland function. 
, Serum magnesium rises in uremic 
: patients due to the inability of the kidneys to 
i excrete magnesium. Low serum magnesium 
; levels are the result of losses through vomiting 
and diarrhea. 
! Metabolic acidosIs occurs in the patient 
,with uremia because his kidneys cannot 
I excrete acid as ammonium. 
i Because of the disability of the kidneys to 
: dilute urine, the patient's water load cannot be 
,excrp.ted rapidly or adequately resulting in 
fluid overload. 
O. Imbalance in the Respiratory System 
Uremic patients have an increased 
I susceptibity to infection, and a prime site for 
I infection is in the lungs. Pulmonary edema 
I may result from fluid overload and congestive 
, heart failure. Intrapulmonary bleeding is 
I possible as a result of the impaired platelet 
i function associated with uremia. The patient's 


respiratory rate may increase to compensate 
for his acidotic state. 


O. Imbalance in the Cardiovascular 
System 
Hypertension occurs in a large 
percentage of patients with irreversible renal 
failure. As a consequence of kidney damage, 
the kidney secretes increasing amounts of 
renin, resulting in rising aldosterone secretion 
and thus retention of fluid and electrolytes. 
Hypertension is the result of this process, and 
in turn it may cause cerebral vascular disease, 
coronary heart disease, and congestive heart 
fail ure. 
Congestive heart faHure is often 
associated with hypertension and fluid 
retention in the uremic patient, and it may 
result in pulmonary and generalized edema. 
Pericarditis also occurs with uremia. 
although the causes are unclear. Cardiac 
tamponade may follow. 
Cardiac arrythmias are often related to 
elevated serum potassium and serum 
magnesium levels. Elevated serum 
magnesium and potassium levels may result 
in cardiac arrest. 


O. Imbalance in the Hematological 
System 
Most patients with chrome renal failure 
are anemic. Normal hemoglobin readings may 
ride between 6-8 gm/ 100 mi. The normal 
kidney secretes erythropoietin, a substance 
that stimulates the bone marrow to produce 
red blood cells. Patients in chronic renal failure 
secrete inadequate erythropoietin, and the 
result is a decrease in red blood cell 
production. Red blood cells tend to show a 
shortened life span in patients with elevated 
BUN levels. 
Uremic patients also have a tendency to 
bleed, probably related to a defidency in the 
number and quality of platelets. 


O. Skin Changes 
Changes in the skin are uncomfortable for 
the patient in uremia. 
Pruritis is severe. The skin is generally dry 
and scaly due to calcium/phosphate 
imbalance. If the patient scratches iichy skin, 
the scratches do not usually heal well, and the 
possibility of infection is great. 
Skin color changes, becoming sallow 
yellow-brown to gray in pigmentation. Anemia 
gives rise to pallor. 
Clotting abnormalities make bruising and 
petichiae common. Perspiration generally 
decreases. Nails become brittle and thin, hair 
is dry and may fall out. 


. 


O. Imbalance In the Gastrointestinal 
System 
Gastrointestmal bleeding can occur 
anywhere along the GI tract in patients with 
uremia, perhaps due to defective clotting 
mechanisms (platelet defidency). Anorexia, 
nausea and vomiting are common in uremic 
patients. and contribute to weight loss, and 
further electrolyte imbalance. Decreased 
salivary flow, dehydration, and mouth 
breathing (addosis) may result in parotitis or 
stomatitis. The patient may also complain of a 
metallic taste in his mouth, loss of smell, and 
thirst. 


O. Imbalance in the Neurological System 
The nervous system of the patient in 
uremia is affected in a comprehensive way. 
Mental function can be sluggish, marked 
by apathy and an inability to concentrate, 
limitations in attention span, and confusion. 
Coma and convulsions may occur. 
Personality and behavior changes in the 
patient with renal failure are remarkable. 
These include increased initability, emotional 
lability, depression and withdrawal, agitation, 
demanding behavior, and complete lack of 
cooperation. Psychosis with hallucinations 
may develop. 
Peripheral neuropathy may reveal itself in 
numbness or burning of extremities and 
slowed reflexes. Muscle changes may include 
twitching, tremulousness, nocturnal cramps, 
and atrophy. 
O. Skeletal System and Bone Disease 
Because of changes in the calcium, 
phosphate and parathyroid balance, bone 
disease is a problem for uremic patients. 
Bone pain, joint calcifications and 
fractures occur. Repair mechanisms in bone 
disease cause an increase in serum alkaline 
phosphatase levels. If serum calcium and 
phosphate levels are high, soft tissue 
calcifications may occur. 


O. Reproductive Ch
nges 
Chronic renal failure means reproductive 
changes in both men and women. Male fertility 
decreases with a rise in serum creatinine. 
Impotence is a major problem. Amenorrhea 
occurs in women. Both men and women 
indicate a decrease in libido. 
Chronic renal failure patients also have an 
increased susceptibility to infection. Now that .. 
dialysis treats kidney failure itself, infection is : 
the major cause of death in uremic patients. A : 
change in antibiotic metabolism makes : 
infection difficult to treat Uremia is also · 
as
ociated with slow wound healing. : 
. 
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.What happens in dialysis 
The healthy kidney eliminates waste 
products and maintains fluid and electrolyte 
balance in the body through filtration in the 
. Medications glomeruli and reabsorption and secretion in 
Medications for the patient on dialysis for the tubules. Filtration, osmosis and diffusion 
chronic renal failure attempt to make up for are involved. When these functions are 
body balance interrupted by uremia. They may disturbed, dialysis is the means of elimination 
include: of wastes and maintenance of electrolyte 
. phosphate binding agents-aluminum balance. 
hydroxide products, such as amphogel, keep In peritoneal dialysis, the peritoneal 
phosphate from being absorbed into the membrane is used as a dialyzing membrane to 
bloodstream, and help to deter a further rise in remove nitrogenous wastes and to 
serum phosphate levels. None of the restore to normal body fluids and 
prescribed medications contain magnesium, electrolytes. Osmosis, diffusion and filtration 
and the patient must realize that he cannot occur across this membrane, between the fluid 
substitute magnesium products as his kidfleys introduced into the peritoneal cavity I 
cannot excrete magnesium. (dialysate) and the blood supply of the 
. vitamins - multivltes and folic acid are abdominal organs. Patients on long-term 
necessary to supplementthe dietary source of peritoneal dialysis (or home peritoneal 
vitamins, because dietary restrictions are dialysis) have indwelling silastic catheters 
comprehensive, and because water-soluble inserted in the peritoneal cavity and these can 
vitamins are dialyzed out. Vitamin D is often be expected to last for years. Dialysate is 
prescribed as it helps to absorb calcium from introduced into the peritoneal cavity via the 
the digestive tract, and thus to prevent bone catheter, stays there for a short period of time, 
disease. is then drained out, and a new cycle is begun. 
. Diet . anticoagulants - such as coumadin Automatic peritoneal dialysis machines allow 
In the past, dietary restrictions have been may be prescribed to decrease platelet the patient to sleep while dialysis is taking r 
severe. Now, in most cases, restrictions are adherence or clotting, thus maintaining place. 
moderate, the patient's ability to live with his patency of an arteriovenous shunt. One of the drawbacks to peritoneal 
diet being considered as a major factor in its . iron - ferrous gluconate may be given dialysis is the time involved in the procedure. 
success. But the diet cannot be abused intravenously to build serum iron, and Generally patients using this method must be 
without consequence, and in this way is similar counteract anemia. on dialysis for 40 hours per week. Problems 
to prescription medications for the patient In . PRN medications - antihypertensives with infection (peritonitis) used to be a 
chrl'nic renal failure. may be necessary where hypertension is a considerable drawback to peritoneal dialysis, 
Generally, patients on hemodialysis are problem. but now infections are much fewer in number. 
allowed a weight gain of 1.5 kg between -laxatives may be necessary because of the Peritoneal dialysis causes protein 
dialysis treatments. Daily fluid intake often constipating effect of aluminum hydroxide. depletion, which can be alleviated by 
consists of 500 cc plus the previous day's urine Only prescribed laxatives are to be used by the increasing dietary protein. The procedure 
output. The use of alcohol is restricted patient, and magnesia is not to be taken. cannot be used if the patient has abdominal 
because of its adverse effects on blood - valium may be necessary for anxiety adhesions. 
pressure, and because it usually means an - antibiotics may be needed periodically for Some advantages to peritoneal dialysis: it 
increase in fluid intake. Obese patients are treatment of infections. The use of many is simpler, and easier for the patient to initiate 
calorie restricted. antibiotics is restricted because of altered and terminate than hemodialysis. Many 
Sodium, potassium and fluids are antibiotic metabolism. patients are now involved in home peritoneal,1 
restricted and monitored, the patient's weight, When he began dialysis, Stephen was on dialysis programs, which normally involve a 
blood pressure, BUN and creatinine levels a 2 gm Na, 60 mEq K, 60 gm protein diet. two to three-week training period before the 
being the indicators for restrictions. Protein is Because his daily urine output was 1500 cc, he patient is ready to dialyze himself at home. I 
also restricted because the products of protein was allowed 2000 cc fluid in 24 hours. His Hemodialysis involves circulation of the 
metabolism are not excreted normally. The medications included folic acid 5 mg q.i.d., patient's blood from an artery through a 
importance of intake of high quality protein, cloxacillin 500 mg q.6.h. (for a cannula dialysis machine, and back into the patient Vié 
with essential amino acids for body building infection), and valium pm for anxiety. He was a vein. The artificial kidney eliminates waste! 
(found in eggs, milk and meat) is emphasized also on phosphate low cookies (containing products from the blood by filtration and j 
in dietary teaching. aluminum hydroxide) t.i.d. with meals. diffusion across a semipermeable membrane I 
......................................................................................................... II 


. Treatment of Chronic Renal Failure 
With improvements in the techniques of 
dialysis, patients can now be dialyzed more 
effectively. In addition to dialysis, the uremic 
patient must adhere closely to restrictions in 
fluid intake and diet, and to a medication 
regime. 



, 
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6. Beginning dialysis. 3 
L he patient's blood flows within a 
/;emipermeable membrane and the dialyzing 
luid flows on the outside of the membrane, 
,jrawing out wastes from the blood. 
-Iemodialysis is done three times a week for a 
Jeriod of three to seven hours each time 
jepending on the patient's body size and 
3dherence to diet and fluid restriction. In many 
::enters, patients are involved in home 
lemodialysis programs in order to leam to 
/jialyze themselves in their own homes. 
I Repeated hemodialysis necessitates 
leasy access to the patient's bloodstream 
Ilhrough a shunt. Several types of access are 
Jused, the main types being silastic cannulas 
'and subcutaneous arteriovenous fistulas. 5 
:Both of these methods allow shunting of blood 
,from an artery to a nearby vein. With a cannula 
'the patient's arterial blood flows through 
'silastic tubing into a vein, whereas a fistula 
I involves surgical anastomosis of an artery and 
a vein. Grafts are used when the patient's 
I vessels don't provide adequate access. 
, When the patient has a cannula, the 
connection in the shunt is opened for dialysis 
and the arterial tubing is attached to the tubing 
leading to the dialyser. The venous tubing is 
attached to the tubing leading out of the 
I dialyser. Shunt failure may arise due to clotting 
or infection. If these cannot be remedied, a 
new site must be chosen for the shunt. 
I The cannula offers painless, easy access 
to the patient's bloodstream. However, it .Why transplantation . dialysis disequilibrium syndrome- 
requi res some care. The cannula is external, Improvement in the techniques of dialysis This is thought to occur because removal of 
and accidental separations can occur. and the possibility of home dialysis have urea nitrogen from the blood occurs at a rate 
Dressings must be done to guard against allowed patients in end-stage renal failure to relatively rapid to its removal from the brain. 
infection. keep up jobs and have reduced the necessity Reverse osmotic gradient pulls fluid into the 
The AV fistula allows for greater freedom for in-hospital treatment. Patients can now be brain resulting in cerebral edema. Symptoms: 
1 0f activity for the patient. Infections are dialyzed successfully for a longer period of headache, nausea and vomiting, confusion, 
, reduced because there is no external time ... But the problems associated with possible hallucinations and convulsions. 
I connection, and accidental bleeding is not a uremia and dialysis itself are such that . acute hypertension - This is thought to 
problem. Regular venipunctures for the transplantation is still the objective of patients be caused by anxiety related to dialysis, and 
I initiation of dialysis, however, can be difficult involved in long-term dlaJysis programs. Some the disequilibrium syndrome. 
I for the patient. of the problems associated with dialysis are: . hypotension - Thought to be caused by 
r.........................................................................................................1 


1. "Weighing in" on admission 1 
to the dialysis unit. 


2 Admission to the dialysis unit Includes 
taking the patient's blood 
pressure and temperature. 


3. Teaching the patient to prepare 
the dialyser for dialysis. 


4. Drawing up heparin to prime needles. 


5. Patient learning to do her own 
venipunctures for initiation of dialysis. 
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rapid removal of fluid during dialysis 
. nausea and vomiting - Causes include 
disequilibrium syndrome, hypertension, 
hypotension, anxiety, possible peptic ulcer, 
inadequate dialysis with retention of uremic 
toxins 
. headache - Due to anxiety, 
hypertension, and the disequilibrium 
syndrome 
. bleeding - Due to heparinization during 
dialysis 
. fever - Usually a result of infection 
. muscle cramps - Thought to be due to 
rapid sodium and water removal 
. arrythmias -Due to hypotension, 
electrolyte disturbance 
. chest pain - Hypotension and 
arrythmias may lead to angina 
. restlessness - Due to anxiety, 
disequilibrium syndrome 
. depression and hostility - Related to 
the necessity for the regular stress of dialysis 
. shunt problems - In hemodialyzed 
patients, shunt problems are common, and 
may include clotting and infection. Loss of 
shunt sites through infection can threaten the 
continuity of therapy for hemodialyzed 
patients. 


. 


using the left arm fistula. By this time, Stephen 
was very anxious, discouraged, and 
depressed. Venipunctures for dialysis were 
difficult because the fistula vessels remained 
tortuous. Stephen cried every time the needles 
were inserted and was increasingly 
apprehensive with each dialysis run. His 
anxiety over his illness seemed to find a focus 
on the needles he received each time. 
Emotionally, he tolerated dialysis very poorly. 
In the meantime, Stephen's family had 
been tissue-typed for p05sible kidney 
donation. His brothers and sisters were all 
willing to donate a kidney, but several were 
younger than Stephen, and therefore 
unsuitable as donors. 
An older sister, married with two children, 
was a fair match with Stephen, and shê was 
very willing to donate a kidney. It was decided 
after further tests, that Stephen would receive 
a kidney transplant in July, with his older sister 
as donor. 
After almost a year and a half on dialysis, 
Stephen was excited about the transplant and 
looking forward to the independence that it 
offered. He began to say goodbye to the renal 
nurses who had cared for him during that time. 


renal nurse knows Stephen, knows that his 
goals, his lifestyle, his "self", have undergone I 
a stressful change, and she is able to respond I 
to him in a helpful, supportive way. Guided by 
Stephen's acceptance of treatment and his 
level of knowledge, she is able to teach him 
about his illness and understand his 
receptiveness or lack of it. She shares his 
hope for a successful transplant and helps him 
to prepare himself for transplantation. I 
Not so the nurse on another floor of the 
hospital. If Stephen is admitted to her ward, 
and there is a good chance that he may be, she 
is confronted by a "renal patient," lethargic, I 
sometimes demanding, and "childish." She 
may be unfamiliar with what end-stage renal 
failure means, and with his treatment regime. I' 
she is out of touch with what all this means to 
Stephen, she may interpret his behavior as 
plain difficult and respond with feelings of 
inadequacy and resentment. It becomes easy 
then to stereotype Stephen as "just another 
renal patient." 
Understanding the dynamics of chronic 
renal failure, and understanding Stephen, may 
take time. But supporting Stephen depends on 
the time you take to understand. ... 


. Awaiting Transplantation 
Stephen's eagerness for a transplant was 
not a wild hope for a cure that would end all his 
problems. The difficulties he had because of 
uremia and dialysis, and the restrictions 
necessarily imposed on his lifestyle naturally 
inspired his interest in any alternatives. But as 
with most patients on a dialysis/transplant . Implications for Nurses 
program, he had been fully aware of The nurse's role as teacher and supporter 
transplantation as a realistic altemative since is an important key in helping the patient in 
the beginning of his treatment. The nurses chronic renal failure adapt to his illness and its 
who saw him weekly, a nurse-teacher on the treatment, and to the disappointments that he 
dialysis program, a home dialysis instructor, may have to face... Nurses who work with 
medical staff, and social workers had begun to patients in renal failure on a daily basis are well 
teach him at an early date about the possibility aware of the stresses on the patient as an 
of a kidney transplant to replace his current individual; the stress of chronic illness, the 
treatment. threat and actualization of complications, and 
By August of 1974, Stephen was admitted the problems posed by medical treatment. Bibliography 
for the creation of an arteriovenous fistula in More important perhaps, they get to know the 1 Gutch, C. F. Review of hemodialysis for 
his left arm, because he had had so many patient himself; in helping him learn to cope nurses and dialysis personnel, by no and Martha H. 
problems with cannula infections in the left leg with his condition, they become involved in a Stoner. 2ed. St. louis, Mosby, 1975. 
site. At this time his blood results indicated: relationship with the patient and his family, and 2 Hansen, Ginny L. ed. Caring for patients with 
Hgb 8.1 gm; phosphate 5.2 mg%, calcium 9.1 see him as a person of many dimensions in the chronic renal disease; a reference guide fornurses. 
mg %, creatinine 9.6 mg %, BUN 57 mg %. context of his life. Rochester, N.Y., Rochester Regional Medical I 
T k S Program and University of Rochester, 1972. 
By October, another left leg shunt a e tephen as an example. To the 3 Harrington, Joan Delong. Patient care in 
infection had to be treated with antibiotics, but nurse in the renal unit, his tears and renal failure, by... and Etta Rae Brener. Toronto, r 
the treatment was unsuccessful. As the fistula depression can be seen as his response to his Saunders, 1973. ' 
in his left arm was small and tortuous, another whole life situation, not as a childish reaction to 4 O'Neill, Mary ed. Symposium on care of the 
 
shunt was inserted in his right leg. After this needles. His illness has brought about a patient with renal disease. Nurs. Clin. North Am. I 
procedure, he returned home and continued change in his choice of careers, in his financial 10:3:411-412, Sep. 1975. t 
dialysis there. Psychotherapy had since been status, in his family relationships. From 5 Schlotter, lowanna ed. Nursing and the , 
initiated for sexual problems. Further shunt independence and health he has become nep
rologypatien
:asymposium.oncu"e'!ttr
ds' 
problems led to Stephen's readmission in dependent and feels constantly ill; he is and 
ss,!es. Flushing, N.Y., Medical Examination 
 
June of 1975, and he was dialyzed in-hospital sexually impotent; and he is frightened. The Pubhshlng Co., 1973. C 
...................................................... ..................................................
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'-his is another in a continUIng series of clinical 
Ivordsearch puzzles relating to different areas of 
\,ursin g , by Mary Elizabeth Bawden (R.N., 
1
.Sc.N.) who presently works as Team Leader 
I J the Rheumatic Diseases Unit, University 
; -Iospital, London, Ontario. 
I 
. 


Solve the clues. The bracketed number 
indicates the number of letters in the word or 
words in the answer. Then find the words in the 
accompanying puzzle. The words are in aff 
directions - verticaffy, horizontally, diagonaffy, 
and backwards Circle the letters of each word 


found. The letters are often used more than once 
so do not obliterate them. Look for the longest 
words first. When you find all the words, the 
letters remaining unscramble to form a hidden 
answer. This month's hidden answer has fIVe 
words. (Answers page 30). 
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1 A variety of nephritis characterized by 
inflammation of the capillary loops in the 
glomeruli of the kidney. (18) 
2 Distention of renal pelvis and calices with 
urine. (14) 
3 Rubber or silastic tubing; may be straight 
or indwelling. (8) 
4 Amber colored liquid excreted by 12. (5) 
5 Function of the kidney. (8) 
6 Pertaining to 12. (5) 
7 Often pitting around the ankles. (6) 
8 The presence of protein in the urine. (11) 
9 A method sometimes used in patients in 
kidney failure to remove from the blood 
elements that are normally excreted in the 
, urine. (8) 
" 10 A method of dialysis which IS not 
extracorporeal. (10) 
111 Basic unit of function of the kidney. (7) 
12 Sometimes borrowed, hopefully not bl ue. (6) 
13 As it descends and ascends it forms a 
loop. (6) 
14 Acts as a cistern (7) 
15 An advanced form of mathematics, may 
be renal. (8) , 


16 Gland subject to hypertrophy in older 
men. (8) 
17 What short-wave radios and bladder 
infections have in common. (9) 
18 Not basic to anything. (4) 
19 Inflammation of 14. (8) 
20 Has a burning quality when 
accompanying 19. (4) 
21 Not full. (5) 
22 To avoid infection, urinary catheter 
drainage systems should be maintained 
this way. (6) 
23 You've got it with a diastolic> 100 mm 
Hg. (12) 
24 Heavy on a dieter's mind. (6) 
25 Presence of pus in the urine. (6) 
26 Presence of nitrogen-containing 
compounds in the blood. (8) 
27 Element deleted from or reduced in diets 
of many with renal disease. (6) 
28 Useful for those who would rather switch 
than fight. (10) 
29 The downward displacement of a kidney. 
(12) 
30 Mineral found in milk and sardines. (7) 


31 The essential or functional elements of 
an organ. (10) 
32 What some bodies do to unwanted 
organs. (6) 
33 Type of medication given to prevent a 32. 
(17) 
34 Situated above the public arch. (10) 
35 What Lot's wife became. (4) 
36 Null's partner. (4) 
37 Basin formed by the hip bones and lower 
part of the vertebrae. (6) 
38 A growth. (5) 
39 What people in glass houses shouldn't 
throw. (6) 
40 Type of acid which precipitates to form 
crystals. (4) 
41 Carries urine from kidney to bladder. (6) 
42 Blood Urea Nitrogen. (3) 
43 The lower it is, the stronger the acid. (2) 
44 Intravenous Pyelogram. (3) 
45 Important ingredient in Maalox. (2) 
46 A drug which may be used in treating T.B. 
of the kidney. (3) 
47 Liquid. (5) 
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.1 


Primary nursing as a philosophical and organizational 
approach to hospital nursing, is a pattern of care de- 
veloped in the mid-Western United States almost ten 
years ago. Its chief characteristic is a one-to-one rela- 
tionship between the patient and the nurse who provi- 
des his care. Innovator Marie Manthey has described 
primary nursing as "essentially a return to the concept 
of 'my' nurse and 'my' patient." 
Supporters of the system point out that it offers a 
means of providing the personalized, comprehensive 
or total care that both patients and providers of care 
often complain is missing in today's health care sys- 
tem. From the point of view of the nurse, the key to 
primary nursing is her accountability for the total care 
of all patients assigned to her, on a day-to-day basis, 
from admission to discharge. Each nurse is a "primary 
nurse" when she is responsible for the care of a pa- 
tient throughout his stay in hospital; she is an "asso- 
ciate nurse" whenever she cares for a patient whose 
nurse is off-duty. 
Primary nursing was first introduced in 1968 on a 
trial basis on a 24-bed medical unit at the 829-bed 


University of Minnesota Hospitals in Minneapolis, 
Minn. Since then, hospitals in many states of the U.S., 
Including California, Michigan, Wisconsin, Illinois, 
Pennsylvania, North and South Dakota, Iowa, and 
Washington, have introduced primary care programs. 
Last year, the American Journal of Nursing (May, 
1976), while conceding that primary nursing is "still In 
the experimental stage" described the system as 
"highly rewarding for both patients and nurses" alid 
predicted that it was on its way to becoming widely 
accepted on a national basis. 
In Canada, application of the principles of primary 
nursing has been confined largely to the one-to-one 
relationship of public/community health nurses with 
individual patients in their homes and to psychiatric 
and intensive care settings in some hospitals. 
Recently, however, nurses working in other areas 
of general hospitals have indicated a growing interest 
in learning more about the primary nursing concept 
and how it can affect their relationship with their pa- 
tients, with other health professionals and with their 
fellow nurses. 


in Primary 
Nursing 



1. 24-hour decision-making for 
several patients by one nurse; 
2. nursing assignments based on 
matching patient needs and nursing skills; 
3. nursing care planner Is the care-giver; 


Primary nursing brings about changing 
roles, responsibilities, and communication 
patterns for all members of the health care 
team. The head nurse, as she Introduces 
new staff to primary nursing and Its 
day-to-c/ay applications, Is In an Ideel 
position to generate enthusiasm for the 
goals of the concept. In attempting to 
Implement this new care pattern, she must 
continually promote the philosophy behind 
I It by her support and recognition of Its 
prlnclples.ln the long run, It Is the positive 
attitude and high motivation of the head 
nurse that will determine the success or 
failure of the program wherever It Is 
Introduced. 


One nurse, one patient - planning care 
together ... Primary Nursing, as a 
philosophical and organizational approach to 
hospital nursing, has been defined by 
Manthey' as encompassing five principles: 
. 24-hour decision-making for several 
patients by one nurse; 
. nursing assignments based on matching 
patient needs and nursing skills; 
. nursing care planner is the care-giver; 
. direct care-giver to care-giver 
communication; 
. head nurse in a crucial role as leader, 
clinician, consultant, evaluator, staff developer 
and teacher. 
Of these, it is the last principle, the role of 
a head nurse in primary nursing, that the 
authors examine in the light of their own 
expenence. Their observations reflect 
traditional aspects of this position, as well as 
some aspects that are unique in a primary 
nursing setting. 
If the head nurse is to successfully 
assume the role of leader, clinician, 
consultant, evaJuator, staff developer and 
teacher, two conditions must be met within the 
organizational set-up. First the nursing station 
should be of a reasonable size with the 
capacity to handle 25-35 patients. Second, a 
strong managerial roleforthe station secretary 
(or ward clerk) should be developed. 
Why are these factors vital? Size of 
station takes on considerable importance 
when the reorganization of station functions is 
realized. With dissolution of the team leader 
position, the head nurse becomes the sole 
quality control agent of that station. A small 
station, with fewer patients and personnel to 
coordinate. affords the head nurse more time 
for emphasis in the clinical area. 
This clinical emphasis is strengthened 
further by the second prerequisite. a strong 
managerial role for the station secretary. The 
head nurse will never be in a position to focus 


4. direct care-giver to care-giver 
communication; 
5. head nurse In a crucial role as 
leader, clinician, consultant, 
evaluator, staff developer and teacher. 


on patient care if she is absorbed in activities 
centered at the main desk. This implies that 
the head nurse must want to relinquish many 
of the managerial functions and that she must 
have someone who can responsibly assume 
these for her. In most cases, the activities of 
station secretaries can be extended to include 
areas of communication, ordering of forms and 
supplies, scheduling procedures, traffic 
direction, staffing hours, order transcription, 
and possibly reception of verbal and telephone 
orders. 
When these criteria are met, at least the 
supportive envi ronment for a clinically oriented 
head nurse role is established. 
. The head nurse as leader 
In any nursing organization the head 
nurse role, broadly defined, is that of 
leadership. The main focus of that leadership 
in primary nursing is quality patient care. To 
accomplish that goal, the head nurse's 
emphasis must be more clinically-oriented and 
less managerial than traditionally 
demonstrated in other systems. 
If the goal is quality patient care, then the 
head nurse must be out in the area where this 
care is given. Both as a role model and by 
working closely with the staff and patients, she 
can more effectively determine the standards 
under which patient care will be delivered. Her 
own practice, expectations, and priorities have 
an important influence on staff performance. 
Patient care must be constantly held as first 
priority and staff energies directed towards 
use of the nursing process in pertinent 
observations, assessment of patient needs. 
care planning, intervention, and evaluation. It 
is our experience that individuals will most 
often excel in those areas consistent with the 
indicated expectations and rewards. 
In addition to the setting of standards, 
another important aspect of the head nurse 
leadership role is her style of leadership. In 
primary nursing, her leadership style must 
facilitate independent and interdependent 
decision-making. This is achieved through the 
process of decentralization whereby the head 
nurse delegates authority, responsibility, and 
accountability for the nursing care of a given 
number of patients to the primary nurse. The 
extent of this delegation increases as the 
proven ability of the individual nurse to assume 
responsibility broadens. Theoretically, each 
Registered Nurse and many Licensed 
Practical Nurses (or Registered Nursing 
Assistants) can be developed to the point of 
effectively managing the high degree of 
responsibility required in primary nursing. 
To foster decision-making and 
accountability. the head nurse must be able to 
relinqush tight controls. The pendulum 


I 
I 


between autocratic and democratic leadership 
must swing more in favor of the latter. Basic to 
this democratic style is the ability of the head 
nurse to assume risks. Risk-taking is of vital 
Importance if primary nurses are to know the 
freedom of testing the "rightness or 
wrongness" of their own decisions. Staff must 
know that in some circumstances being wrong 
may be acceptable. It may not be ideal but it is 
human and sometimes the best a person could 
do in a given situation. 
As staff competence in decision-making 
develops, the head nurse's leadership 
emphasis shifts naturally from staff 
development to staff consultation. The 
strength of her consultation role is proportional 
to her excellence in clinical knowledge and 
nursing practice. Thus, her leadership power 
base evolves from personal expertise rather 
than merely ascribed power associated with 
the position. 
A vital adjunct to the role of consultant, is 
the ability of the head nurse to trust and be 
trusted. The staff must not only feel that the 
head nurse is competent but approachable, 
open and equitable. When the head nurse and 
staff can work together in an atmosphere of 
open communication and mutual respect, the 
potential for excellent patient care and 
professional development is unlimited. 
Finally, the head nurse must demonstrate 
leadership in understanding of and 
commitment to the concept of primary nursing. 
She is responsible for assisting staff in the 
implementation process and she is vital to the 
maintenance of the principles. The transition 
process from team systems ortask orientation 
is long and difficult. An adjustment period of 
twelve to eighteen months should be 
anticipated. 
. The head nurse as evaluator 
In her role as evaluator, the head nurse 
must deal with assessment of patient needs 
and assessment of a particular nurse's ability 
to meet those needs. Ideally, she will match 
the two appropriately. 
In evaluating a patient s needs or 
identifying his problems, the head nurse 
considers the presenting complaint, as well as 
co-existing conditions. Data is also extracted 
as available and appropriate from the 
following: 
. past records 
. the nursing admission history 
. the physician's history and physical exam 
. referral notes 
. personal encounter with the patient or 
family. 
From this information, she attempts to 
predict the course of hospitalization, focusing 
on long-range plans rather than one day's 
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expectations. Her initial assessment is not 
infallible and may requi re readjusting at a later 
date. 
Evaluation of the nursing staff is an 
ongoing process. The organizational pattern 
of primary nursing provides many tools to 
fadlitate staff evaluation. A single staff nurse is 
responsible and accountable for total ongoing 
care of spedfied patients. Therefore, the 
nursing admission history, daily progress 
notes, written care plan and observation ofthat 
plan executed provide pertinent information 
about the primary nurse. They reflect her 
interviewing skills, knowledge and 
understanding of her patient's problems, her 
ability to monitor those problems, to provide 
relevant care, and to evaluate her own 
effectiveness. 
Since the head nurse is physically present 
in the patient care area instead of at the desk, 
she is able to observe the quality of nursing 
care being given. She may also give bedside 
care to a patient whose primary nurse is off 
duty. This provides an ideal opportunity to 
evaluate the patient's condition and the 
completeness or effectiveness of the nursing 
care plan recorded in the patient record and/or 
Kardex. 
Many aspects, then, of the primary 
nurse's performance are readily assessed 
with concrete examples taken from her clinical 
practice. These examples become valuable 
tools in preparing meaningful written 
evaluations for periodic progress discussion. 
The evaluation of patient needs and of 
nurse performance are then appropriately 
combined in the formulation of the 
nurse-patient assignment by the head nurse. 
She assigns each patient to a nurse within 24 
to 48 hours of the patient's admission. This is a 
complex decision. As previously stated, the 
head nurse uses all available data to evaluate 
the patient's psycho-sodal and physical 
needs. In addition, she must consider the 
acuity level of the patient, his education needs 
and any personal preferences. This data is 
then considered in reviewing the staff nurses 
who might be available for assignment. In 
selecting the best nurse, the foremost 
considerations are the interpersonal and 
technical skills of the individual and the scope 
of practice permitted by licensure laws as 
compared with what is needed by the patient. 
Other factors include the current case load of 
the nurse and any special interests the nurse 
may have. Are there nurses, for example, who 
particularly enjoy working with surgical versus 
medical patients, with newly diagnosed 
diabetic patients, or with geriatric patients? 
Another influence is the nurse's work 
schedule. Usually a nurse is not assigned new 
patients during the week prior to beginning the 


night shift. At times a nurse may ask to care for 
a particular patient. This can be appropriate 
provided the head nurse agrees that the 
nurse's selection is compatible with her 
abilities and the needs of the patient. Also, a 
primary nurse is encouraged to re-establish 
her relationship with a patient to whom she 
was assigned during a previous 
hospitalization. 
Educational needs of a nurse might be yet 
another consideration influencing assignment 
However, in this case the head nurse is 
responsible for helping the nurse to learn and 
practice the necessary skills. 
Lastly, geographical location of each 
patient on the station plays a part but should 
not be a major criterion. If geography is 
permitted to strongly influence assignment, it 
defeats the principle of nursing assignments 
based on skills needed by the patients. 


. Teacher, staff developer, and 
facilitato r 
Using the evaluation process described, 
the head nurse is not only able to assess which 
nurse is most appropriate for a particular 
patient but she is also able to determine 
educational needs of the nursing staff of the 
unit. 
Areas most frequently identified include 
the following: 
. interviewing and assessment skills 
. technical skills especially with the new 
graduate 
. disease and its implications for patient 
care 
. complex psycho-social problems 
. teaching techniques 
. care planning 
. communication skills in reference to 
interaction with other health disciplines or 
agencies 
. change process 
. problem-solving and dedsion-making. 
Without doubt the need for skill in 
interviewing and data collection influences the 
entire nursing process. Poor interviewing 
techniques and insufficient data collection can 
only result in deficient planning. Primary 
nurses frequently express difficulty in knowing 
what kinds of questions to ask of patients or 
how to approach "sensitive" topics. The head 
nurse is responsible for finding an effective 
method to develop these skills. 
The head nurse can also be instrumental 
in developing technical skills of the new 
graduate. One way of doing this is to assign 
the nurse to patients who have needs in the 
area in which the nurse requires practice. The 
head nurse is then obviously required to 
provide the necessary teaching, support, and 
supervision during this procedure. 


The desire for greater understanding of 
disease and disease process rates high 
priority with primary nurses in terms of 
educational needs. Perhaps this is a reflection 
of the "wellness" orientation currently being 
stressed in some nursing schools in the U.S., 
almost to the exclusion of disease process. 
Unfortunately, in a hospital setting, nurses are 
caring primarily for persons whose "wellness" 
has been interrupted by disease. Ifthey are not I 
fully equipped to handle this crisis, their care 
can only be deficient. Many primary nurses 
have recognized this and are now requesting 
classes devoted to disease process. 
The close relationships that often exist 
between primary nurse and patient, make the 
handling of death particularly stressful. 
Dealing with death and dying or with the 
patient who has severe emotional problems 
sometimes necessitates other resources. 
Patient care conferences attended by 
representatives of all health disciplines or by 
special resource persons can be beneficial. 
Discussion of readings and/or experiences 
may also help considerably. Severe problems " 
may require consultation. 
Three important points should not be 
overlooked in reference to patient 
conferences: 
1. The head nurse should encourage primary 
nurses to organize a conference as a means to I 
inform other staff of patient needs or to elidt 
assistance with creative ideas in approaching 
the care of a particular individual. Directing a 
conference develops the primary nurse's 
ability with group process and expands her 
own horizons through various viewpoints 
presented. Conferences also help the primary 
nurse deal with the large responsibility for 
patient care and prevent feelings of being "an 
island unto one's self." 
2. The head nurse should encourage the 
inclusion of patient and/or family in I 
conferences as appropriate. This can assist in 
clarifying and solidifying the nurse-patient I ' 
contract. 
3. The head nurse should not fail to encouarge i 
utilization of staff talents inherent in the I 
nursing group on the station. This recognizes, 
reinforces, and rewards individual abilities. In 
turn this promotes job satisfaction, high 
morale, and group sharing. I 
Since patient and family teaching is one of i 
the primary roles of the nurse, attention to this I 
area is essential. Didactic classes on the I 
principles of education, experimental I 
situations with teaching, and evaluation of the I 
effectiveness of teaching skills will help 
improve this area. Nurses can also learn 
useful teaching skills through teaching new 
technical skiUs or information to their peers. 
Continuous support by the head nurse will 



I 
I 
I encourage growing proficiency in patient 
I teaching. 
Care planning requires some assistance. 
Initially, primary nurses may be hesitant to 
commit themselves in writing. They need 
guidelines and positive reinforcement from the 
head nurse. Review of written care plans by 
the head nurse is essential to indicate to the 
staff this expectation of Derformance. 
If inappropriate deviations from the care 
plan or lack of adherence to the primary 
nurse's care plan by other nurses occur, it may 
be necessary for the head nurse to intervene. 
, Reiteration of the importance of following a 
I care plan reinforces the fact that nursing 
I directives are as important as physician orders 
to planned care and continuity. Sometimes, 
too, the primary nurse needs a reminder to 
include the patient in discussion about his plan 
of care during his hospitalization. 
Communication channels in primary 
nursing are radically different from traditional 
hospital systems: the head nurse is no longer 
the single information source and primary 
decision-maker on the station. Instead, she 
promotes direct care-giver to care-giver 
communication by supporting the primary 
nurse as the nursing person responsible for 
communication of verbal and/or written data 
concerning her patients to physicians and any 
other health disciplines involved in the care of 
her patients. In addition, change of shift 
reports are organized so that the nurse who 
has been responsible for patient care reports 
directly to the nurse who will assume these 
responsibilities on the next shift. 
If the transition from a traditional system 
of statio;; organization to primary nursing is to 
succeed, it is essential that the head nurse 
adequately prepare personnel forthe change. 
Her approach to this task depends upon her 
own approach to change. Again, her 
openness, willingness to experiment, and 
sense of adventure will have a direct influence 
I on the staff. As in any other aspect of station 
activities. change necessitates a positive 
support system if it is to succeed. Some 
notable factors the head nurse should 
consider in promoting changes are: sensitivity 
to where the staff is mentally and emotionally 
in terms of change; group involvement in 
decision-making about the innovation with 
recognition of contributions made by staff 
members: good sense of timing in terms of 
proceeding with the change process; close 
communications so that a clear understanding 
of the change is commonly held; close 
follow-up so that feelings and problems are 
dealt with before they become 
disproportionate; finally, much positive 
reinforcement and feedback. 
The primary nurse must be competent in 
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the areas of problem-solving and 
decision-making. The head nurse facilitates 
these skills as a consultant and validator by 
acting in a way which will maintain open 
communication, support and teach the 
decision-making process to less profiaent 
staff, recognize and encourage staff who 
make good decisions, and disseminate the 
clinical knowledge which the staff nurse 
requires to make her decisions. 
When the head nurse recognizes that 
good judgment is being utilized, immediate 
recognition of that fact provides feedback and 
reinforcement essential to staff satisfaction 
and performance. As more experience is 
gained and self confidence grows, the need for 
frequent validation will lessen. The staff nurse 
will gain more confidence in her own abilities 
and the head nurse will learn to trust the 
individual's judgments. Responsibility allowed 
will then be appropriately proportional to 
proven ability. At this point interactions 
between staff nurse and head nurse become 
informative sessions. The staff nurse will 
describe proposed plans or actions already 
executed and their outcomes rather than 
asking permission to act. In this context the 
head nurse maintains final responsibility for 
the station activities while fulfilling her role as 
quality control agent. 
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. Rewards 
In primary nursing, the rewards for the 
head nurse come from her clinical orientation: 
. Because she is relieved of many 
administrative tasks she has the opportunity to 
again become a bedside nurse herself. She is 
able to becom
 involved with the patients as 
people and not just statistics through bedside 
rounds with the primary nurse, through patient 
interviews, and through direct teaching and 
participation in bedside care. 
. The greatest reward of primary nursing is 
improved morale and personal growth among 
nurses who work in an atmosphere which 
promotes expression of the full breadth and 
depth of their professional skills. Each staff 
nurse can see directly the result of her 
individual efforts. This direct feedback fosters 
enthusiasm and concem to increase technical 
skills and clinical knowledge. Individual nurses 
are recognized for an area of expertise and 
invited to teach the other staff. More creative 
problem-solving is encouraged when one 
nurse is responsible for the comprehensive 
care of specified patients. 
. Continuity of patient assignments 
contributes to increased personal 
commitment. The patient can identify "my 
nurse" and the nurse can identify "my patient." 
The primary nurse assignments concern 
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people and not tasks. Family members are 
especially appreciative to have one particular 
nurse to consult. 
. Physicians' comments are uniformly 
favorable when they discover that the 
responsibility for the care of their patient is 
assumed by one individual who is thoroughly 
familiar with the medical problems involved 
and is qualified for and committed to providing 
optimum nursing care. 
The head nurse who watches her staff 
develop professional skill and competence 
has the right to be proud. Primary nursing 
provides the organizational system which 
makes quality, patient-centered care a 
possibility. Head nurse leadership makes it a 
reality. ... 


Vivian Good. Diane Bartels and Susan 
Lampehave each held head nurse positions 
on Primary Nursing Units. Diane Bartels was 
the first head nurse on the pilot station at 
University Hospitals, Minneapolis, Minnesota 
where Primary Nursing originated. She was 
succeeded by Vivian Good. Both worked with 
innovator Marie Manthey in the development 
of this new approach to patient care which 
has since gained widespread 
acknowledgment. Since then, Susan Lampe 
implemented Primary Nursing on her medica/ 
unit at United Hospitals in St. Paul. 
Each of the authors through their 
experience with Primary Nursing identified 
the need for a clearer definition of the Head 
Nurse role since leadership was observed 
over the years to be a key factor in the success 
of this innovation. Hence their philosophies, 
experiences, and enthusiasm have been 
combined to produce this article. 
Vivian Good is a native of Winnipeg, 
Manitoba and a graduate of St. Boniface 
School of Nursing in St. Boniface. She worked 
at the Manitoba Rehabilitation Centre before 
moving to Minneapolis to become a staff 
nurse in Medica/IntensIve Care at University 
Hospitals, University of Minnesota and a year 
later became head nurse on the Primary 
Nursing Unit. Since that time she has 
conducted numerous workshops on the 
topic and has been involved in private 
consultation in U.S. hospitals and now in 
Canada. Currently, she resides in Detroit 
Lakes, Minnesota where she works as an 
Adult and Geriatric Nurse Practitioner for 
Multi-County Public Health Nursing. She also 
holds a part-time position with the University 
of Minnesota Community Services 
Department and is in her last year of the 
Bachelor of Sciences in Health Services 
program at Moorhead State University. 
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The leukemic child looks into the mirror provided by his peers who are sick like himself. The image of his 
future self that he sees reflected there provides him with the knowledge and understanding that he needs 
to cope with a life-threatening illness. 
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leukemic child deal with so many questions? 
One way is by reducing them to a manageable 
level through the use of "mirroring" - a 
process whereby the child. by identifying with 
and watching others. sick like himself, is able 
to see his future in them. For the child. it is like 
looking into a mirror and seeing a reflection of 
his future self. 
While working as a clinical nurse 
specialist with leukemic children on an in- and 
out-patient basis throughout the course of their 
illness. I had the opportunity of observing their 
behavior. What follows is an account of how 
some of these children between the ages of 
nine and eighteen years used mirroring as one 
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June Kikuchi 


Illness, and especially hospitalization, 
subjects a child to a host of uncertainties. Will 
his mother return to visit? Will he get another 
needle? Will he die? A child with a 
life-threatening illness. such as leukemia, 
faces these uncertainties repeatedly. In 
addition, he is subject to numerous other 
uncertainties such as, "Will my hair fall out 
when I take this medicine? What will I look like 
bald? Willi be able to get a wig to suit me? Will 
the treé.ttment work this time? Will anyone 
marry me now? How willi know when I'm going 
to die? Will my parents be able to stay with me, 
if I'm going to die?" Too many uncertainties 
can be intolerable. How then does the 
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way of facing the uncertainties that beset 
them. All of them had ample opportunity to see 
other children with leukemia in the ward (which 
usually contained at least six children with 
leukemia at anyone time) or in the hematology 
out-patient clinic. Some had been told that 
they had leukemia and perhaps its prognosis; 
others had been told that they had anemia or a 
blood disorder, etc. No matter what they had 
been told, they all seemed to get information 
from the child who looked like them and 
received similar treatment. He was the best 
teacher. The children used mirroring primarily 
to deal with uncertainties such as body 
mutilation and death, described elsewhere. 


I 
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Wi Uncertainties surrounding body 
mutilation 
The leukemic child reduces his 
uncertainty about forms of body mutilation 
such as an intravenous infusion to a 
manageable level by watching other children. 
After he sees that others receiving intravenous 
infusion can move about, do things for 
themselves and are not badly mutilated, he is 
reassured 
For a child to be told his hair will fall out 
because of chemo- or radiotherapy is 
frightening. How will his hair fall out? What will 
he do without hair? How will he look? Will his 
hair really grow in again? To see what will 
C actually happen to his body and how it can be 
,) fixed is reassuring. Truth is less traumatic than 
I all kinds of terrible imaginings. Forthis reason, 
he seems to change his uncertainties to 
certainties by observing other children who 
have lost their hair and now wear attractive 
I wigs. When he is informed that he, too, will 
I lose his hair, he is upset and wants to be sure 
he can get a wig which will look like his own 
hair. He is further reassured by seeing children 
whose hair has already started to grow in 
again. 
Loss of hair is of concern to the 
adolescent boy as it signifies loss of 
masculinity to him. To the adolescent girl, it 
represents loss of feminity. Another concern of 
the adolescent girl centers on how her disease 
will affect her ability to have a baby. She also 
wonders if the baby will be mutilated by her 
leukemic drugs. 
( 
s she approached the third year of her initial 
remission, Lynn, an amiable 
eighteen-year-old girl, asked the doctor If she 
would ever be able to have a baby. She wanted 
to know if the baby would be deformed by her 
drugs. The ensuing intellectual discussion did 
not seem to reassure Lynn. The doctor then 
talked with her about Kathy, a twenty-year-old 
girl who had had leukemia for five years. Lynn 
knew her and had identified with her in the past. 
When the doctor told her about Kathy's plan to 
have a baby when she came off her drugs in a 
half year, Lynn looked relieved. By identifYing 
with Kathy, Lynn was able to change her 
uncertainty about her ability to have a baby to a 
certainty. If Kathy could have a baby, then she 
could also have one. 


In this way, by watching what happens to 
others with a similar illness, the leukemic child 
gains information about how his body will be 
affected by the disease and treatment. 


w; Uncertainties surrounding death 
The leukemic children, especially those 
who were not told they had a life-threatening 
illness, came to suspect it from the necessity 
. for frequent visits to the doctor, daily 
medications, various procedures. blood 
transfusions, and repeated hospitalizations. 2 
They changed this uncertainty about the 
nature of their illness to a certainty by getting to 
know at least one other child who was sick like 
themselves. Later, when he died, their 
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suspicion was confirmed. The children kept 
track of one another by writing or visiting their 
sick friends when they were hospitalized; they 
also asked about one another. 
. 
Judy, a bright, alert, nine-year-old girl was told 
she had anemia. She had two roommates, 
Sherry and David, both nearing the terminal 
phase of the leukemic process. Soon after 
Judy was discharged from the hospital she 
began to ask her mother how Sherry and David 
were. She knew her mother talked with their 
mothers. When told about David's death Judy 
was upset and asked, "What" s gOing to happen 
to Sherry? David and Sherry have the same 
thing!"' Each time she came to clinic, Judy 
would ask me how Sherry was. If Sherry was in 
the hospital, Judy visited her. When Sherry 
died, Judy's mother did not want her daughter 
to know, because David's death had upset her 
so. We later decided it would be better to tell the 
truth so as not to lose Judy's trust. Upon being 
told. Judy said that she would have kept asking 
as she knew something was going to happen to 
Sherry She then cned, .. I'm scared I'm going 
to die too. Sherry and I have the same thing." 
When asked why she thought so, she 
explained, "We take the same medicines We 
both lost our hair." She had learned by 
mirroring, not by being told that she had a fatal 
illness. 
. 
Tim a quiet sixteen-year-old boy, rarely asked 
questions about his disease once the doctor 
had discussed it frankly with him. But when a 
leukemic child Tim knew died, he was anxious 
to talk about it; he wanted to know why the child 
had died. He also wanted to know if having 
leukemia would shorten his life span and he 
asked me what he could do to help himself. 


Thus, by keeping track of one another, 
these children are able to confirm their 
suspicion that they have a life-threatening 
illness. If Nagy's belieP is true that at nine 
years of age a child achieves a realistic 
conception of death as a permanent biological 
process. then why would they want to confirm 
what seems to be a frightening suspicion? 
Probably because it is easier to face certainty 
than uncertainty. A known phenomenon can 
be grappled and dealt with while an unknown 
phenomenon cannot. 
On the other hand, by keeping track of 
one another, the child can also confirm the 
suspicion that, although he may die, he can 
also live for awhile too. For example, the 
adolescent girl who has dreamt of marriage 
becomes especially worried about whether 
she will live long enough to get married. 
. 
Soon after Sandi, an inquisitive 
sixteen-year-old girl was found to have 
leukemia, she became friendly with Tom, 
another leukemic adolescent, who later died 
after being ill for four years. Sandi knew she 
had leukemia. After Tom's death, she was 
depressed and, no matter what she was told. 
talked about having only four years left. At the 
clinic, she met an attractive twenty-year-old girl 


who had had leukemia for five years and had 
just been married. Sandi shed her depression. 
She could identify with another girl who act ually 
had lived for more than four years- someone 
who had married. Sandi began to be interested 
once again in dating, in getting married and in 
having babies. 


However, sooner or later as the leukemic 
child becomes increasingly ill and the threat of 
death becomes more real, he wants to know 
when and how he will die and what will happen 
to him. Again he learns the answers from other 
children with a similar illness. 
. 
Upon his second hospital admission, 
Danny, a fifteen-year-old adolescent who had 
been told he had a blood disorder, asked. 
"Whars happened to Ralph, the boy who was 
in the room with me before? Did he go home? 
Why did his parents sleep here?" When he was 
told that Ralph and died, Danny said, "I 
wondered if he had made it. He didnllook so 
good. Is that why his parents slept here?" 
Danny then went on to talk about the possibility 
of freezing bodies until cures were found. He 
said calmly, "I know I'mmcurable." A year later 
when his condition worsened and his parents 
stayed with him through the night at the 
hospital, Danny accepted without question 
what this meant. 


Sometimes the child observes when and 
which child is moved into a private room and 
keeps close watch. On passing the room, he 
 
may glance quickly inside to see how the child 
looks and what is happening. Once the door 
remains closed for privacy and he is no longer 
able to see into the room, he watches who 
goes in and out and studies their faces. 
Occasionally he plants himself in the hall 
across from the room and keeps a vigil. 
. 
Trudy, a curious eleven-year-old girl who had 
expenenced several relapses. was told she 
had a blood disorder. One day while we played 
a card game, a child on the ward died. In the 
middle of our game, I was called away. When I 
returned. Trudy was not In her room. A few 
minutes later she returned. She had gone, she 
said, to see if I had left the ward. When I 
mentioned that I had noticed that the door to 
Room 310 was open again, Trudy quickly and 
eagerly exclaimed, "Yeah, I saw that too! Did 
someone die in there?" When I said yes, Trudy 
said, "I thought so. I've seen people come out 
of the room crying." The card game was 
forgotten. She talked about how her mother 
had almost died giving birth to her but had seen 
Jesus and not been afraid. Later, Trudy asked 
for the meaning of the words "Blood 
Dyscrasia," an expression she had overheard 
When I answered. "Disease of the blood," 
Trudy emphatically told me, ''I'm not afraid to 
die you know I've been saved." 


Obviously Trudy had come to recognize 
what the opening and closing of a door to a 
private room could mean if people had come 
out crying. When children. like Trudy, have 
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made such deductions and have talked about 
their concerns, placing them in a private room 
when they are ill does not seem to come as a 
shock to them. In fact. they expect it and often 
ask for their own room. 
. 
Carol a twelve-year-old girl who knew she 
would soon die from leukemia. asked her 
doctor if she could have a private room when 
she returned to the hospital. She had known 
I several ill leukemic children who had been 
, moved into a private room and died. She had 
, decided she would like to stay at home until that 
, moment she felt "bad enough to come to the 
I hospital. . Hel second request was for her 
mother to sleep in the room with her at the 
hospital. 


Some of the children are more eager than 
others to learn about what happens behind the 
I closed door of a private room. This kind of 
information can only be obtained by asking, 
and the need to learn what might happen to 
them from other children's experiences is so 
great, they usually ask. 
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Where did her mother go? Did her mother stay 
with her?"" We talked about all these things. 


Besides wondenng when and how he will 
die and what will happen to him, the leukemic 
child seems to worry most about whether his 
parents will be allowed to stay with him. The 
most comforting thing he learns from other 
children seems to be that, should he become 
very ill, his parents will sleep in the same room 
with him at the hospital. 


Other children. like Danny have askp.d 
why certain parents remain overnight. Later, 
when they too become terminally ill, they like 
Carol, suddenly ask that their parents be 
allowed to sleep with them. 
Another worry the child has is how his 
death will affect his parents. The adolescent is 
especially concerned about how much worry 
and trouble he is causing them. As he sees his 
parents becoming more exhausted, he worries 
about whether they will survive. What will 
happen to them? What will life be like for them 
without him? Will they miss him? 
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Janet a frightened ten-year-old knew she had 
, leukemia and often talked about the time she 
had been so sick she was expected to die. One' 
day, after her afternoon nap, Janet saw Katy's 
I name had been taken off the patient roster. 
She asked, "Where's KatyT When she was 
told that Katy had died, Janet asked, "When did 
she die? Were her parents there? Do the 
nurses know Katy died? They act as if nothing s 
wrong! How does Katy's nurse feel? How did 
her nurse know Katy died? What's going to 
I happen to the teddy bear she always carried? 
Are they going to bury it with her or IS her 
mother going to keep it? How did the nurses get 
Katy out of her room? Where did they take he I? 


. 
Pat, a vivacious thirteen-year-old girl who 
knew she was in her first leukemic remission, 
continued to write and visit the family of a 
leukemic friend who had died. She enjoyed thIS 
contact and commented on how nice it was to 
see that Andy s family still remembered him, 
had pictures of him. talked about him, and 
missed him. She was glad to see how well his 
parents were coping and that they had "not fallen 
to pieces." 


It must be comforting for a child who may 
be concerned about how his family will survive 
without him to see that, if he dies he will be 
missed but that his family will not disintegrate. 


W; Helping the leukemic child to use 
mirroring 
By identifying with children who are ill like 
himself, and by watching what happens to 
them, the leukemic child is able to see his 
future sell in others and thus reduce the 
number of uncertainties facing him to a level 
he can tolerate. Instead of imagining all kinds 
of unreal situations he is able to see for himself 
what might happen. 
. II he loses his hair, he can get an attractive 
wig and his hair will indeed grow in again. 
. He can tell how ill he is by whether he is 
moved to a private room. 
. He knows he will have a nurse and his 
parents stay with him when he becomes very 
ill. 
Having seen all these things taking place, 
the leukemic child does not at first feel the 
need to ask a lot of questions about himself. 
Instead, he is able to take in everything at an 
emotionally safe distance, that is, one step 
removed. 
It is important for staff members caring for 
the leukemic child to be aware that mirroring 
does take place and that this is the child's 
indirect way of clarifying his own situation. 
They should realize just how much this 
vicarious experience means to him. But 
mirroring is a process that the child should be 
allowed to carry out on his own. The child 
himself must be allowed to control what he 
wishes to see and what he wishes to deny. 
Staff members can best assist him by being 
available to help him deal with questions and 
concerns aroused by an experience and to 
detect and correct any misconceptions t1e 
might have formed. not by pushing him to see 
what he does not want to see. .... 


Author June Kikuchi's experience includes 
five years as clinical nurse specialist at the 
Hospital for Sick Children in Toronto where 
she worked specifically with leukemic 
children and their parents. In this position she 
initiated care of these children after their 
diagnosIs and then, with staff, continued to 
care for them throughout the course of the" 
illness. 
June Kikuchi. R.N., B.Sc.N., UN., is now 
in her second year of clinical doctoral studies 
in the Nursing Care of Children program at the 
University of Pittsburgh in Pennsylvania. Her 
studies are funded by the Hospital for Sick 
Children Foundation. A graduate of the 
University of Toronto, S
hool of Nursing she 
received her UN. from the University of 
Pittsburgh School of Nursing after being 
awarded a sCholarshIp from the Canadian 
Nurses' Foundation. 
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In the past few decades, nursing has 
functioned in the midst of a world that is 
increasingly geared to specialization. 
Sophisticated technology and burgeoning 
scientific knowledge have succeeded in 
widening the scope of our profession. Yet 
nursing has tended to favor a pattern of 
generalization and has been slow to promote 
specialization, especially in the clinical field, 
among its members. For the most part, the 
development of specialization within the 
profession has emerged with little planning. 
Now, however, the need for specialization 
is at last beginning to be recognized and a 
variety of specialties are emerging. Nurses 
must take their cue from the other professions: 
those of us who want to specialize must 
identify ourselves and be recognized as 
activists - aware of our goals. 1 


I 
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The emergence of a specialty follows a 
recognizable pattern: 
1. development of specialist knowledge 
2. application of that knowledge 
3. the choice of those with special interest and 
aptitude to work in that area. 
In nursing, as in medicine. the rapid 
expansion of information makes it increasingly 
difficult to include specialty instruction in basic 
programs. It seems likely that, in the neár 
future, we will be expected to take specialty 
training before we can work in special units. 
The problem is that, as yet, the education 
system is not geared to meet this expectation. 


. The need is known 
In 1925, Goldmark 2 stated that a nurse 
should be able to specialize to meet the 
demands of advances in medicine and 
technology, and in 1932, Weir 3 added that 
opportunities to do this must be made 
available. But nurses have not accepted the 
challenge. In 1967, Murray4 decried the 
apathy within the nursing profession 
concerning the lack of organized specialty 
training for graduate nurses. 
At its 1970-72 biennial meeting. the 
Canadian Nurses Association (CNA) identified 
specialization in nursing as one of its priorities 
for action. Simultaneously, a nation-wide 
survey of Canadian nurses s confirmed the 
need for training in the specialties: the 
concensus favored the use of educational 
institutions rather than hospitals for such 
courses. and stated the need for recognition of 
the special competencies achieved through 
these courses. 
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Frankly Speaking is intended as a forúm fòr nurses who want to speak out on 
issues that may influence the future of nursing practice, research, 
administration or education. Guest columnists from time to time will be 
members of the Board of Directors of your national professional association. 
If you have an opinion or concern that you would like to share with your fellow 
nurses, why not write to us. This is your chance to get involved, to participate 
in shaping the destiny of your profession. 


. Is certification the answer? 
Many specialty groups in the United 
States provide specialty training, and 
certification to Canadian nurses because 
equivalent courses are not available in 
Canada. Thus, Canadian nurses working in 
operating rooms, dialysis units, and 
emergency departments, for example, may 
take American courses. But, the certificate 
they earn is not officially recognized in 
Canada. 
In 1958. the American Nurses' 
Association (ANA) set a goal: "To establish 
ways ... to provide formal recognition of 
personal achievement and superior 
performance in nursing." 6 During the next 15 
years, many specialty groups developed, 
offering education and certification to their 
members. The ANA now has seven such 
programs, including geriatrics, psychiatry, 
pediatrics, medicine/surgery, community 
health, and a combined course in obstetricsl 
gynecology and neonatology. 
Originally, the term 'certification' implied 
excellence and an advanced level of training. 
Now, however, with the proliferation of 
specialty groups, it can mean anything from 
minimal standards to the highest level of 
achievement. There has developed a gradual 
recognition of this disparity in the use of the I 
term 'certification', and a growing awareness 
of the conflict between the goals set by the 
ANA and specialty groups. In trying to resolve 
their differences, they are working toward the 
standardization of certification. For example, 
the Nurses' Association of the American 
College of Obstetricians and Gynecologists 
(NAACOG) recently merged with the nurses' 
parent body, to form the 
ANA-Maternal-Gynecological-Neonatal 
Nursing Specialty, and the O.A. Nurses' 
Association proposes to form a similar 
association. 


. Obstacles to specialization 
Nurses as a profession have been 
described in uncomplimentary terms -terms 
such as apathetic. moribund, and confused.7 
We should be indignant at such a description I 
(moribund we certainly are not, and apathetic 
and confused we hope we aren't) - but when 
this comment was made it provoked little 
response from nurses. However, this 
statement was made from outside the nursing 
profession, and it's an old truth that outsiders 
can sometimes see the problem more clearly. I 
So we must ask: how accurate is this I 
description? In view of the lack of response, 
obviously we are apathetic. We have been 
confused, too, but hopefully, we are beginning 
to sort out the facts. 
What are the obstacles, other than 
apathy, to specialization in nursing? Certainly, I 
there are few incentives. Hospitals have 
assumed almost complete responsibility for 
nurses' clinical graduate training in the 
specialties( i.e., working on specialty wards),1 
but they rarely include instruction in essential 
background knowledge and theory. The nurse 



'10 plans to attend a course must accept that 
obably her colleagues will resent her 
)sence, because of the additional work for 
em. Few hospitals reimburse a nurse for 
king a clinical course; they may approve 
ave of absence - usually unpaid - but 
ovide few bursaries or scholarships. Thus, 
jditional training may cost a nurse thousands 
dollars, for tuition, lost wages, and often, 
)keep in another city. Even then, on her 
,.turn to work, her hard-won training may go 
lrecognized both officially and financially. 
;)me nurses even find that the jobs for which 
ey trained have been filled in their absence. 
So, the great majority of nurses continue 
I provide the best patient care they can, even 
. the expense of their own further education. 
I 


Solutions 
I Today. basic nursing performance 
:andards are available. The next move must 
,e made by the specialty groups which, with 
Ie guidance and support of provincial 
rofessional associations, must define 
niform, high standards for specialty training. 
:epresentatives of the provincial ministries of 
ealth and the nurses' associations should 
ssess the status of nursing specialization, to 
letermine needs and, along with 
'
presentatives from community colleges and 
niversities, develop specialty courses and 
niform certification standards. The entire 
rocess should be co-ordinated, supported 
nd interpreted by our national association 
:NA) to ensure the same high level of 
ompetence throughout Canada. Such 
ourses should be presented by educational 
'lstitutions in collaboration with their affiliated 
,ospitals. 
There should be a register of nurses, with 
'nention of specialty certification. as in a 
nedical directory. This could be compiled- 
19ain, as for doctors - from short 
luestionnaires completed for annual 
egistration. The programs should be 
! :onducted jointly by the CNA and the 
)rovincial specialty groups. 
, Ensuring continued competence 
I)resents another problem, but with a current 
"entral registry this could be aChieved by 
lequiring endorsement by colleagues, and 
etesting, at regular intervals for example, 
3very five years. 


Conclusion 
Inevitably, nursing will become more 
,3pecialized: the groundwork has been laid, the 
reed has been documented repeatedly, and 
row we are ready to move into planned 
r:;>pecialization. 
I Most important is the need to define, 
igncourage, and recognize specialization; as a 
profession we should be working towards it 

ow The change will take some time, but we 
must begin to consider attendance at nursing 
meetings and education courses a necessary 
'part of our continuing education. 
I As a profession, where do we want to go? 
!How do we want to get there? If specialization 
iis what we need, and certification is what we 
!want, we must complain more vociferously 
;about the obstacles and start removing them . 


Eleanor G. Pask (B.Se.N., R.N.) is Head 
Nurse in the ClinIcal Investigation Unit at The 
Hospital for Sick Children in Toronto. 
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Since the publication of Marc Lalonde's A New Perspective Participaction posters in buses and subways, television anc
 
on the Health of Canadians in 1974, a public debate has radio advertisements about non-smoking and fitness all I 
ensued about the many health hazards that are self-imposed emphasize health promotion. Increased awareness has I 
, - obesity, lack of fitness, alcohol and drug abuse, smoking, prompted many people to seek better and healthier patterns 
etc. The media have helped to awaken the public to the of living and it is to the health professions that these people 
importance that individual lifestyles play on health. look for guidance. Obviously, nurses have an important rde 
\ I C ) to play in providing this help - but only if their professional 

 associations and schools of nursing can show them the way 

 In the article thatfollows, The Canadian Nurse takes a look at 

 what is going on in one province, British Columbia. 
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From the tIme a few years ago when many traditional hospital schools of nursing transferred to the 
community college setting, some employers have voiced the opinion that the two-year-diploma 
graduate is not "experienced" enough. Does this mean that the graduate has not had enough 
clinical practice to have developed manual dexterity... or that she is unable to cope with a realistic 
patient load... or that she is not confident in her nursing care? Whatever the interpretation, the 
concern exists and one community college !hat is trying to do something about it is Okanagan 
College in British Columbia. What follows is an explanation of the philosophy and implementation of 
the diploma nursing program at that college. 


Judith M Skelton 
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Preparation of nurses with RN certification has 
passed through many stages since Florence 
Nightingale introduced gentlewomen into the 
profession of nursing during the Crimean War. 
Early schools of nursing were established in 
hospital settings, with no standardization of 
curriculum content, clinical facilities or 
entrance requirements. Nearly every hospital, 
regardless of size, conducted a training 
program since by doing so it was assured of a 
continuing supply of low cost staff. In fact, 
however, the graduates of such programs 
nearly all went into private duty where the 
hours and pay were more reasonable. 
The introduction of registration for nurses 
in the early 1900's in Canada marked the 
beginning of a long, slow process of 
standardization of the educational 
prerequesites for affixing 'RN" after one's 
name. Until fairly recently, these educational 
requirements tended to be expressed in terms 
of the number of hours spent in a given setting 
rather than in terms of what competencies 
were developed - hence the idea that "it 
takes three years to become a nurse." 
Twenty-five years ago. Mildred Montag 
spearheaded the development of "associate 
degree" nursing programs that were based in 
U.S. community colleges. Community 
colleges, as they have developed in Canada 
and the U.S., are the logical setting for basic 
nursing education. They provide a 
post-secondary level education with a 
practical orientation, that leads to employment 
opportunities and/or university transfer. 
Because college nursing students are not 
required to provide service to a hospital, their 
clinical experiences can be more closely 
correlated with classroom learning and the 
overall course of study can be accomplished in 
a shorter period of time - hence the notion of 
"two-year college programs." 
In British Columbia, as in most parts of 
Canada, nursing education has traditionally 
taken place in hospital-based programs. This 
trend began to change when the British 
Columbia Institute of Technology (BCIT) 
instituted a nursing diploma program in 1967. 
In the early 1970's, an increasing number of 
community colleges throughout Canada 
offered nursing programs to students. To date, 
all of the hospital-based programs in B.C. 
continue to be three years in length while the 
college-based programs are two years. In 
contrast, in Ontario, until recently, there 
existed many two-year hospital-based 
programs which have all since moved into 
community colleges, while in Quebec, the 


CEGEP nursing programs are three years. But 
while the question of two-year versus 
three-year programs continues to be hotly 
debated. perhaps what we really ought to do is 
decide what competencies beginning RNs 
require and then decide how long and in what 
manner these competencies are best 
acquired. 
The competencies required of beginning 
RNs will, of course, change with the changing 
health needs of society and education 
programs will have to be flexible enough to 
adapt. Anticipating these changes, Okanagan 
College in Kelowna, B.C. has launched a new 
diploma nursing program which has some 
unique features. These features include: 
. focus on the nurse as a health promoter 
. a three dimensional curriculum 
framework 
. a cooperative education design. 
e Program Objectives 
It is anticipated that the graduate of the 
Diploma Nursing Program at Okanagan 
College will be prepared to: 
. assume a beginning staff nurse position in 
an acute, intermediate or extended care 
hospital, clinic, office or home care setting; 
. work under the general supervision of an 
experienced registered nurse. The more 
experienced nurse should be able to answer 
questions and give general direction to the 
new graduate. In fact, it is hoped that 
graduates of the Okanagan College program 
will require less supervision, direction and 
support than other college graduates, as a 
result of having had "real work" experience in 
the course of their training. 
. work within a framework of written policies 
and procedures; 
. provide non-specialized, health-oriented 
nursing care to a group of patients. It is oyr 
belief that preparation for specialization is 
beyond the scope of a diploma program. 
. write the provincial nurse registration 
examinations. 


Within this context, the graduate will 
consistently: 
1. Communicate effectively with patients 
and colleagues. 
- demonstrate skill and sensitivity in human 
relations and communication 
- demonstrate skill in health teaching 
-provide leadership in small groups of clients 
and auxiliary nursing personnel 
- collaborate with other health team 
members in the provision and coordination of 
quality care. 
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2. Provide quality nursing care to one or more 
patients requiring non-specialized. nursing 
intervention. 
- use the nursing process to provide 
individualized nursing care to patients: gather 
data, identify actual and potential 
needs-far-help, set priorities, plan, implement, 
and evaluate nursing care 
- involve the patient and his significant others 
in the plan of care 
- demonstrate skill and confidence in the 
application of non-specialized nursing 
measures. 
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3. Demonstrate professionalism in the delivery 
of nursing care. 
- seek to maintain and improve the health of 
self and patients 
- act as a patient advocate 
- exercise professional rights and 
responsibilities 
- demonstrate an open-minded and 
constructive attitude toward changes in health 
care and nursing practice 
- assume primary responsibility and 
accountability for maintaining one's own 
competence in nursing practice. 
While these objectives may not appear to 
be especially unique for a nursing curriculum, 
the way in which we fulfill the objectives is 
rather unique. 
.. The Nurse as a Health Promoter 
- The promotion of health is a current and 
important topic of discussion among all health 
professionals. When Canada's present health 
care system was established, the causes of 
death and disease in the population were 
markedly different from what they are today. 
The current situation shows that "diseases of 
excess" due to alcohol and drug abuse, 
smoking, overeating, lack of exercise, etc. 
probably account for 50% of illness in our 
society. Besides this, escalating costs for 
health services demands that a less expensive 
approach to health - an alternative to the 
"disease orientation" - be found. People are 
becoming increasingly aware that they are not 
at their optimum level of health and are 
beginning to seek direction and guidance 
in improving this situation. The health 
professional of the future must take some 
responsibility for giving this direction. 
Accordingly, a primary focus of the total 
nursing program at Okanagan College is on 
the role of the nurse in health promotion. 
Fundamental to this approach is the idea that 
the nurse must be a good role model of health. 
Therefore, it is expected that both students 
and faculty be actively engaged in improving 
their own health status. 


.. Curriculum 
_ The framework or foundation for our 
nursing curriculum may be visualized as a 
cube. In the first dimension are those qualities 


.Non-apeclalized nursing care - the nurSing care of Infants. 
children and aduns exclusIVe of that reqLJredby cnt.cally 'II or h'gh nsk 
patients. (Oeflmtlon adopled from Draft Slatement of RNASC Task 
Committee to Identify cntlcal components á a BasIc Nursing 
Program). 
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which nursing students must develop. These 
include effective communication, a logical and 
effective approach to nursing care, and 
professionalism. In the second dimension are 
the various stages of life with which nurses 
must be familiar. These stages include 
infancy, early childhood, middle childhood, 
adolescence, early adulthood, middle age, 
and later maturity. 
Finally, nurses must have a focus for the 
nursing care they provide. At Okanagan 
College, we view man as a being who is 
constantly responding to stimuli. These stimuli 
arise from three sources: from his 
development, from his lifestyle, and from 
unpredictable events. Some of his responses 
to these stimuli will be healthful, and others 
unhealthful. It is the nurse's role to try to 
increase the number or quality of healthful 
responses. 
Growth in all three dimensions of this 
framework is planned to occur simultaneously 
throughout the program. As the students 
tackle new concepts in nursing care, they will 
move from: 
simple -- complex 
general - specialized 
health - illness 
single patient - multi-patient 
single problem - multi-problem 
team member - team leader. 
Clinical practice will be concurrent with 
classroom work throughout to allow immediate 
application of new knowledge 


Framework for the Nursing 
Curriculum 


NURSING PRACTICE 


PROFESSIONALISM 
DIMENSION I 


.. Cooperative Education 
.. Over the past several years, employers 
have voiced concern that graduates of 
two-year diploma nursing programs "haven't 
had enough clinical practice." It is difficult to 
know precisely what is meant by this phrase- 
.one person may mean not enough practice to 
have developed good manual dexterity; 
another may mean not enough practice to be 
able to cope with a realistic patient load; a third 
may mean not enough practice to be 
self-confident in giving nursing care; and still 
another may mean not enough practice to be 
able to function in various specialty areas. 
Whatever the specific meaning, the concern is 
very real. 
In an attempt to deal head-on with this 
problem, we have lengthened the Okanagan 
College program to two-and-one-half years 
and adopted a Cooperative Education Design. 
To my knowledge, this is the only nursing 
program in Canada to utilize such a design 
although universities such as the University of 
Waterloo in Ontario are using a similar scheme 
for other programs such as engineering. A 
very few American nursing programs have 
experimented with this ,concept. 
Cooperative Education is a college 
program within which students are employed 
for specific periods of off-campus work as a 
required part of their academic program. This 
employment is related as closely as possible 
to the student's course of study and individual 
interest. 


>- = 
!:::. Z 
a: 
, ::> Q 

 (/) 
w 
 Z 
CD a: W 
<( 'w ::E 
w 
 
...J is 
0 ...J 
0 .. 

 


>- 
ü 
z 
,<( 
u.. 

 



I 


Cooperative Education schemes are 
motivated by the belief that education ought to 
prepare students, not only for a specific job, 
but also for the growing and adapting they will 
have to do. Wor\< experience rounds out 
education, eases the progression from 
knowledge to performance, and satisfies the 
need for reality in leaming.' 
The Board of Directors of The National 
Leag ue for Nursing (1972) emphatically stated 
that in orderto prepare the qualified personnel 
needed for the future, nursing education must 
become more flexible and provide increasing 
amounts of cooperative and collaborative 
arrangements for nursing education. A 
Cooperative Education design provides these 
dimensions. 
In addition to receiving the clinrcal 
instruction which is a required part of all 
nursing education curricula, cooperative 
nursing students have the opportunity to 
consolidate their nursing knowledge and skill 
while observing and participating in current 
methods of health care. This experience leads 
to more competent and confident graduates 
who are better able to cope with the realities of 
their wor\< situations. and avoids the "Reality 
Shock in Nursing" which has received so 
much attention of late. 
Our students will attend Okanagan 
College during the regular fall and winter 
semesters for 2 1/2 years. During these "study 
semesters" they will take health science, 
nursing and non-nursing support courses, 


Cooperative Education Design 
for Nursing Program 


complemented by an average of two days per 
week clinical practice. In the summers the 
students will enter 12-week "wor\< semesters" 
during whIch they will wor\< a full shift rotation, 
carry a realistic patient load and generally 
consolidate the knowledge and skills acquired 
in the previous two study semesters. We 
believe that the wor\< semesters will assist our 
students to: 
(a) demonstrate better manual dexterity; 
(b) carry a more realistic case load; and 
(c) be more self-confident 
than graduates of traditional College 
programs. 
In the first work semester the students will 
be hired as summer relief staff by local 
hospitals. They will replace ancillary nursing 
personnel who are on vaCéÏtion. The students 
will function as hospital employees according 
to a jOb description which is mutually 
satisfactory to the institutions and the College. 
They will be paid nurse's aide wages in 
accordance with the B.C. Hospital Employees 
Union contract. The students will not receive 
direct supervision from a College faculty 
member. However, someone from the College 
will be "on call" to assist the students and/or 
employers to wor\< through any problems or 
concems. 
In the second work semester - due 
primarily to the difficulty in determining within 
whose jurisdiction the students would fall - 
the students will serve a preceptorship. Each 
student will be assigned to a competent RN for 
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the semester. The student will work the same 
shift, have the same days off and share the 
duties and responsibilities of the graduate. 
He/she will remain a student and will receive 
indirect supervision from a College instructor 
Students will not be paid by the hospital during 
the second work semester but will continue to 
receive the provincial govemment monthly 
stipend which at present is $150.00. 
Summary 
In summary. we have attempted, In 
planning the Diploma 
ursing Program at 
Okanagan College. to retain the positive 
aspects of existent hospital and college 
programs. while at the same time developing 
some unique features: a health promotion 
focus. a comprehensive curriculum framework 
and a cooperative education design. As yet. in 
this first year of the program. it is too early to 
predict outcomes, but we anticipate that our 
students will be better equipped to deal with 
the reality of a work situation. .. 


Judith M. Skelton received her B.S.N. from 
McMaster University, Hamilton, Ontario in 
1969 and her M.S.N. from the University of 
SritishColumbia, Vancouver in 1973. She has 
had experience in general duty and public 
health nursing as well as teaching experience 
in two. three and four year nursing education 
programs. At present. she is the Co-ordinator 
of Nursing Education, Okanagan College, 
S.C. 
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Adopted as an official position paper by the Board of Directors of 


The nurse's role in health assessment 
and promotion 


The promotion of health is a current and important topic for all health 
professionals. Causes of death and disease in today's civilized world are 
markedly different than when our present health care system was 
established. Costs of Illness care in Canada are rising at truly intolerable 
rates. A less expensive approach to health is not only desirable, but 
necessary. 
Lay peopie are becoming aware of their lack of wellness and are seeking 
direction in selecting a path to belter heatU"'. Many entrepreneurs have 
capitalized on this situation by providing false and often expensive guidance. 
To assure relevance to the health needs of today, health professionals must 
accept that they have a role to play in giving direction to the "worried well." 


o Philosophical Assumptions 
The philosophical assumptions guiding this paper on the nurse's role in 
health assessment and promotion are as follov.s: 
1. Health. a dynamic process occurring throughout the life cycle. implies 
continuous adaptation of lifestyle to anticipated and unanticipated events. 
2. Health implies the selection and utilization of individual. family and 
community resources. Each person has both the right of access and the 
responsibility to use these resources to maintain his health. 
3. An individual's values and altitudes about health can be changed by life 
experiences and/or interaction with significant others. Nurses. as members 
of the health care team can be the significant others. and in that way 
contribute to a person's health assessment and promotion. 
4. The nursing process is an interpersonal problem-solving approach which 
is used for the assessment and promotion of a person's health. 


( 


o Definition of Terms 
Health: a state of complete physical. mental and social well-being and 
not merely the absence 01 disease or infirmity;1 "not only adding years to our 
life. but life to our years. "2 
Health Assessment: a systematic process of collecting and interpreting 
information relative to an individual's state of physical, mental and social 
well-being. 
Health Promotion: a process which encourages individuals 10 adopt a 
lifestyle compatible with optimal health. 
Lifestyle: an individual's habitual and characteristic pattern of living. 
Optimal Health: the highest degree of physical. mental and social 
well-being achievable by an individual at any given time. 
Stress: a physical and emotional state always present in the person. 
intensified when environmental change or threat occurs intemally or 
externally to which he must respo:ld. 3 
NUrsing: The RNASC in its Position Paper on Nursing Practice. 
accepted the following definition of nursing: 
The unique role of the nurse is to assist the individual. sick or well. in the 
performance of those activities contributing to health or its recovery (or to 
peaceful death) that he would perform unaided if he had the necessary 
strength. will or knowledge. 4 
This association feels that this definition, by its inclusion of the words "well" 
and "health," clearly identifies the fact that a significant part of nursing care is 
health promotion. 
Giving further weight to this concept is Marc Lalonde's exposure of the 
facts that: 
self-imposed risks and the environment are the principal or important 
underlying factors in each of the five major causes of death between age 
one and age seventy... 5 and 
diseases ofthe cardiovascular system. injuries due to accidents, respiratory 
diseases and mental illness, in that order. are the four principal causes of 
hospitalization. accounting for some 45% of all hospital days. 6 
Lalonde further states: 
one can only conclude that. unless the em<ironment is changed and the 
self-imposed risks are reduced. the death rates will not be significantly 
improved. 7 
It seems safe to assume that morbidity statistics will not alter unless 
these factors are dealt with as well. As one strategy for improving the overall 
health of Canadians. Lalonde suggests: 
The continued extensIon of the role of nurses and nurse practitioners in .,. 
counselling on preventive health measures, both mental and physical. and 
in the abatement of environmental hazards and self-imposed risks. 8 


o Principles 
Two principles form the basis for this paper: 
1. Nurses must accept responsibility for optimizing their own health. 
2. Nurses must accept their role and responsibility to sensitize others to the 
need to optimize their own health. 
Health assessment is the first step in any program or plan for health 
promotion. Health assessment is defined as collecting and interpreting 
information relative to an individual's state of physical. mental and social 
well-being. Effective health assessment requires knowledge and skills on the 
part of the nurse, appropriate technology, and inter- and intra-professional 
cooperation. The range of skills is wide. inCluding manual, managerial, 
attitudinal and communicative aspects. 
Health promotion is defined as a process which encourages individuals 
to adopt lifestyles compatible with optimal health. To be effective as a health 
promoter. the nurse first must be a role-model of health. Moreover, she must 
have special knowtedge and skills. access to appropriate technology and 
resources, and an ability to collaborate with other health workers. 


o Functions 
All practicing registered nurses should perform at least the following 
functions in relation to health assessment and promotion 
Health Assessment: 9 
1. Assessment of physical status 
2. Assessment of psycho-social status 
3. Assessment of lifestyle status. 
Health Promotion: 
1. Se a role-model of health 
2. Act as a change agent with/for patients 
3. Encourage lifestyle actIVIties compatible with optimal health 
4. Collaborate with other health workers in providing health-oriented care 
5. Support those policies. procedures and activities which promote health. 
According to their level of mterest and pleparation, individual nurses 
may take more active roles in health assessment and promotion. Table A 
contains one suggested format fOl obtaining appropriate data relative to self 
and patients, regardless of the selting in which they are found. A variety of 
other appropriate assessment tools are also available. Table S contains a 
suggested list of activities which nurses may perform in promoting health. 
In conclusion. that nurses have a role in health assessment and 
promotion seems hardly a malter for debate. The problem is preparing and 
encouraging nurses to fulfill this role. To this end. the following 
recommendations have been approved by the RNASC Soard of 
Directors: 
- Thatthe RNASC officially adoplthe Position Paper on the Nurse's Role in 
Health Assessment and Promotion. 
- That the position paper be published in RNABC News; moreover. that it be 
widely circulated to other nurses and related health workers. 
- That funds be allocated in the RNASC budget to assure that the role of the 
nurse in health assessment and promotion be properly initiated (e.g. 
continuation if appropriate of the 1976 project designed to sensitize members 
to their role in health promotion). '" 
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) .he Registered Nurses' Association of British Columbia 
Health Assessment 


Table A 


1. Assessment of physical status, 
including: 
1.1 state of growth and development 
a.physiological developmental tasks to 
be accomplished at this stage 
1.2 circulatory status 
a.character of pulses 
b.character of blood pressure 
c. movement of fluids (e.g. edema) 
1.3 respiratory status 
a.character 
b interterence with respirations 
1.4 fitness status 
a. fitness test 
b.health hazard appraisal 
1.5 motor ability status 
a. current mobility status 
b.posture 
c. range of joint motion 
d. muscle and nelVe status 
e. coordination 
1.6 status of physical rest and comfort 
a.sleep and/or rest pattern 
b. presence of pain. discomfort. 
restlessness. etc. 
c. use of supportive aids 
1.7 nutritional status 
a.condition of buccal cavity 
b.ability to masticate 
c. ability to swallow 
d.appetite 
e.ingestion of nutrients 
1. digestion of nutrients 
g.weight 


1.8 elimination status 
a. bowel 
b. bladder 
1.9 reproductive status 
a.external genitalia 
b.age at menarche 
c. pattern of menses 
d. pregnancies 
e.breasts 
1.10 body temperature status 
a. range 
1.11 status of skin and appendages 
a.skin 
b.hair 
c.nails 
1.12 status of special senses 
a.hearing/speech 
b.vision 
c. taste 
d.smell 
e.touch 


2. Assessment of psycho-social status, 
including: 
2.1 stage of growth and development 
a.age 
b.psycho-social developmental tasks to 
be accomplished at this stage 
2.2 demographic status 
a.sex 
b.marital status 
c. relatives 
d.occupation 
e.financial status 
f. housing 


2.3 ethno-cultural status 
a.race 
b.ethnic origin 
c. rehgion 
2.4 mental status 
a.state of consciousness 
b.orientation 
c. intellectual capacity 
d.insight into health status and/or 
problems 
2 5 personal status 
a. motivation/ readiness 
b.strengths. weaknesses. limitations 
c.stress factors 
d.risk factors 
e.sexuality 
2.6 interpersonal relationship status 
a. family 
b.significant others 


3. Assessment of lifestyle status 
3.1 effects of daily habits 
3.2 effects of work 
3.3 effects of culture 
3.4 effects of home and work environment 
3.5 commercial products and/or 
environmental circumstances detrimental 
to health 


Table B 


Health Promotion 


1. Be a role model for health 2. Act as a change agent with/for i. current immunization 
1.1 maintain physical health patients j. appropriate management of chronic 
a.undertake an appropriate physical 2.1 use appropriate motivational approaches disorders 
activity program a.establish a trusting relationship k. appropriate use of community 
b.cope with stress b. increase clients' self-esteem resources 
c. avoid harmful products and c. identify and enlist support of significant I. accountability for health maintenance 
circumstances others 
d.ensure proper nutrition d.contact 4. Collaborate with other health workers 
e.keep immunization current e. partici pate in providing health-oriented care 
1. have regular check-ups f. induce anxiety and/or guilt a.knowown role and limitation 
g.plan for relaxation and sleep 2.2 get patient commitment to change b.refer appropriately 
1.2 maintain psycho-social health 2.3 assist in the formulation of realistic goals c. cooperate 
a.strive for positive interpersonal and priorities 
relationship 2.4 reinforce health responses 5. Support those policies, procedures 
b.increase self-esteem 2.5 provide anticipatory guidance for each hfe and activities which promote health 
c. avoid harmful circumstances stage a. health-oriented institutional 
d.select health/role-models philosophies 
e.have regular check-ups 3. Encourage lifestyle activities b.health standards and guidelines 
f. anticipate developmental tasks rather compatible with optimal health c. health-oriented institutional policies. 
than just living in the here and now a.appropriate physical activity program procedures and routines 
1.3 adopt a healthy lifestyle b.adequate rest and relaxation d. health-oriented evaluation procedures 
a.cope with stress c. avoidance of harmful products and and criteria 
b.avoid harmful products and circumstances e. health-oriented community and pOlitical 
ci rcu mstances d. identify and cope with stress involvement 
c. adjust own concepts of health and e. regular check-ups 
fitness f. fluoridation 
d. set realistic goals. priorities. guidelines g.good hygiene 
e. assume accountability for own health h.proper nutrition 
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DEVELOPING A 
N TRADITION. 


A new tradition of professional responsiveness. 
A new commitment to expanded medical 5elVices through increased 
product development, brooder medical communications, greater patient 
information, enhanced pacl
aging. 
Our new tradition will be bocl
ed by the some commitment, vigor and 
intensity that introduced insulin to the world. That put Connaught in the fore- 
front of biological research. 
And the new tradition, togetherwith our ongoing dedication to research, 
is still another way in which we can continue to contribute to the health core 
needs of Canada.. .and the world. 
For any professional or medical information please call our Customer 
SelVice Deportment (416) 667-2779 or the Medical Director(416) 667-2622. 
Connaught Laboratories Limited · 1755 Steeles Avenue, West · P. O. 
ßox 1755, Station "A" · Willowdale, Ontario M2N 5T8 
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An increasing number of hospitals in North America are 
buying fetal monitors for the purpose of assessing fetal 
health just prior to delivery. There are many who see the 
use ofthe electron ic device as a means of reduci ng North 
America's high perinatal mortality rates. However, 
continuous electronic fetal monitoring has its critics: 
those who term it an 'expensive gadget', those who say it 
increases the primary cesarian section rate, that its 
recordings are difficult to interpret, that it constitutes a 
risk to mother and fetus, or that it depersonalizes the 
relationship between an obstetrical nurse and her 
patient. Are fetal monitors worth the money, time, 
training, and risks involved? 


( 


Critics of electronic fetal monitoring are 
adamant in their stand against its use. No one, 
they say, has proven that monitoring lowers 
perinatal mortality rates, adding perhaps that 
disadvantages to its use far outweigh assets, 
or that it only benefits high-fisk patients. Many 
hospitals buy the expensive equipment to let it 
sit alone and rarely used in an unobtrusive 
comer of the labor and delivery suite. 
What about the proponents of fetal 
momtoring, those aCDvely involved in its use? 
As a labor and delivery nurse and instructor to 
undergraduate students in maternal and 
infant health, I felt that it was important to 
investigate what they had to say. 
I set out to answer the questions raised 
by fetal monitoring by reading about the 
experiences of those who use it in a variety of 
hospital settings in North America. This article 
is based on the writings of those involved in 
fetal monitoring and associated research. 


D ways and Means 
Continuous electronic fetal monitoring 
involves the use of direct or indirect techniques 
to measure and continuously record both the 
fetal heart rate and the activity of the uterus 
during labor. 
The indirect method of fetal monitoring 
involves the use of two devices to be placed on 
the mother's abdomen during labor: a 
tochodynamometer to indicate the frequency 
and duration of uterine contractions and a 
transducer to measure fetal heart rate. 
The technique is non-invasive, 
with no inherent risks to mother or fetus. It can 
be used before the rupture of the membranes, 
and throughout all stages of labor. 
There are some problems evident with the 
use of indirect fetal monitoring. If the patient is 
obese Or restless, it is often difficult to obtain a 
clear monitor tracing. Some patients find it 
uncomfortable, and too restrictive to their 
freedom of movement. The information 
derived trom indirect fetal monitoring is 
somewhat lacking in two specific areas: it 
gives no data on beat-to-beat variability, an 
important indicator of fetal welfare; it provides 
no information on the strength of uterine 
contractions or on the resting tone of the 
uterus. 
The direct method of continuous fetal 
monitoring is an invasive method. A uterine 
catheter is inserted around the presenting part 
of the fetus and lies floating in the uterine 
cavity to measure the tonicity of the uterus. A 
spiral electrode is attached to the presenting 
part of the fetus to record the fetal 
electrocardiog ram. 


Direct fetal monitoring provides more 
specific data than the indirect technique and 
allows the patient more comfort and freedom 
of movement. However, the method is not 
without limitations. First, the membranes must 
be ruptured, the cervix one to two centimeters 
dilated, and the presenting part of the fetus no 
higher than -2 station. Secondly, there are 
risks to both fetus (such as neonatal scalp 
abscess) and to mother (such as uterine 
perforation), fortunately rare in occurrence. 
The procedure requires practice and technical 
skill on the part of the obstetrician inserting the 
catheter and electrode. Regardless of the type 
of monitoring used, fetal heart rate 
deceleration patterns do provide information 
about the welfare of the fetus. There are three 
significant deceleration pattems to watch for. 

 1 Early deceleration is thought to be 
due to fetal head compression during I 
contractions. The degree of heart rate 
slowing generally reflects the intensity 
of the uterine contraction Early 
deceleration is usually a benign 
pattern, transitory in nature and 
apparently well-tolerated by the fetus. 

 2 Late deceleration is thought to 
be due to utero-placental insufficiency 
and is ominous. It is frequently 
associated with high-risk pregnancies. 
uterine hyperactivity, and/or maternal 
hypoxia. 

 3 Variable deceleration is thought 
to be due to umbilical cord 
compression. It is also a pathologic 
pattem, but it can often be alleviated by 
changing the mother's position. 
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1973 Perinatal Mortality Statistics * 


Sweden 
DenmarK 
Switzertand 


(per 1000 live births) 
14.1 Canada 17.7 
14.6 Japan 18.0 
15.5 England and 
Wales 21.3 
16.3 Australia 22.4 
16.4 Scotland 22.7 
16.8 Federal Republic 
of Germany 23.2 
17.6 


Iceland 
Nethertands 
Norway 


Hong Kong 


. World Health Statistics Annual Vol. t, Vital Statistics. Geneva. Switzerland. World Health 
Organization 1973-76. Table 5. pp. 15-18. 


Beat-to-beat variability can only be 
assessed through direct monitoring 
techniques. This term refers to the degree 
of short-term fetal heart rate fluctuations; 
average variability is defined as fetal 
heart rate fluctuations of 6-10 beats per 
minute. Because variability is due to the 
continuous interaction of the sympathetic 
and parasympathetic divisions of the 
autonomic nervous system, a decrease In 
variability indicates fetal distress. 
D Feta, Monitor vs. Fetoscope 
It appears that fetal monitoring 
can tell us a great deal about the 
welfare of the fetus. But what about the 
obstetrician who counters with the 
statement, "No machine can equal the 
skill of a competent labor and delivery 


nurse, armed with a fetoscope?" In a 
study of 24,863 labors, the fetal heart 
rate was taken every fifteen minutes 
during periods in the first stage of 
labor, and every five minutes during 
the second stage orduring any serious 
complications. However, only the most 
extreme cases of fetal distress were 
detected. Auscultation of the fetal 
heart rate proved to be a very 
unreliable indicator of fetal distress.' 
Furthermore, another source has 
stated that nurses relieved of 
"fetoscope duty" have more time to 
give emotional and physical comfort to 
their patients, that fetal monitoring 
need not be done at the expense of the 
comfort and well-being of the mother. 2 


D Effect on Primary 
Cesarian Section Rate 
There is some controversy as to 
whether fetal monitoring increases the 
primary cesarian section rate. One study 
indicates that monitoring resulted in a 
decrease in the number of cesarian 
sections necessary. Many deliveries 
which would have been performed by 
cesarian section because of auscultated 
fetal distress are managed conservatively 
because of the use of the more accurate 
electronic fetal monitor. The result was 
the delivery of healthy, non-depressed 
babies. 3 
A second source showed a decrease 
of about 75 percent in the primary section 
rate, with a resultant decrease in the 
number of depressed newborns. 4 
A four-year study in yet another 
setting indicated a definite rise in the 
number of primary cesarian sections, but 
there was a corresponding reduction in 
the perinatal mortality rate. s 
According to Dr. Edward Hon, 
variable deceleration IS the offending 
pattern in about 90 percent of fetuses who 
have been diagnosed as hin distress." In 
many hospitals, this "fetal distress" 
commonly contributes to the performance 
of a cesarian section. If patients were 
monitored, variable decelerations could 
probably be alleviated by maternal 
position change. which could prevent 
unnecessary cesarian sections. 6 
Although these SOurces show some 
disagreement as to the effect of fetal 
monitoring on the primary section rate, 
they do agree that overall, perinatal 
outcome is improved because of its use. 
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D Interpretation of Recordings 
Are the recordings difficult to 
interpret? Again, there is a difference of 
opinion. According to one author, 
although interpretation of abnormal fetal 
heart recordings may be difficult, a normal 
recording is decisive evidence in ruling 
out the possibility of fetal hypoxia? 
Other authors feel that fetal 
monitoring techniques are simple and 
convenient enough to be used routinely 
on an obstetric service, and that with little 
instruction there is minimal difficulty in 
recognizing a variety of fetal heart 
patterns and in being able to classify them 
as innocuous or ominous. 8 


D Who Should Be Monitored? 
Many authorities recognize that fetal 
monitoring is a necessity when the patient 
is classified as being of "high risk." One 
author found that late decelerations may 
persist for only thirty minutes before the 
fetus is severely compromised. 9 
What about the "Ion-risk" patient, the 
well-nourished, healthy, married 
twenty-two-year-old middle-class 
housewife who has had excellent prenatal 
care and is in labor at forty weeks' 
gestation? She is not a likely candidate for 
utero-placental insufficiency. However, 
cord compromise is estimated to occur in 
about one-third of all labors, according to 
blood gas and acid-base studies. 'o 
In an obstetric service practicing fetal 
monitoring on all patients in labor, 
researchers found that fetal distress was 
detected earlier, and that because of the 


resulting remedial action, there was a 
marked decrease in the number of 
newborns with low Apgar scores. 11 In 
addition, a normal fetal heart rate pattern 
has been found to be almost completely 
accurate in predicting high Apgar 
scores. 12 (It should be noted here thatthe 
five minute Apgar score is a useful 
predictor of long-term neurologic 
impairment).13 In 1972, Schifrin and 
Dame stated that not a single case of 
sudden unexpected fetal death has been 
documented on a monitored fetus. 14 
In another setting, deceleration 
pattems were seen in 52.8 percent of all 
monitored deliveries. One hundred and 
seventy eight of 749 patients showed cord 
complications during labor. '5 
One report compares the perinatal 
mortality rate in a large group of 
monitored patients with that of a larger, 
unmonitored group. Of 28.621 births, 
6,923 were monitored, approximately 25 
percent. For the most part, only high-risk 
patients were monitored. Ordinarily, this 
group would be expected to have a higher 
perinatal mortality rate. But in fact, the 
mortality rate in the monitored group was 
lower than in the low-risk, un monitored 
group.'6 
In another hospital, only high-risk 
patients were monitored. The results 
were so favorable as far as reduction "in 
perinatal deaths were concerned, that the 
service decided to use continuous fetal 
heart monitoring with all patients in 
laborY 


D Cost vs. Value 
Strong evidence from several 
sources suggests that total fetal 
monitoring (Le. monitoring every fetus 
during labor) will halve the incidence of 
mental retardation and the yearly total of 
intrapartum deaths. '8 The cost of each 
monitor is about $6,000. It also costs to 
educate obstetric personnel in the 
interpretation of monitor recordings. The 
yearly increase needed to an already 
tightened hospital budget would, at first 
glance, make the concept of routine fetal 
monitoring, seem very impractical. 
In an article published in 1975, 
Quilligan and Paul included a cost 
analysis that included the cost of 
equipment, supplies, and the training of 
personnel. The added cost per patient 
was estimated at approximately $35.50; I 
on a nationwide scale in the United 
States, total fetal monitoring would cost 
$100 million per year. But it is estimated 
that by halving the incidence of mental 
retardation, savings to the taxpayer would 
be in the range of two billion dollars. It is 
also estimated that 6,000 intrapartum 
deaths would be prevented. Certainly 
these factors should be considered when 
cost of the monitors is being evaluated. 
D weighin g the Evidence 
My review of the literature on 
continuous fetal monitoring has 
convinced me of many things: 
. monitoring is not merely a fad; 
. it does not necessarily depersonalize 
the nurse-patient relationship and may 
even enhance it; 



An illustration of the indirect or 
external method of fetal 
monitoring. A tochodynamometer 
(at the top of the patient's 
abdomen) mdicates the duration 
and frequency of uterine 
contracüons. The transducer 
(lower on the patient's abdomen) 
indicates fetal heart rate. 


. it is inexpensive in comparison to the 
long-term costs of caring for the mentally 
retarded and the savings in terms of 
human resources are incalculable; 
. it mayor may not increase the 
primary cesarian section rate but it does 
increase the chances for a favorable fetal 
outcome; 
. interpretation of the recordings is a 
skill that can and should be learned by all 
obstetric personnel; 
. monitoring is as important to the 
low-risk fetus as it is to the high-risk fetus 
- while the former may not be subject to 
chronic utero-placental insufficiency, he 
is still at risk from cord compres
lon; there 
is currently no way to detect cord 
compression unless the fetus is 
monitored during labor. 
One of my questions remains 
unanswered by the literature: why do we 
delay? Our perinatal mortality rate is a 
cause for concern in compari son with that 
of many other countries. our statistics for 
cerebral palsy and other intrapartum 
tragedies are appalling. 
My reading convinces me that the 
eVIdence in favor of routine fetal 
monitoring is strong fl ." n dlcal, ethical, 
humane, and econo jp( - s. The 
benefits to be I '3'"'C "Ir.. rable. 
Why are \\ in North -\menca __ :>/ow to 
insure the" ,,- e of our greatest 
resourn. born children? '" 
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Ellen Hodnett (RS.N., Georgetown 
University, Washington, D.C.) is 
presently working as Lecturer with the 
University of Toronto Faculty of Nursing 
teaching second and third year students 
in the undergraduate Baccalaureate 
program. Prior to 1975, Hodnett was Unit 
Administrator of the labor and delivery 
unit of North York General Hospital in 
Willowdale, Ontario. 
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Being on the "receiving end" of medical and nursing care instead of the "providing end" can be a 
disconcerting experience forthose of us who rarely assume the role of the patient. The author of "The 
Other Side of the Uniform," sheds some light on the frustrations and anxieties that accompany the 
unknowns of an illness such as Adult Still's Disease. 
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Yolanda Camiletti 


Everything seemed to be happening to me all 
at once... I had just graduated from university 
with a B.Sc.N. and a B.A. in psychology, a new 
jOb in an Emergency ward was waiting for me 
and in one month I was going to be married. It 
was great the way things were working out. 
Although the past three months had been 
stressful, I was just now beginning to get 
accustomed to my new life style. 
September rolled around and the hustle 
and bustle of the changing season was partly 
responsible for the streptococcal throat 
infection that I developed. Having had throat 
infections before, I thought nothing of it, and 
asked the doctor I was working with for an 
antibiotic. Ampicillin was prescribed. The next 
day, an itchy, pink rash developed on my arms 
and I felt flushed. Although I had taken 
Ampicillin as a child, it now seemed that I was 
allergic to it. Consequently, the Ampicillin was 
discontinued and replaced with Erythromycin. 
Thinking that the adverse side effects of 
the Ampicillin would disappear, I was 
surprised that at the end of a week, my 
temperature was still elevated (3B.5-39.5 0 C) 
and the pink, itchy, rash persisted becoming 
more evident at night. Another problem 
occurred as well - the fingertips of my right 
hand became very sore. I thought I might have 
injured them somewhere but I couldn't 
remember having done so. 
The next day, the soreness started again 
but this time in my right wrist, and became 
increasingly severe so that by evening, I was in 
excruciating pain. My temperature continued 
to rise and the rash which now covered my 
whole body was in full "bloom." My husband 
took me to the emergency ward of the local 
hospital. An X ray of my wrist showed no 
abnormalities and it was diagnosed as "some 
type of tendonitis!" The physician told me that 
if it persisted, I should see my family doctor. 
After a restless nighfs sleep, I woke up 
the next morning to find that my temperature 
was normal and that my rash had 
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I Still's Disease, also known as 
juvenile rheumatoid arthritis, is a chronic 
systemic disease involving a wide 
spectrum of manifestations. All three 
forms of the disease - polyarticular, 
monoarticular, and acute febrile - have 
I arthritis as a symptom but the pattem of 
I joint involvement varies widely. In some 
I cases, the systemic manifestations may 
be more obvious than the arthritis. 
The etiology of the disease is 
unknown, but recent research suggests 
I that some factor, for example, a viral or 
bacterial infection. triggers the normal 
inflammatory response. It may be related 
to collagen and autoimmune diseases. It 


occurs 2-3 times more frequently in 
females than males, usually before the 
onset of puberty. 
The onset of the disease often 
becomes manifest after physical trauma 

o a joint or following an acute systemic 
infection. In its early stages, one or more 
joints may show signs of inflammation 
with stiffness, swelling, impaired range of 
motion and pain. The articular cartilage of 
the joints undergoes physiological 
change. Tendons, tendon sheaths, 
synovial tissue and muscle tissue may 
also be involved in inflammatory changes. 
Systemically, Still's Disease is 
characterized by severe fever (as high as 


41 c C), non-specific skin rashes, and 
enlargements of the liver, spleen, and 
lymph nodes. Anemia and cardiac 
involvement may also occur. The 
development of nodules is rare. 
In children, the disease may cause 
irreversible eye damage due to scarring 
and adhesions. Certain skeletal 
abnormalities may occur due to 
interlerence with the normal rate of 
growth espeaally in the cerVIcal spine. 
Simila r signs and symptoms occur in 
Lupus Erythmatosus and in allergic 
reactions to medication. It is important to 
rule out these diseases before making a 
diagnosis of Still's Disease. 


disappeared. My good fortune did not last long 
however. By late afternoon, the fingers and 
wrist of my left hand were becoming sore. It 
seemed that the joints affected followed some 
kind of symmetrical pattern. 
At this point I went to see my family 
physician. He felt that my symptoms were still 
due to my allergic reaction to the antibiotic and 
that after a couple of weeks, they would 
I disappear. So I waited for two weeks. 
Instead of getting better, however, I got 
worse. Every evening, my rash would emerge 
in pink-red blotches and streaks. Some areas 
of the rash were elevated, others weren't. 
There seemed to be no particular pattern to it 
and any area of my body that was scratched 
left a rash. The unique appearance of the rash, 
unfortunately, did not help the doctors in their 
diagnosis. 
I found that my feverw as always elevated 
in the evenings. More and more joints became 
involved, among them, my knees, shoulders, 
jaw and ankles. They began to swell and 
became reddened and hot to touch. The pain 
was very severe and at times would leave me 
immobile. 
One month after the onset of this illness, 
there was still no concrete evidence to support 
a specific diagnosis. So my family doctor 
referred me to a rheumatologist. Every 
possible blood test was done but they revealed 
little. The results showed that I had an elevated 
erythrocyte sedimentation rate, elevated white 
blood cell count and a decreased hemoglobin. 
Tests for Lupus Erythmatosus and the 
Rheumatoid Factor were both negative. 
During the physical examination the 
rheumatologist found that my spleen was 
enlarged. He also noted that I had a second 
grade systolic heart murmur. Xrays all came 
bael< negative. 
One morning, a little more than five weeks 
after the beginning of this "conundrum" (as my 
physician referred to it), I was unable to move. 
My body was stiff and it caused me 


considerable pain to make the slightest 
movement. My doctors felt that r should be 
admitted to hospital. 
There were rnany feelings racing through 
my mind at this time. I had not reached the 
"why me" stage of my illness but, instead, was 
in the "self-centered" here and now. I had pain 
and I wanted relief from this physical condition 
which was causing me discomfort and many 
psychological conflicts. 
For a long time, I had no certain or fixed 
diagnosis. This produced feelings of anxiety 
and fear. How would the doctors be able to 
treat me if they didn't know what to treat? Why 
didn't they know what to treat? Out of the 
millions of people in the world, could I be the 
only one with these symptoms? 
In hospital, it was strange to be on the 
other side of the uniform. I felt helpless, as 
though I had lost all strength and vigor. In 
familiar surroundings, where once I had been 
bouncing with energy, helping the sick by 
being "useful," I was now in the role of the 
"sick patient." The tables were turned and it 
was all the more difficult for me to accept my 
illness. Even the hospital bed with its side rails 
which should make a patient feel secure did 
just the opposite for me. It made me feel caged 
in, and very separate from my husband at a 
time when I really wanted to be close to 
someone. 
There were many physiological, 
psychological and emotional problems that I 
had to deal with during my illness. Some of my 
feelings changed with time and reflection; 
others because I was able to talk them over 
with medical staff or with my family. 
Thatfl rst evening in hospital, r was given a 
number of different kinds of medication. 
Unfortunately, I was allergic to one ofthe drugs 
and developed a reaction to it. My eyes played 
tricks on me, nothing seemed to be in the right 
perspective, everything was hazy. I felt 
nauseated and my body was covered with a 
red rash. My confidence in the doctors was 


dwindling rapidly. Fortunately, my husband 
was able to stay with me until two o'clock that 
morning. However, by morning, instead of 
being better, I was worse, both physically and 
mentally. I felt like signing myself out of the 
hospital and going home. It seemed as though 
nobody was able to help me and that I was 
considered by the medical staff to be just a 
"specimen" with a rare illness. 
To add to my frustration, at about nine- 
thirty that morning, two teams of medical 
students were given the opportunity to 'view' 
my unusual rash. Although I realize that 
experience is the best teacher, I resented 
having ten student doctors examine my skin by 
checking for blanching and elevated areas. 
Besides feeling like the star of a 'freak show,' I 
was extremely uncomfortable since I was in 
pain. All this led me to an increasingly negative 
attitude towards my illness. 
Late that same afternoon, I was 
transferred to a medical floor where I spent the 
rest of my hospitalization. My memories of the 
first five days in this room are still obscure. I 
can remember the pain, nurses helping me to 
the bathroom, eating and sleeping. With my 
physical needs met, I had no interest in 
anything else. Although I was indifferent to his 
presence. my husband sat with me every day 
while I would either cry or sleep. 
By the sixth day. I had become more 
aware of my surroundings. Out of curiosity, 
fear and the hope of finding a cure for my 
illness, I questioned doctors and nurses on 
almost everything they did. I would get very 
angry when I received the wrong X ray, a 
double dosage of Prednisone or when the 
nurse canng for me had no idea of what my 
illness entailed. 
After several weeks of physical 
examinations, laboratory testing and careful 
observation of my signs and symptoms, a 
diagnosis of Adult Still s Disease was finally 
made. According to my rheumatologist, my 
treatment would consist of rest, medication 



50 


Living with 
Adult Still's Disease 


The Cenlldlen Nuree March 1977 


,..,.. 


and time. There was no instantaneous cure 
and since the cause is unknown, my doctor 
was only able to treat the symptoms. The drug 
of choice at this time was Prednisone 60 mg 
per day. 
It was not long after this that I was 
discharged from hospital and returned home. 
It was necessary to carry on with the medical 
regime and to begin to undertake normal daily 
chores. It was also important for me to realize 
my own physical limitations since almost every 
joint in my body was affected by the 
inflammatory process. Because of this, I had to 
be careful not to place too great a strain on my 
joints or to exercise them too strenuously. If a 
joint became reddened and sore one-half hour 
after exercising, then I had gone beyond my 
limitation. 
By the first week of December, three 
weeks after the onset of symptoms, I was sure 
that I was getting better. I could walk well, my 
joints caused me only minor discomfort and 
my Prednisone level which the doctor had 
decreased by 5mg per week, was down to 5 
mg every second day. 
However, two weeks later, my 
temperature became elevated each night, my 
rash retumed, my fingers were reddened and 
swollen and my other joints were sore. Again it 
was necessary for me to go into hospital during 
this exacerbation period. Prednisone 70 mg 
per day was prescribed. I remained in hospital 
until all the symptoms had stabilized. 
It is now many months since my last 
discharge from hospital. I am still taking 
Prednisone and continue to experience mild 
joint pain. I must still watch out for activities that 
might put too great a strain on my joints but I 
am able to do most things for myself. The side 
effects of the Prednisone such as moon face, 
fat deposits, weight gain and an elephant 
hump at the back of my neck are still apparent 
although subsiding. 


To conclude, I would like to stress some 
major points about Still's Disease: - 
. The disease itself has many unknowns. 
What we do know is that this illness is not the 
debilitating type of arthritis. 
. . Steroids do not cure the illness but serve 
only to alleviate the symptoms. It is important 
for the nurse and patient to realize the many 
side effects caused by this medication and to 
understand the physiological and 
psychological effects the drug may produce. 
. Due to the drug therapy which causes the 
suppression of symptoms, there is no method 
of detecting the different stages of the disease. 
. Steroid levels must be decreased very 
slowly. A rapid decrease may cause an 
exacerbation of symptoms. 


Tips for patients with Still's Disease 
. Relaxation - rest for 8 to 12 hours 
per day. 
. Avoid stressful situations, if possible. 
. Know your own limitations. Only you 
know how much you can do. Physical 
exercise is important to maintain joint 
mobility, but set your own pace. 
. Take medication as prescribed. 
. When joints become stiff and swollen, 
the besttherapy is rest. An ice pack or hot 
compress, whichever feels most 
comfortable, may help_ 
. Although the joints may not be visibly 
swollen, they may be sore. 
. Use self-help devices e.g. sit on a 
stool to do dishes, allow dishes to dry 
themselves, use electrical appliances 
such as a can opener. 
. Remember, healing takes time. 
Never give up. Start out slowly then 
progress. '" 


Yolanda Camllettl, (R.N., B.A.), authorofThe 
Other Side of the Uniform, worked for three 
months in an Emergency Department before 
the onset of her illness. After six months of ill 
health, she began the search for a new 
position. She states," Looking for work was a 
very frustrating experience. The general 
questions asked by employers were: 
1. When do you think you will have another 
flare-up? 
2. Oh, you are still on medication? 
3. Do you think you can stand for 12 hours of 
the day? 
After another six months of searching for 
a position, I found an understanding 
exmployer at the Middlesex-London District 
Health Unit. 
At the time I started working with the 
health unit, I did have another exacerbation of 
symptoms. With the early recognition of 
symptoms, and prompt medical care, my 
recovery rate is progressing at a much faster 
pace than during the previous relapses. I was 
kept mobile and out of the hospital. I was also 
able to hold my position at the health unit. 
At this point, only time will reveal the 
course of my illness. It is my greatest hope that 
some day, someone, interested in 
researching this disease will discover the 
exact cause of the illness and perhaps even 
the cure." 
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Shirley Alcoe (B.A.; B.Ed.; M.A.; 
M.Ed.; Ed. D.) Associate Professor, 
Faculty of Nursing, University of New 
Brunswick, is the new Chairman of the 
Canadian TuberculosIs and 
Respiratory Disease Association 
Nurses' Section. She has previously 
worked as a staff nurse in Port 
Colborne, Ontario, Edmonton and 
Ottawa and in public health In New 
Brunswick. In 1965, she joined the 
World Health Organization and went 
to India to assist national nursing 
groups to provide short courses for 
nu
ses. .Later she advised Bombay 
UniversIty on Nursing Curriculum. 
Alcoe has worked on planning 
comm Ittees for the New Brunswick TB 
and RD Association and has 
published several papers on health 
and physical education for students. 
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Val Cloarec, executive director of the 
Saskatchewan Registered Nurses' 
Association since 1974, has resigned 
effective March 4, 1977, and has 
accepted the position of Director of 
Vital. Statistics, Department of Health, 
Regina, Saskatchewan. 
Cloarec is a native of 
Saskatchewan and since her 
graduation from Holy Cross Hospital 
School of Nursing in Calgary, has 
spent most of her time in the nursing 
field. She has worked as a staff nurse 
in hospitals in Saskatchewan and In 
the Northwest Territories, as well as 
having worked for the Department of 
Public Health as a staff nurse, regional 
nursing supervisor and nursing 
consultant. 


f .( 
_. \ 
H .-. ........ 
..... 
'- 


Nicole Fontaine has been appointed 
Director of Public Relations Services 
for the Canadian Nurses Association. 
A journalist, broadcaster and 
consultant, she has served. since 
1970, In various capacities with the 
Secretary of State, Health and 

elfare's Fitness and Amateur Sports 
Directorate, Federal-Provincial 
Welfare conferences, and more 
recently the Official Languages 
Branch and Communications Division 
of the Treasury Board. 
A graduate of the University of 
Ottawa, her expenence includes 
working for the French Govemment in 
Rabat (Morocco), newspapers in 
Paris, Ottawa and Montreal, Expo '67, 
advertising and town planning firms in 
Quebec, Radio-Canada in Vancouver 
and the 1970 British Commonwealth 
Games, at Edinburgh. 
Marilyn D. Willman has been 
appointed director of the School of 
Nursing, University of British 
Columbia effective July I, 1977. 
Willman, president of the state-wide 
University of Texas System School of 
Nursing, earned her B.Sc.N. from the 
University of Michigan in 1952. After 
working as a staff nurse and clinical 
instructorfor six years, she enrolled at 
the University of Texas where she 
received her master's degree 
specializing in administration in 
nursing education and her doctorate In 
educational psychology. She joined 
the faculty olthe University ofTexas in 
1961- 
Willman succeeds Muriel 
Uprichard, head of nursing at U.B.C. 
since 1971, who has been an 
outspoken critic of what she termed 
the "hand-maiden servant" role 
assigned to nurses in many hospitals. 
She retires June 30, 1977. 


The Canadian Council of 
Cardiovascular Nurses has 
announced its board of management 
for 1977. Members of the Executive 
Committee are: 
Chairman: Carolyn Stockwell, 
Windsor, Ont.; 
Past Chairman: Joan Breakey, 
Toronto,Ont., 
Vice-Chairman: Cecile Boisvert, 
Montreal, Que.; 
Recording Secretary: Therese 
Poupart. Boucherville, Que.; 
T,easurer: Jane Wilson. Toronto, 
Ont.; 
Membership Secretary: Madeleine 
McNeil, Dartmouth, N.S.; 
Provincial representatives are: 
Alberta: Kathryn Bradley, Edmonton; 
British Columbia: Judith Shields, 
New Westminster; 
Manitoba: Gina Taam. Winnipeg; 
New Brunswick: Helene Roy, 
Bathurst; 
Nova Scotia: Anna Freeman, Halifax; 
Newfoundland' Glenys A. Whelan, 
St. John's; 
Ontario: Isabelle Kemp, Sudbury; 
Prince Edward Island: Barbara 
Baglole, Charlottetown; 
Quebec: Francine Beauchamp, 
Montreal; 
Saskatchewan: Toni Beerling, 
Saskatoon. 
Registered nurses interested In 
cardiovascular health care are invited 
to join the C.C.C.N. Write: 
Canadian Heart Foundation, Suite 
1200, One Nicholas St., Ottawa, 
K1N TB7. 


Rachel Palmer of Bunjul, Gambia has 
been elected President of the 
Commonwealth Nurses Federation. 
Forty national nurses' associations of 
Commonwealth countries are now 
members of the Federation. 


Leona Margaret Bowes has been 
honored by the University of 
Saskatchewan as the most 
distingUished graduate In nursing at 
the fall convocation. 


New Appointments 


Sandra A. E. Rencz. (R.N. Kingston 
General Hospital, Kingston, Ontario; 
B.N., McGill University) has been 
appointed lecturer in nursing at The 
University of New Brunswick, 
Fredencton. Her pnmary 
responsibilities at U.N.B. will be 
clinical teaching in the nursery area, 
pediatrics and obstetrics. 


Faye Birt has recently joined the staff 
of the Prince Edward Island Nurses' 
Provincial Collective Bargaining 
Committee as an Employment 
Relations Officer. Faye, a graduate of 
the Prince Edward Island School of 
Nursing, was employed by the Prince 
Edward Island Hospital, 
Charlottetown, P.E.I., and served as 
President of their Staff Association. 
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Patricia A. Phillips (R.N., Vancouver 
General Hospital; B.Sc.N., University 
of Alberta) has been appointed 
MEDICO project director of a 
14-member CARE/MEDICO team 
that conducts training programs for 
physicians, nurses and laboratory 
technologists. Based in Sarakarta 
(Solo), Indonesia, she will also 
coordinate a newly planned 
community health program which will 
extend into rural areas. 
Phillips has had extensive 
overse
s nursing experience having 
worked In South Africa and with CUSO 
in India and Bangladesh in 
mother-child health centers and family 
planning projects. 
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Issues In Community Health to be 
held March 28-April 1, 1977 at the 
Academy of Medicine, Toronto. Public 
Health Nurses and those interested in 
community health issues invited. 
Contact: Grace Batchelor, 
Coordinator of ContinUIng Education, 
Division of Community Health, Room 
124, Fitzgerald BUIlding, University of 
Toronto, Toronto, Ont., M5S IAI. 


Nursing and the Law - a one-day 
seminar for nurses and allied health 
professionals to be held on March 19, 
1977 at the University of New 
Brunswick, Fredericton, New 
Brunswick. Guest lecturer - Mr. 
Lome Rozovsky. Contact: Carole 
Estabrooks, President, Nursing 
Society, Faculty of Nursing, 
University of New Brunswick, 
Fredencton, New Brunswick, 
E3B 5A3. 


Foundations of Hospital 
Management - A three-day program 
for managers from all hospital 
departments. To be held in Montreal 
on March 16-18, 1977 and in Toronto 
on March 23-25,1977. Tuition: $120. 
Contact: A.M. Brown Consultants 
1115-1701 Kilbom Ave., Ottawa, Ont. 
K1 H 6M8. 


The Executive Nurse - A three-day 
program for nurses in management 
positions. To be held in Vancouver on 
March 9-11,1977, and in Toronto on 
April 20-22, 1977.Tuition $120. 
Contact: R.M. Brown Consultants, 
1115-1701 Kilborn Ave., Ottawa, 
Ont., K1H 6MB. 


Workshop in Psychodrama at the 
Clarke Institute of Psychiatry, Toronto 
on March 17-18, 1977. Contact: 
Dorothy Brooks, Chairman, 
Continuing Education Program, 50 St. 
George St., Toronto, Ont. M5S 1Al. 


The Management of Motivation - A 
two-day program for all health 
services managers. To be presented 
in Montreal on March 14-15, 1977. 
Tuition: $100. Contact: R.M. Brown 
Consultants, 1115-1701 Kilborn Ave., 
Ottawa, Onto K1 H 6MB. 


Annual Meeting of the Canadian 
Nurses Association, 31 March 1977, 
Ottawa. Contact: The Canadian 
Nurses Association, 50 The Driveway, 
Ottawa, Ont., K2P 1E2. 


April 


The Grieving Process and the 
Dying Process at the University of 
Toronto on Wednesday evenings April 
6 - May 25, 1977. Contact: Dorothy 
Brooks, Chairman, Contmuing 
Education Program, 50 St. George 
St., Toronto, Ont. M5S IAl. 


GALVESTON ISLAND 
a natural choice for Canadian nurses 


.....- 



 




 


There are reasons why. THE UNIVERSITY OF TEXAS 
MEDICAL BRANCH HOSPITALS spa 1 80 acres 01 the Island. 
and serve Texas as Its largest general acute care relerral center. 
You'll discover that all major nursing specIalty and sub-specIalty 
areas are available here. Let us supply you wIth more reasons 
nurses are choosing Galveston. Our representatives will be in 
Canada in early April. To wrote lor locatIons, contact. Gary 
Clark, Dept. 01 Nursing, UTMB HospItals, Galveston. Texas 
77550. 
An equal opportunoty m/f affirmatIve actIon employer. 


... 


First International Congress on 
Toxicology to be held March 30 - 
April 2, 1977 in Toronto, Ontario. 
Contact: Dr. Robert G. Burford, 
Secretary,ICT, c/o G.D. Searle & Co. 
of Canada Ltd., 400 Iroquois Shore 
Road,Oakville, OntBlio. L6H 1M5. 


May 


Intensive Care Symposium. 
Lectures in Cardiology, Neurology, 
Respiratory Problems, and 
Hyperalimentation. To be held at 
Selkirk College, Castlegar, B.C., on 
May 28-29, 1977. Contact: Ms. Sandra 
Rubin, Kootenay Lake District Hospital, 
3 View St., Nelson, B.C. 


Oncology Nursing Society Second 
Annual Convention to be held in 
Denver, Colorado on May 15-16, 
1977. Contact: Ms. Daryl Maass, 
Secretary, Oncology Nursing 
Society, N. Y.U. Medical Center, 560 
First Ave., New York, N. Y. 10016. 


Getting Through to People - A 
two-day workshop to improve 
communication skills. To be held in 
Toronto on May 9-10, 1977. Tuition: 
$120. Contact: R.M. Brown 
Consultants,1115-1701 Kilborn Ave., 
Ottawa, Ont. K1 H 6MB. 


The Educator-Manager - A 
three-day program for directors, 
coordinators and instructors in staff 
development and inservice education 
departments, to be held in Toronto on 
May 11-13,1977. Tuition:$120. 
Contact: R.M. Brown Consultants, 
1115-1701 Kilborn Ave., Ottawa. 


Intensive and Rehabilitative 
Respiratory Care presented by the 
Pulmonary Division of the University 
of Colorado Medical Center. Denver, 
Colorado, May 23-27, 1977. Fee: 
$150. Contact: American College of 
Chest Physicians, 911 Busse 
Highway, Park Ridge IL, 6006B. 


Association for the Care of 
Children in Hospitals Annual 
Conference, "Speaking Out for 
Children," in Dearborn, Mich., May 
25-28, 1977. Contact: Mary F. 
Podolak, R.N., Childre'),s Hospital of 
Michigan, 3901 Beaubien Blvd., 
Detroit, Michigan 4B201. 



Books 


Nursing Care of the Patient 
with Burns by Florence Jacoby. 
(2ed.) St. Louis, C.V. Mosby, 
1976. 
Approximate price $7.30. 
Reviewed by Mary Shields, R.N., 
B. ScN , Clinical Instructor, 
School of Nursing, University of 
Alberta Hospital. 


A book devoted to nursing care of 
a patient with burns is very rare 
and consequently the new edition of 
Florence Jacoby's text was most 
welcome. 
As in the first edition, Jacoby 
covers general topics such as the 
incidence of burns, and the history of 
burn treatment. She also discusses 
specifics in anatomy, 
pathophysiology, nutrition, 
complications, and related nursing 
care. 
The book is written in an 
easy-flowing style, but is very detailed 
in topic coverage in its 175 pages. 
J was pleased to see two new 
chapters included in the second 
edition. One of these deals with the 
volume and composition of fluid 
therapy. This chapter opens up the 
controversy concerning what kind of 
fluid and how much of it is to be given 
to burned individuals during the acute 
phase of their illness. 
The second new chapter is called 
a 'Teaching Appendix.' It is divided 
into theoretical and clinical objectives, 
with review topics and content clearly 
and concisely listed. As IS stated: 
"They can be adapted to fit 
undergraduate. graduate. in-service, 
and continUing education plograms." 
In the remainder of the book, I 
discovered a very thorough updating 
of all topics. Where relatively new 
advances have been made, (for 
example in topical antiblO s Id 
debriding enzymes) Jaco- h 
thoroughly covered the 
pathophyslOlc ! ar>-j nl I1g 
Implications Of thf>sP advance" 
Statlst'cal references and 
bibhographles have Deen extended 
and updated. 
I would have no hesitation in 
recommending this text to any nurse 
who is interested in helping to further 
the care of a burned patient. 


Discussing Death: A Guide to 
Death Education by Gretchen C. 
Mills, Raymond Reisler, Jr., Alice 
E. Robinson and Gretchen 
Vermilye, 140 pages, Illinois, 
ETC Publications, 1976. 
Approximate price: $5.50 
Reviewed by Larry SChruder, 
Instructor, Social Sciences, 
Algonquin College Nursmg 
Program, LOrrain Centre, 
Pembroke, Ontario. 


Social scientists, nursing 
educators, teachers and the public are 
becoming progressively more aware 
of the alarming paucity of information 
that humans possess regarding the 
topic of death, and the lack of 
awareness of their own feelings and 
attitudes about it. Discussing Death 
starts from this realization and does an 
admirable job at suggesting ways and 
means of correcting this situation. It 
joins a very small, select group of 
publications that centers on 
techniques for educating on the topic 
of death. 
The authors have presented their 
information in a style that is written 
primarily for teachers. It IS a resource 
book dealing with many aspects of the 
topic of death, but it is not structured 
as a death education course. The 
gUide IS separated into four age levels. 
5-6 years, 7-9 years, 1 0-12 
ears, and 
13-18 yeals, and presents material 
and experiences that would be most 
relevant at each level. The comments 
at the beginning of each age unit 
briefly summarize the typical 
conception of death held by the child 
at this developmental level. Each 
learning experience is organized into 
Opportunity, Objectives, Activities and 
Notes to Teacher. Complete 
bibllographlcal information follows 
'>ach of the four age levels Within 
each age unit, the learning 
expe, .ences are presented in a 
somewhat sequen!'-I fashIon from the 
basic to the more dIfficult concepts. 
The material dealing with the 
elementary school-age child occupies 
approximately one-half of the book 
and provides refreshing avenues for 
intrOducing the topic of death to this 
group. It has an excellent focus on 
feelings and would be a tremendous 
resource for an innovative elementary 
school teacher or a concerned parent. 


The remainder of the book 
examines techniques and themes for 
use with young adolescents. Although 
the feeling, experiential, and 
awareness measures are still 
incorporated, there is a greater 
inclusion of factual or informational 
material on the topic of death. Literary 
themes are used to direct the 
discussion of death issues. I had some 
diffIculty with such a strong literary 
emphasis, although an appendix 
section gives the wary (such as 
myself), some pointers on its efficient 
use. 
As an instructor in Death 
Education courses, I found this 
publication refreshing, with some 
innovative techniques and resources. 
I particularly enjoyed the 
feeling-centered approach of many of 
the ideas because I see this as being a 


crucial element of any death 
education endeavor. Although it is 
prirr>arily geared fo
 the elementary 
and secondary level, Discussing 
Death (with some selection and 
modification) would enrich any 
instructional work on the topic of death 
in the health and nursing area. It could 
serve as a valuable resource to those 
who see a need to educate in this 
area, but who question their courage, 
insight or ideas to implement a 
constructive program on their own. 


Did you know... 
The Alcoholic is a 38-page booklet 
examining some aspects of the 
alcoholic and his problems. Write to: 
The Ontario Blue Cross, 150 Ferrand 
Dnve, Don Mills, Ontario, M3C 1 H6. 


SPECIAL 
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Combination Purchase 


$8.10 
(PLEASE SPECIFY COLOR) 


$19.95 


$26.00 


Quebec Residents Add 8'70 Provincial Sales Tax 


Send cheque or money order to: 


JEAN-LUC BELANGER INC. 
10989 Masse 
Montreal-Nord, P.Q. 
H1G 4G5 
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Canesten 
clotrimazole 


Antifungal and 
trichomonacidal agent 


PRESCRIBING INFORMATION 
INDICATIONS Canesten Cresm and Solution Topical 
treatment of the following dermal Infections tinea pedis 
tmea crUriS and tinea corpOriS due to T f"ubrum T menta- 
grophytes and Epldermophvton floccosum candidiasIs due 
to C alblcans tinea verSicolor due to MaiassezI3 furfur 
Csnesten Vagmal Tablets Treatment of vaginal candidiasIs 
and trichomoniasIS Canesten Vaginal Tablets may be used 
10 both pregnant and non-pregnant women as well as in 
women taking oral contraceptives (See Precautions) 
DOSAGE AND ADMINISTRATION Cream and Solutwn. 
Thinly apply and gently massage suffiCient cream or solu- 
tion mto the affected and surroundmg skin areas tWice 
dally. in the morning and evening 
For vulVitiS Canes ten Crearr sho:.J'd be sop ed to the vulvs 
and as far as the anal region Fo bd'antt,s and pre",entlOn of 
vsgmal mfectlon or remfectlon b'll 
he oartner Canesten. 
Cream should be applied t !he!J ans pems 
Vagmal Tablets One tablet a day for SIX consecutive days 
USing the applicator. Insert one tablet deep mtravaglnally. 
preferably at bedtime In order to avoid treatment dunng 
menstruation. It IS suggested that treatment be started at 
least 6 days pnor to the anticipated menstrual penod 
DURATION OF TREATMENT Cream and SolulJon The 
duration of therapy vanes apd depends on the extent and 
localization of the disease Gpl1erally chnlcallmpro\lement 
with rebef of pruntus usuallY' c i. Vy hln tht f.:-st week of 
treatment Tinea infections reQLJ ... I(;"late'y 3 4 weeks 
of therapy while In candidiasIs ""eel . I ;llr'1e' IS often 
adequate If no clinical Impro"t: pr \led 8ftu 4 
weeks. the diagnosIs should bE" Ito'wec1 
If a cure IS not mycologically c'" hi med or In order that 
relapses may be prevented Ipartl( Jlarly In mycoses of the 
foot) treatment should as a rule b
 contmued 'or 2 weeks 
after all chnlcal symptoms have disappeared 
Vagmsl Tablets The six-day therapy may be repeated .. 
necessary 
SPECIAL REMARKS Cream and Solul,on Added hyglen. 
ic measures are o. special Importance 10 the management 
of the often refractory fungal diseases of the 'oot To a\lold 
trapped mOisture. the feet - particularly between the toes 
- should be dned thoroughly after washlOg 
Onychomycoses oWing to their location and physiological 
factors. generally respond poorly to topical antimycotic 
therapy alone due to poor penetration mto horny substance 
Treatment with Canes ten may be conSidered 10 cases of 
paronychia and as ad,unctlve therapy In onychomycoses 
following extraction or ablation o. the nat! 
Vagmal Tablets Added hygienic measures such as tWice 
dady tub baths and avoidance o. tight underclothing IS 
highly recommended 
In the case o. chmcally significant tnchomonal Infection 
additional therapy with a systemic tnchomonacldal agent 
should be considered Such therapy IS essential for the 
treatment of vaglOal infections which may also mvol\le 
Bartholin.s glands and the urethra 
CONTRAINDICATIONS Except for possIble hyper- 
sensitivity Canes ten Solution Cream and Vagmal Tablets 
have no known contra indications 
PRECAUTIONS As with all topical agents skin senSItiza- 
tion may result Use of Canesten topIcal preparations should 
be discontinued should such reactions occur and approp- 
flate therapy instituted 
Canes ten Solution and Cream are not for ophthalmic use 
Canesten Vaginal Tablets are not 'or oral use 
Use 10 Pregnancy Although Intravaginal appbcatlon of 
clotnmazole has shown neghglble absorption from both 
normal and Inflamed human \laglnal mucosa. Canesten 
Vaginal Tablets should not be used 10 the first tnmester of 


ra"r
n
r 
hn
e

t
:
t physIcian conSiders It essential to the 
The use of the supplied apphcator may be undesirable In 
some pregnant patients. and digital insertion of the tablets 
IS an alternative which should be considered 
SIDE EFFECTS Large scale cliOlcal tnals ha\le shown that 
Canesten IS very well tolerated after topical and vaginal 
application 
Cream and Solution Erythema stmglng bhstering peehng. 
edema pruntus urtlcana. and generallfntatlon of the skin 
have been reported Infrequently 
Vsgmal Tablets Skin rash lower abdominal cramps shght 
unnary frequency and burning or irritation In the sexual 
partner have occurred rarely In no case was It necessary 
to discontinue treatment with Canesten Vaginal Tablets 
AVAILABILITY Canesten SolutIOn 1'-0 IS supphed In 20 ml 
plastic bottles. In carton Each ml contains 10 mg o. 
clotnmazole In a non-aqueous vehicle 
Csnesten Cream 1'-0 IS supphed In 20 g tubes 10 carton 
Each g containS 10 mg o. clotnmazole In vanishlOg cream 
base 
Canesten Vaginal Tablets 100 mg are supplied 10 boxes 
containmg one strip of SIX tablets with plastic applicator and 
patient leaflet of lOst ructions 
REFERENCES 1 Lohmeyer. H . Postgrad Med J 50 
Suppl 78. 1974 2 Schnell. J 0 IbId p 79 3 Legal. 
H P . IbId. P 81 4 W,dholm 0 . IbId . P 85 5 Couch. 
man J M IbId.. P 93 6 H.gton B K . IbId. p 95 7 
Oates J K Ibid. p 99 8 Masterton. M B . et al . Curr 
Med Res Opln. 3 83 1975 9 Sawyer. P R . et al . 
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. 1975 10 Postgrad Med J 50 Suppl . 
For further prescnblng information please consult the 
Canesten Product Monograph Or your Boehringer Ingelhelm 
representative 
FBA Pharmaceuticals Ltd. 
Distributed by: 
Boehringer Ingelhe,m (Canada) Ltd. 
2121 Trans Canada Highway 
Dorval, P.Q. H9P 1J3 
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Libl il ll.-" lTI)(lllte 


Publications recently received in the Canadian 
Nurses' Association Library are available on loan- 
with the exception of items marked R - to CNA 
members, schools 01 nursing, and other institutions. 
Items marked R include reference and archive 
material that does not go out on loan. Theses. also 
R, are on Reserve and go out on Interlibrary Loan 
only. 
Requests for loans, maximum 3 at a tIme, 
should be made on a standard I nterlibrary Loan form 
or by letter giving author, title and item number in this 
list. 
If you wish to purchase a book, contact your 
local bookstore or the publisher. 


Books and documents 
1. Archer, Sarah, Ellen. Community health nursing; 
patterns and practice, by...and Ruth Fleshman. 
North Scituate, Ma., Duxbury Pr., c1975. 441 p. 
2. Association of Registered Nurses 01 
Newfoundland. Annual meeting programme and 
folio of reports 1976. St. John's, 1976. 112p. 
3. Auerbach, Stevanne. Child care: a 
comprehensive guide, edited by...with James A 
Rivaldo. New York, Human Sciences Press, c1976. 
2v. 
4. Canadian Council on Hospital Accreditation. 
Guide to hospital accreditation. Toronto, 1977. 
128p. 
5. Canadian Council on Social Development. 
Community multi-service centres; summary of 
recent developments in the delivery of personal 
health and social services and report of meeting on 
community multi-service centres. Vancouver 1976. 
Ottawa, c1976. 127p. 
6. Canadian Heart Foundation. Heart: facts & 
figures. Ottawa, 1976. 12p. 
7. Care for the injured child, by the Surgical Staff, 
the Hospital for Sick Children, Toronto. Baltimore, 
Md., Williams and Wilkins, c1975. 444p. 
8. Carter, Novia. Evaluating social development 
programs, bYn.with Brian Wharf. Ottawa, Canadian 
Council on Social Development, 1973. 161 p. 
9. Citizen evaluation of mental health services: a 
guidebook for accountability, by Val. D. 
MacMurray... et al. New York, Human Sciences 
Press, c1976. 124p. 
10. Le Conseil canadien de Développement social. 
Les centres communautaires de services 
polyvalents; résumé des développements récents 
de la prestation de services sociaux, sanitaires, 
personnels et rapport sur la réunion relative aux 
centres communautaires de services polyvalents, 
Vancouver 1976. Ottawa, c1976. 146p. 
11. Ethics and health policy, edited by Robert M. 
Veatch and Roy Branson Cambridge, Ma., 
Ballinger, c1976. 332p. 
12. Gartnel, Alan. The preparation of human 
service professionals. New York, Human Sciences 
Press, c1976. 272p. 
13. Morris, Terry. The story of MEDICO; a service of 
CARE. Baltimore. Md., Waverley Press, 1976. 62p. 
14. National League for Nursing. Council of 
Baccalaureate and Higher Degree Programs. 
Accountability and the open curriculum in 
baccalaureate nursing education. Papers 
presented at a Workshop...in February 1976 at 
Denver, Colorado, New York, 1976. 48p. (NLN 
Publication no. 15-1628) 


15.-. Dept. 01 Baccalaureate and Higher Degree 
Programs. Curriculum in graduate education in 
nursing: PI. 2. Components in the curriculum 
development process. New York, 1976. 64p. (NLN 
Publication No. 15-1632) 
16. O'Bryan, K.G. Les langues non officie/les; 
études sur Ie multiculturalisme au Canada, 
par...J.G. Reitz and O.M. Kuplowska. Ottawa, 
Ministre des Approvisionnements et Services 
Canada. c1976. 294p. 
17.-. Non-official languages; a study; a study in 
Canadian multi-cultu"sm, by... J.G. Reitz and O.M. 
Kuplowska. Ottawa, Minister of Supply and Services 
Canada, c1976. 275p. 
18. Organization for Economic Co-operation and 
Development. Reviews of national policies for 
education: Canada. Paris, 1976. 264p. 
19. Organisation mondiale de la Santé. Matériel de 
référence destiné aux auxiliaires sanitaires et à 
leurs enseignants. Genève, 1976. 97p. (OMS 
Publication Offset no. 28) 
20. Padilla, Geraldine V. Interacting with dying 
patients; an inter-hospital nursing research and 
nursing education project, by... Veronica E. Baker 
and Vikki A. Dolan. Duarte, Ca., City of Hope 
National Medical Center, 1975. 219p. 
21. Roche, Douglas. Justice not charity; a new 
global ethic for Canada. Toronto, McClelland and 
Stewart, c1976. 127p. 
22. Les toxicomanies autres que /'alcoolisme. 
Guide de diagnostic et de traitement, éd. 4, revue et 
mise à jour. Montréal, Corporation professionnelle 
des médecins du Québec, 1976. 54p. 
23. Victorian Order of Nurses for Canada. Report 
1975. Ottawa, 1976. 80p. 
24. World Health Organization. Reference material 
for health auxiliaries and their teachers. Geneva, 
1976. 97p. (WHO Offset Publication no. 28) 
Pamphlets 
25. Association canadienne contre Ja tubercuJose et 
les maladies respiratoires. Rapport 1975/76. 
Ottawa, 1976. 14p. 
26. Botterell, E.H. A model for the future care of 
acute spinal cord injuries, by... et al. Ottawa, Royal 
College of Physicians and Surgeons of Canada, 
1975. pp. 193-218. 
27. Canadian Tuberculosis and Respiratory 
Disease Association. Report 1975/76. Ottawa, 
1976. 14p. 
28. Day care: problems, process, prospects. edited 
by Donald L. Peters. New York, Human Sciences 
Press, c1975. pp. 135-222. 
29. Thomson, SA Common pediatric surgical 
lesions, by...and J.C. Fallis. Toronto, Hospital for 
Sick Children, Emergency Dept., 1976. 36p. 
30. National League for Nursing. Dept. of 
Baccalaureate and Higher Degree Programs. 
Baccalaureate programs accredited for public 
health nursing preparation 1976-77. New York, 
1976. 21p. (NLN Publication no. 15-1313) 
31.-. Dept. of Practical Nursing Programs. 
Practical nursing career; information about 
state-approved schools of practical nursing 
1976-77, New York, 1976. 37p. (NLN Publication no. 
38-1328) 
Government documents 
Canada 
32. Advisory Council on the Status of Women. Birth 
planning. Ottawa, 1976. 16p. (The Person Papers 
series no. 4) 
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At Last... 


a Canadian supplier 
for nurses needs 
No 0001''''"9 about Customs - Noduty IOpøy. 


FREE! 


Your IOltlalsengraved onilny pur- 
chase (except walch) IState Initials 
desired on order form). 
While vinyl Pocket Saw-e,. w,th every 
order. 


FREE! 


STETHOSCOPES 
Dual-Head Type m6 p reIl Y () J 
COlourS E .ceOl' , s()und 
"ansm'S510n adJustable "ght- I 
weIgh' bmaurðlS Has bOth A 
d,aohragm and old type bell 1/ 
w,'hNON-CHILLrmgCom- O . 
plere with spare d1aphrac n and 
earp,eees C.h
('
e r ørl b Je 
green s,lver iN ") t> a oIr: tubmg'. 
gold 9,ay $19.95 each 
Diaphragm Type As above 
) ,w,rnaul Dell Same large 
o aptJr 89m tor high sens"uf,'Y 
59 9S each 

 SPHYGMOMANOMETERS 
Mercury Iype The ul/,mate 
ccuracy Fe js mlo lIght bur 
rugged me'al case Heavy duty 
Velcfoculf and 'nlla .., s.vslem 
559.00 e 

 


Aneroid Iype 
ugged""d ' 
--- 
dependable 1Ö year9uaran,ee 
 - 
01 accuracy 10 
3 mm W,th 
handsome zippered case ro f ....":... 
 
your pocket $24 95 each, .... 
 . _ 
NOTE: We service and stock 
spare par1s for above .tems. . 
OTOSCOPE SET 

 OneofGermanysfmesl 

 ,nstruments Exceptional 
I -.. - - 
 ,llummat,on powerfulmagnlly- 
..':- ... mg lens 3 standard size 
I "';:_ 
. s

:d S;;:t
 
:


; case 
lined w th sof, cloth a309 
e... 559.95 each fiI' 
EAR SYRINGE 10z sIZe 
""tI-.2 .,ps nd shIeld All melal 
$ 14 95 each 
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SCISSORS & FORCEPS _. 
LISTER BANDAGE SCISSORS A - 
A must for every Nurse 
Manulaclured of fmeSI steel and 
:

hed '
 san,'a 52 (9;("ne 
 
<700 5 53.23 
<702 7 53 T5 
OPERATING SCISSORS 
Stainless Steel slra. ' 
 
.705 5 sharp blunt $285 each 
a7()6 5 sharp sharp $2 85 each 
.7104 IRIS SCISSorS 53 65 each 
FORCEPS 
F,nest Stamless Steel 5 long 
Kelly Forceps _724 Straight box-Io".... $4.69 each 
Kelly Forceps *125 Curved bOX-lOCk 54.69 each 
Thumb Dressmg 1I'74t Straight !errated $3.75 each 
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NURSES WATCH 
A (]
p rr(]dO'
 d"rdC ,ve watch Full 
numbers on white lace Sweep 
second hand Chrome case stainless 
sleel back Jewelled movement 
bJaclt leat"e r Slla1). J yr gua1anleø 
0900 51850 
MEDICAL DICTIONARY .3'ak,s,ons 
GOUld Medical Dlct,onary rtle standarCl relerence 
for the medIcal professions 
Ahugeboak -1828pages $2420e.ch, 
POCKETEDITION-964oages 511.95.ach. 
NURSES PENLIGHT Powerful beam lor 
'nrðmmd Ot, 0 ,nrodt e,e '-'''rome case w"h pocket 
clip $2 49 w"h ballefles 


THERMOMETERS CelS,us 'yoe m md,- 
vidual plasl, case $1 30 each $11.00 doz. 


INSTITUTIONAL NURSES:""".eon 
your Comj: 1\1 I...." Id tor our catalogue 


------------- 
SEND TO. EQUITY MEDICAL SUPPL Y CO. 
P.O. BOX 726-S BRQCKVILLE DNT. K6V 5V8 
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I_ Quant 


Colour Price Amounl I 
or Size 
1 
L 1==1 
ONTARIO RESIDENTS ADD 7', TAX 
. ADD50C HANDLING CHARGE II' LESS THAN510 
 
.IF COD ORDER - ADD 5200 
TOTAL ENCLOSED MO. CHEQUE CASH 5 
1.-------------' 
USE A SEPARATE SHEET OF PAPER IF NECESSARY 


Item 


33.-. Fringe benefits_ Ot1awa, 1976. 16p. (The 
Person Papels series no. 3) 
34.-. Regarding rape. Ottawa, 1976. 16p. (The 
Person Papers series no. 2) 
35. Bibliothèque nationale du Canada. Rapport 
annuel du directeur général, 1975/76_ Ottawa, 
Ministre des Approvisionnements et Services 
Canada, 1976. 61p. 
36. Le Conseil consultatif de la Situation de la 
Femme. Le cas du vio/_ Ot1awa, 1976. 16p. 
(Dossiers Femmes no. 2) 
37_-_ Planiftcation des naissances. Ottawa, 1976_ 
16p. (Dossiers Femmes no. 4.) 
38. National library of Canada. Report of the 
natIonal librarian 1975/76_ Ot1awa, Minister of 
Supply and Services Canada, 1976. 61p. 
39- Santé et Bien-être social Canada. Protection de 
la Santé_ Les malades liées à fusage du tabac au 
Canada: les ten dances de la mortalite cancer du 
poumon. Ot1awa, 1976_ 16p. (Son Rapport 
technique no_ 3) 
40. Statistics Canada. Hospital statistics Vo/_ 1_ 
Beds, services, personnel, 1973. Ot1awa, 1976_ 
293p. R 
41.-. Hospital statistics_ Vol. 2_ Expenditures, 
revenues, balance sheets, 1973. Ottawa, 1976. 
142p. R 
42.-. Hospital statistics. VoL 3. Indicators, 1973_ 
Ot1awa, 1975_ 102p. R 
43. Statistique Canada. La statistique hospitaliére. 
Vol. 1_ Vts, services, personnel, 1973_ Ot1awa, 
1976. 142p.R 
44.-. Lastatistique hospitaliére Vo/_ 2_ Dépenses, 
rev en us, bilans hospitaliers, 1973. Ot1awa, 1976. 
293p. R 
45_-. La statistique hospitaliére. Vo/_ 3. 
Indicateurs, 1973. Ot1awa, 1975. 102p. R 
Nova Scotia 
46. Council of Health. Committee on Professional 
licensure. Report. Halifax, 1976. 69p. 
Ontario 
47. Ministry 01 Health. The clinical specialists in 
psychiatric and community mental health nursing in 
Ontario. Toronto, 1976. 12p. 
48_ Ministry of Labour. Research Branch_ O.H.I.P., 
major medical, prescription and dental plans in 
Ontario col/ective agreements. Toronto, 1976. 15p. 
(Bargaining information series, no. 16) 
49.-_ Paid vacations and paid holidays in Ontario 
col/ective agreements. Toronto, 1976_ 23p. 
(Bargaining Information series, no. 15) 
50.-. Reporting, cal/-back and stand-by pay,- shift, 
Saturday and Sunday premiums, and work 
clothing, safety equipment and tool allowances In 
Ontario collective bargaining agreements. Toronto, 
1976. 12p. (Bargaining information series, no. 11) 
Quebec 
51. Ministère des Affaires sociales_ Cours sur la 
grossesse et /'accouchement; mémoire d'intention 
sur /'implantation progressive du programme. 
Québec, 1975_ 127p_ 
52_-. Orientations généra/es en santé 
communautaire_ Québec, 1973. 106p_ 
53_-. Comité d'étude sur la réadaptalion des 
enfants et adolescents placés en centres d'accueil. 
Rapport. Québec, 1975_ 173p. 
54. Régie de I assurance-maladie. Statistiques 
annuel/es, 1975_ Québec, 1976. 182p. 
Studies deposited in CNA Repository Collection 
55_ Cunningham, Rosella. An analysis of the 
application of the concept family-centered care in 
public health nursing visits. Toronto, Faculty of 
Nursing, University of Toronto, 1976_ 68p_ R 
56. Perron, Marie-Reine, Sister. Report on survey_ 
A project undertaken at a large hospitallocated in a 
metropolitan city in Ontario, by Sister 
Sainte-Honorine. London, Ont. 1970. 76p. (Thesis 
(M_ScN) - Westem Ontano) R 
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Use it to find a better 
. . 
career .n nursing. 


Job-hunting? Here s "here to start! 
The ne\\ 197' edition of Nursing Op- 
portunities'"' is a unique 8 x 11" gUide to 
professional employment. It tells you 
about hundreds ot hospitals and insti- 
tutiOns in the US _ _ _ with positions 
open for registered nurses. 
Here is the up-to-date job in tor mati on 
you want and need_ About hospital 
sizes, tacilities, and locations. Affilia- 
tions. Salary policies. Benefits like in- 
surance, pension plans, education, \ a- 
cations. Plus all this: 
· Expert ad\ ice on how to select the 
right job, secure out-of-state licens- 
ure or endorsement, write letters of 
application. 
· Free "Action" Cards-simply fill in 
and mail to receive specific data on 
the hospitals of your choice . 
quickly and confidentially. 
· Geographical inde
 of hospitals. 
. Questions to ask on )our interviews; 
what to tal.e \\ ith you. 
Cost tor the complete Nursing Oppor- 
tunities sen, ice. just $4.50.0rder today. 


NURSING OPPORTUNITIES
 
An RN Publication 


;o..ursmg Opporlun l,e ,Box 5
1 :-.:G 
\\e tw od, "'i J. 0-6-5 u 
Please send _ _ copies of 197- 'IIu..ing 
Opportunities @ S4.50 each. 
Enclosed find S check Or mone) 
order. 


='-ame 


Addres' 
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Po' al 
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British Columbia 


Faculty - Naw positions (4) In 2-year post.oasic baccalaureate 
program In Victoria. B.C.. Canada Generahst In focus, cltnlcal em- 
phasis on gerontology In communrty and supportIVe e.tended care 
uMs. Publoc Health nursing and Independent study provIde opportu- 
nity to wor\< closely WIth highly-qualllted and motIvated R.N. students. 
Teaching crealtVlty and research are strongly endorsed. Master's 
degree. teachIng and recent clinical e.penence In gerontology/med.- 
surg.lpsychology/rehabllitatlon preferred. Salanes andlnnge bene- 

ts competitive; an equal opportUnity employer for qualolled persons. 
Pos,\\Ons avadable NOW. Contact; Or. lsabal MacRae, Dlreclor, 
School 01 NursIng, UnIVersIty 01 Vlctona, VIctoria, Bnltsh ColumbIa, 
V8W 2Y2. 


Operstlng Nur.. requored for an 87 -bed acute care hospital In Nor- 
them B.C. Resldance accommodations available. RNABC policies in 
effect. Apply 10: Diraclor 01 NurSing, M,lls Memonal Hospital, Terraca, 
Bntlsh Columbia, V8G 2W7. 


Ganeral Duty Nurses for modarn 35-bed hospilallocated in south- 
ern B.C. s Boundary Area with ,xcellent recreation faalitlÐS. Salary 
and personnal polioes In aCCOroance wrih RNAt3C L;omfortablè 
Nurses home. Apply DIrector 01 NursIng. Boundary Hospital, Grand 
For\<s. Bntlsh Columbia, VOH 1HO. 


Experienced General Duty Nuree for modam 10.oed hospotal situa- 
ted on the baautnul West Coast of Vancouver Island. AccommodatIon 
$100.00 per month. Apply: Administrator, Tahsls Hospital. Box 39B, 
TahSis, British Columbia, VOP 1XO. 


Manitoba 


Director 01 Nursing. Applications Invited lor the posriion 01 Director 01 
Nursing lor 23.oed. gen. hospital (accredited). Prefarence gIven to 
applicants with lorrnal administraltve education and experiance. Sa- 
lary In Iona WIth qualolications and MHSC approval. For datads apply to; 
AdmInistrator. Shoal Lake Distnct Hospital, Shoal Laka. Manl1Oba, 
ROJ 1Z0. Phona: 759-2336. 


New Brunswick 


Instructors requred fOr two yaar Indapendent DIploma Program In 
NursIng. Enrollment 230 students. Faculty requred Juna-July 1977. 
Contact: MIss Anna O. Thome, Director, Saint John School 01 Nur- 
sIng, P. O. Box 187. SaInt John, New BrunswIck, E2L 3X8. 


Quebec 


Registered Nurse requl'ed lar CO-ad chilclren s summtlt' camp in the 
Laurentians (sevanty mdes north 01 Montreal) from lata Juna until late 
August 1977. Call (514) 487-5177 or wrile: Camp MaroMae, 5901 
Fleet Road, Hampstead. Montreal, Quebec, H3X 1 G9. 


Nurses for Children's Summer Cllmps in Quebec. Our member 
camps are located In the Laurentian Mountains and Eastern Town- 
ships. within 100 mile radIus of Montreal. All camps are accredited 
members 01 the Quebec Camping Association. Apply to: Quebec 
Camping AssOCIatIon. 2233 Bel9rave Avenue. Montreal. Quebec, 
H4A 2L9. or phone 489-1541 


Saskatchewan 


Director 01 Nursing requred tor a 1 O.oed general hos
ltal 35 mIles 
N. W. 01 Saskatoon. Salary and personnel poliCIes according to S. u. N. 
contract. Accommodalton avaIlable in reSIdence. Apply: Director 01 
Nursin9, Borden Union Hospilal. Borden. Saskatchewan. SOK ONO. 


University 01 Saskatchewan. Term and regular appointments n 
Matemal-Chdd. pnmary Care, Communrty and Mental Health Nur- 
SIng. To teach In four-year basIc and three-year pæ!-diploma pro- 
grams and Implement revised curriculum. Maste'-s or higher degree 
and expenence In clonlcal 
eld for appoontment at professonal ranks; 
Baccalaureate degree and experience for appointment as leeturer. 
StartIng elata; Summer 1977. Contact; Dean, College 01 Nursing, 
Umllersrty of Saskatchewan, Saskatoon, Saskatchewan, S7N OWO. 


United States 


Registered Nur..s - Dunhlll, wrih 200 ol
ces In the U.S.A., has 
e"otlng career opportunriles lor both new grads and experienced 
R.N.s. Send your resumé to: Dunhlll Personnel Consunants, No. 805 
Empire Buoldlng, Edmonton, Alberta, TSJ 1 V9. Fees are paid by 
employer. 


Regletered Nu...s - Hurtey Medical Centtit' is a well equopped, 
modtlt'n, 600-bed teachIng hospItal oHtIt'ing complete and specialized 
services lor the restoration and preservetlon of the communlty"s 
health. tt also offers onentatlon. In.servlce and continuing ed.Jcation 
for employees. n is involved In a building program to provide beller 
surroundIngs lor patients and employees. We have Immediate ope- 
nings for registered nurses In such speCialty unts as Cardia-Vascular. 
Operating Rooms. Nurseries, and General Medical.Surgical areas. 
Hurley Medical Center has excellent salary and fringe benefIts. Be. 
come a part 01 our progressIve and well quahlied work lorce Today. 
Apply: Nursing Department. Mr. Garry Viele. Associate Dorector 01 
Nursing, Hurley Medical Center, Flnt, MIchIgan 48502. Telephone 
(313) 766-0386. - 


Nursee - RNe -Immediate Openings In Florlde - Arllensae- 
Calltornla - ff you are e.penenced or a racent Graduate Nurse we 
can olfer you posilions with excellent salanes 01 up to $1160 per 
month plus all benefits. Not oriy are there ro lees to you whatsoever lar 
placing you, but we also prOVlde complete Visa and lJcensure assis- 
tance at also no cost to you. Write immediately for our applocation ellen 
n there are other areas of the U.S. thai you are interested .n. We wIll 
call you upon receipt 01 your applicatIon in order to arrange for hospital 
Interviews. Windsor Employment Agency Inc., PO. Box 1133, Great 
Neck, New Yor\< 11023. (516-487-281B). 


Hospital Affiliates 
International Inc. 


NURSING 
CAREERS 


United 
States 


Hospital Affiliates International, the leader 
in the field of hospital management, has 
over 70 hospitals in operation or under 
construction in 23 States. 
On-going opportunities exist for Canadian 
citizens who have graduated from an 
accredited Canadian School of Nursing. 
Openings exist in all clinical areas. 
If you are considering working in the 
United States, and have an interest in 
associating yourself with one of our 
hospitals, please contact our Canadian 
representative who will be pleased to 
discuss your specific needs. All enquiries 
will be treated in confidence and should 
be directed to: 


DOW-CHEVALIER 
SEARCH CONSULTANTS 
365 Evans Ave., Toronto M8Z 1K2 
416-259-6052 


Nursing Supervisor 


Nursing Supervisor 
required for an active 
treatment accredited 
hospital. 


For Information apply to: 


Director of Nursing 
Lloydminster Hospital 
4611 - 48 Avenue 
Lloydminster, Saskatchewan 
S9V OZ5 


or Phone: 825-2211 


Advertising 
rates 
For All 
Classified Advertising 
$15.00 for 6 lines or less 
$2.50 for each additional line 
Rates for display 
advertisements on request 


Closing date for copy and 
cancellation is 6 weeks prior to 1 st 
day of publication month. 


The Canadian Nurses Association 
does not review the personnel 
policies of the hospitals and agencies 
advertising in the Journal. For 
authentic information, prospective 
applicants should apply to the 
Registered Nurses' Association of 
the Province in which they are 
interested in working. 


Address correspondence to: 


The Canadian Nurse 


50 The Driveway 
Ottawa, Ontario 
K2P 1 E2 
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FOOTHILLS 
HOSPITAL 


O.R. Nurse? 
Switzerland needs you! 


-- 
............. ............. 
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HEAD NURSE 


You've been promising yourself a trip to Europe forquite 
some time now, haven't you? So why not come with us 
to work and play in Switzerland, the very heart of 
Europe, you can travel all you want Or ski all year round 
And you'll earn the highest salaries in Europe to go with 
it - up to SF2,700 (approx. $C1, 102.95) plus 4 weeks 
holiday and 8 public holidays. 


This individual will be di rectly involved with the management of 
nursing care of the high risk neonate in a family centered 
maternity care unit of a University Teaching Hospital. 


We can offer you many interesting jobs in various towns 
throughout French-speaking Switzerland. Contracts are 
for one year - renewable if you wish. We ask for a fair 
knowledge of French - an intensive 1 month course can 
be arranged in London if you need to brush up a little. So 
if you have at least one year's experience as an O.R. 
nurse, write to us. We'll arrange your work permit and 
trip for you. You won't regret it! 
For further Information write to:- 


The successful candidate will have a BScN with a minimum of 
two years working experience in neonatal care. A completed 
University Program in Nursing Service Administration would 
also be preferred. 


Qualified applicants are Invited to reply sendIng a 
complete reaume and aalary expectations to: 
Personnel Department 
Foothilla Hospital 
1403 - 29 Street N.W. 
Calgary, Alberta 
T2N 2T9 


Miss Susan Bentley, SRN 
Administrator 
BNA International 
Trafalgar House 
11 Waterloo Place 
London SW1 Y 4AU 
England 


TWO CAREER OPPORTUNITIES AVAILABLE AT 
ONE OF CANADA'S LEADING TEACHING HOSPITALS 


1.Clinical Nursing Head for Intensive 
Care Services 


2.lnservice Instructor - Maternal 
and Child Health 


Clinical Areas Include: 
a) Intensive Care Medicine 
b) Coronary Care 
c) Cardio Vascular Thorocic Surgical Area 
(Cardiac Surgery) 
d) Intensive Care Surgery 


The successful applicant will work in conjunction with the 
Nursing Coordinator and Clinical Nursing Head in the planning 
and implementation of Orientation of New Staff, Continuing 
Education, Specific In-Service and Skill Training Sessions for 
all units in the perinatology department which consists of: 


The successful applicant will have the opportunity to provide 
nurSing leadership and functioning clinically in: 


. Intensive and Intermediate Care Nurseries 
. Labour and Delivery (including fetal Intensive Care) 
. Ante Partum - Post Partum 


. Cardiac Surgery Team 
. Renal Team 
. Cardiology Team 
. Neuro-Surgery Team 
. Respiratory Team 


Qualifications: 


a) a minimum of 2 years perinatology experience 
b) a Baccalaureate degree 
c) teaching experience 


Qualifications: 


a) Advanced academic preparation 
b) 5 years clinical experience preferred 
c) management experience 


Eligibility for registration with the Manitoba Association of 
Registered Nurses is necessary for the above two positions 


Position Open: May, 1977 


Please apply to: 
Mrs. Phyllis McGrath 
Director of Nursing 
S1. Boniface General Hospital 
409 Tache Avenue 
Winnipeg, Manitoba R2H 2A6 
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Extension Course in Nursing Unit 
Administration 


Applications are invited for the extension course in Nursing Unit 
Administration, a program to help the head nurse, supervisor or 
director of nursing up-date his or her management skills. Candidates 
will be registered nurses or registered psychiatric nurses employed in 
management positions on a full-time basis. 


The program provides a seven month period of home study with two 
five day intramural sessions, one preceding and one following the 
home study. For the 1977-78 class the initial intramural sessions will 
be held regionally as follows: 


Vancouver August 22 -26 
St. John's (Nlld.) August 29 - September 2 
Winnipeg August 29 - September 2 
Montreal (French) August 29 - September 2 
Hamilton September 12 -16 
O<<awa September 12 -16 
Toronto September 19 -23 


Early application is advised. Applications will be accepted until May 
16, 1977, if places are still available atthattime. After acceptance, the 
tuition fee of $275.00 is payable on or before July 1, 1977. 


The program is co-sponsored by the Canadian Nurses Association 
and the Canadian Hospital Association and is available in French or in 
English. 


For additional information and application forms write to: 
English Program: 
Director 
Extension Course in Nursing Unit Administration 
25 Imperial Street 
Toronto, Ontario 
MSP 1C1 


Dalhousie University 
School of Nursing 


FACULTY VACANCIES 


Dalhousie University School of Nursing invites 
applications for faculty positions in a rapidly expanding 
graduate programme which offers clinical specialties in 
Medical-Surgical and Community Health Nursing. 
Faculty should have post-masters or doctoral 
preparation with experience in clinical nursing and 
nursing education. Rank and salary for positions 
commensurate with qualifications and experience, and 
in accord with the salary schedule of Dalhousie 
University. 


Applications and further information may be 
obtained from: 
Dr. Margaret Scott Wright 
Professor and Director 
School of Nursing 
Dalhousie University 
Halifax, Nova Scotia 
B3H 4H7 


The Can""an H.... March 1977 


NURSES 


Join us at one of the three Hospitals of the South Saskatchewan 
Hospital Centre, Regina, Saskatchewan 


. Provincial Capital 
. University Centre 


Nursing Areas: 
. Chronic Care 
. Coronary Care 
. Emergency 
. Intensive Care 
e Matemity 
. Medicine 
. Nuclear Medicine 
. Nursery 
e Operating/Recovery Room 
e Orthopaedics 
. Paediatrics 
. Plastics 
e Rehabilitallon 
. Research 
. Surgery 
. Teaching 
. Urology 
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Interested appliçmts should be eligible for registration in 
Saskatchewan. 


Apply to: 


Personnel Department 
Pasqua Hospital 
4101 Dewdney Avenue 
Regina, Saskatchewan 
S4T 1 AS 


Western Memorial Hospital 
Corner Brook, Newfoundland 


VACANCIES 


STAFF NURSES 


For a 350 bed. fully accredited, acute treatment, Regional General 
Hospital serving a population of approximately 100,000, scenic city 
with modem shopping. housing and education facilities. 


Salary Scale: $10.800.00 - $13,165.00 per annum. 
Service Credits Recognized. 
Shift Differential - $1.50 per shift. 
Charge Nurse - $3.00 per shift. 
Uniform Allowance - $90.00 per year. 


Educational Differential - Extra three steps on salary scale for 
B.N. Degree. four steps for 
Masters Degree. 
Annual vacation - Twenty days. 


Statutory Holidays - Nine plus Birthday. 


Residence accommodation for $35.00 per month. 
Transportation available. 
Applicants please apply to: 
(Mrs.) Shirley M. Dunphy 
Director of Personnel 
Western Memorial Regional Hospital 
Corner Brook, Newfoundland 
A2H 6J7 



Nurses 


The Department of Health, Psychiatric 
Services Branch, Saskatchewan 
Hospital, North Battleford, has openings 
for full-time and part-time nurses. Duties 
involve planning the patient care program 
in a stimulating atmosphere of a large 
progressive hospital. Programs range 
from acute psychiatric nursing, long term 
and rehabilitation to psycho-geriatric 
nursing. 
The successful applicants will have 
graduated from an approved school of 
psychiatric or general nursing. 
Sllery: 
$10,092 - $11,712- 
Graduate Nurse 
(non-registered) 
$11,256 - $13,068- 
Nurse 1 
(Saskatchewan registration) 
Competition Number: 
604111 -6-282 
Cloelng Dete: 
As soon as possible 
Forfurther information, please contact the 
Supervisor of Personnel, Saskatchewan 
Hospital, Box 34, North Battleford, 
Saskatchewan, S9A 2XB. 
The salaries listed are under review with 
an effective date of October 1, 1976 for 
any adjustment. 
Forward your application forms and/or 
resumes to the Public Service 
Commission, 1820 Albert Street, Regina, 
Saskatchewan, S4P 2S8, quoting 
position, department and competition 
number. 


THE UNIVERSITY OF ALBERTA 
FACULTY OF NURSING 
FACULTY POSITIONS 
Faculty members will be required for 
positions in expanding four-year basic 
and two-year post-R.N. baccalaureate 
programs. Applicants should have 
graduate education and experience in a 
clinical area and/or in curriculum 
development or research. 
Short-term or visiting appointments may 
also be available in some areas to replace 
staff on leave. 
Salary and rank commensurate with 
qualifications and experience, in accord 
wIth University policies. 
Positions are open to male and female 
applicants. 
Please make further inquiries, or 
submit application and curriculum 
vitae to: 
Amy E. Zelmer, Ph. D. 
Dean 
Faculty of Nursing 
The University of Alberta 
Edmonton, Alberta 
T6G 2G3 


Prince Henry's Hospital, 
St. Kllda Road, Melbourne, Victoria, Australia 


TRAINED NURSES 


Due to our expanding educational programme for student nurses, we 
have a number of vacancies for 


STATE REGISTERED NURSES 


In critical care areas and general medical and surgical wards. Qualified 
Nurse Teachers are also required for our School of Nursing. 
SALARY: From $A159.50 to $A 1 87.10 per 40 hour week for general 
nurses and $A224.90 to $A236.90 for qualified teachers. Penalty rates 
attached to night and weekend duty. 
VACATION LEAVE is 6 weeks per annum. 
BOARD AND RESIDENCE is available, if required, in our modern 
nurses' home. at a cost of $A 18.00 per week. 
Economy class air fare to Melbourne will be refunded upon 
commencement of duty and in return for an agreement to work at the 
hospital for 12 months from date of commencement. 
QUALIFICA TIONS: Applicants must be registrable with the Victorian 
Nursing Council and details in this connection are available from the 
Australian Embassy or Consulate in Ottawa, Montreal. Toronto or 
Vancouver. 
Prince Henry's, a 409 bed acute general teaching hospital, is 
conveniently situated on one of Melbourne's attractive thoroughfares 
adjacent to extensive park lands. It is within 10 minutes walking distance 
from the heart of the city and is well served by public transport. 
Interested nurses, who must have had at least 12 months post graduate 
experience should write to the Director of Nursing Services (MIss D. J. 
Taylor), Prince Henry's Hospital, St. Kilda Road, Melbourne, 3004, 
Australia, giving details of age. qualifications and nursing experience. 
in time to reach Miss Taylor before 14th April. 1977 on which date she 
will depart for overseas to conduct personal interviews in Toronto (19th 
- 22nd April) and Ottawa (25th - 29th April). 6508 


AUSTRALIA 
MERSEY 
GENERAL HOSPITAL 
LATROBE, TASMANIA 


(a) Nurse Educator 
(b) Theatre Supervisor 


Why not travel? This 220-bed training 
school for General and Auxiliary Nurses is 
set in most pleasant surroundings. 


AccommodatIon available if reqLired 
Uniforms provided. 


Salary Range: 


Nurse Educator 
-SA9.533 - SA10,782 per annum 
Theatre Supervisor 
- SA10.574 -SA10.782 per annum. 


Diploma and Certificate Allowances 
payable. 


For further information, contact: 


Miss G. Bingham 
Lady Superintendent of Nursing 
Mersey General Hospital 
Latrobe, Tasmania, Australia 


UNIVERSITY OF WINDSOR 
SCHOOL OF NURSING 


The UnIVersity of Windsor, School of 
Nursing invites applications lor faculty 
appointments for the academic year 
1977-78. 


The School is seeking individuals with 
expertise in nursing research, community 
health nursing, psychiatric nursing and 
maternal-child nursing who are interested 
in the challenge of implementing new 
Integrated curlicula in the generic and 
post-basic baccalaureate programmes. 


Appointments effective July 1, 1977. 


Qualifications: 
Master's Degree in Nursing 
Clinical Wor\< Experience 
Teaching Experience (desirable) 
Salary and Rank commensurate with 
qualifications. 


For further information contact: 


Mrs. A. Temple 
Director, School of Nursing 
University of Windsor 
Windsor, Ontario, N9B 3P4. 



Foothills Hospital, Calgary, Red Deer College School of Nursing 
Alberta invites applications for faculty Assistant Director 
Advanced Neurological- positions in the Diploma Nursing required in a 2 year English 
Neurosurgical Nursing Program. language diploma Nursing 
for Graduate Nurses Preference given to applicants with program 
A five month clinical and academic advanced preparation and clinical Qualifications: 
proglam offered by The Department of specialization, who have proven Master's degree in Nursing Education, 
Nursing Service and The Division of ability in the teaching of Nursing. preferred, with experience in Nursing 
Neurosurgery (Department of Surgery) Education Administration and teaching 
Beginning: March, September Positions available August 1, 1977. and at least one year in a Nursing Service 
position. 
Umited to 8 participants Please forward application, Eligible for registration in New Brunswick. 
Applications now being accepted comprehensive curriculum vitae and Apply to: 
references to: 
For further information, please write Harriett Hayes 
to: Dr. Gerald O. Kelly Director 
Co-ordinator of In-service Education Academic Dean The Miss A.J. MacMaster 
Foothills Hospital Red Deer College School of Nursing 
140329 St. N.W. Calgary, Alberta Box 5005 Postal Station A, Box 2636, 
T2N 2T9 Red Deer, Alberta, Canada Moncton, N.B. 
T4N 5H5 E1C 8H7 
I 
MANIT
BA Clinical Specialist Port Saunders Hospital 
Nursing requires one Registered 
DEPARTMENT OF We require the services of an articulate, Nurse commencing May 
HEALTH AND SOCIAL DEVELOPMENT dynamic nurse with a Master's Degree 1977 through to October 
The School of Nursing and a Major in Medical-Surgical nursing 1977. 
Selkirk Mental Health Centre We are a 300 bed Hospital Complex on 
is offering a Applicants must be registered or 
Post - Basic Course in the verge of a major expansion. We are eligible for registration with the 
PSYCHIATRIC NURSING for close to fine recreational and cultural Association of Registered Nurses of 
areas. 
Registered Nurses currently licensed In The nurse in this position will work closely Newfoundland. 
Manitoba or eligible to be so licensed. with our Medical Staff, Administrative Salary is on the scale of $9,963 to 
The course is of nine months duration Staff and Staff Nurses to further develop $12,282. 
September through May and includes patient centered projects. The salary and Living-in accommodations available 
theory and clinical experience In hospitals benefits are based on the qualifications for single applicants. 
and community agencies, as well as four and experience of the applicant. 
weeks nursing of the mentally retarded. For further information about this Applications should be addressed to: 
Successful completion of the program leads opportunity, please forward a Mrs. Madge Pike 
to eligibility for licensure with the R.P.NAM. complete resume to: Director of Nursing 
For further information please write no Director of Personnel Port Saunders Hospital 
later than June 15/77 to: Director of Red Deer General Hospital Port Saunders, Newfoundland 
Nursing Education, School of Nursing, Red Deer, Alberta AOK 4HO 
I Box 9600, Selkirk, Manitoba R1A 2B5 T4N 4E7 
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UNITED STATES 
OPPORTUNITIES 
FOR REGISTERED NURSES 
AVAILABLE NOW 


IN CALIFORNIA 
FLORIDA NEW ORLEANS 
MISSISSIPPI TEXAS 
WE PLACE AND HELP YOU WITH: 
STATE BOARD REGISTRATION 
YOUR WORK VISA 
TEMPORARY HOUSING - ETC. 
A CANADIAN COUNSELLING SERVICE 
Phone: (416)-449-5883 OR WRITE TO: 
RECRUITING REGISTERED NURSES INC. 
1200 lA WRENCE AVENUE EAST, SUITE 301, 
DON MillS, ONTARIO M3A 1C1 


NO FEE IS CHARGED 
TO APPLICANTS. 
OPEN 7 DAYS A WEEK. 


Head Nurse 


Head Nurse 


The Position: 
Directing an active 40 bed surgical unit 
with opportunity for future advancement. 
The Person: 
Should have a Baccalaureate degree with 
a clinical specialty and/or administrative 
experience. 
The Hospital: 
Central Alberta location in an expanding 
regional hospital. 
The City: 
30,000 population half way between 
Edmonton and Calgary and close to the 
best in skiing and recreation centres. 


with preparation and/or 
demonstrative competence in 
Psychiatric Nursing and 
Management functions, required for 
Head Nurse appointment. To be 
responsible for participation in the 
organization, initiation, and the 
management of a New Psychiatric 
In-patient Unit. 


Please apply, forwarding 
complete resume to: 
Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6. 


Please send complete resume to: 
Director of Personnel 
Red Deer General Hospital 
Red Deer, Alberta 
T 4N 4E7 
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can go a long way 
. . . to the Canadian North in fact! 
Canada's Indian and Eskimo peoples in the North 
need your help. Particularly if you are a Community 
Health Nurse (with public health preparation) who 
can carry more than the usual burden of responsi- 
bility. Hospital Nurses are needed too... there are 
never enough to go around 
And challenge isn't all you" get either - becaus'" 
there are educational opportunities such as in- 
service training and some financial support for 
educational studies, 
For further information on Nursing opportunities in 
Canada's Northern Health Service, please write to: 


........, 
MedIcal Services Branch I 
Department of National Health and Welfare 
Ottawa.Ontarro K1A OL3 
I 
I 
I 
I 


I NalT'''' 
I Ac 
I City 
I . . Health and Well".., Sante et B'en-etre social 
Canada Canada 
,........ 


Provo 


Clinical Co-ordinator 
Surgical Specialities 


Responsible to the Assistant Director of 
Nursing for planning, co-ordinating and 
supervising patient care. 


Applicants should be university graduates 
with Ontario registration and with a minimum 
2 years experience at the Head Nurse level. 


Toronto 
General Hospital 
O n i vers i ty 
Teaching Hospital 


. located in heart of downtown Toronto 
. within walking distance of accommodation 
. subway stop adjacent to Hospital 
. excellent benefits and recreational facilities 


apply to Personnel Office 
TORONTO GENERAL HOSPITAL 
67 COLLEGE STREET, TORONTO, ONTARIO, M5G 1 L? 


work .. 
overseas 
...join rLlS6 


,", 



 


-- 


If you are a medical professional, we need you. 
CUSO IS lOOking lor people who ale willmg to work 
overseas sharing their skills with those who need 
them most. CUSO workers usually combine practical 
application of their skills with training duties But In 
the end. they learn as much as they teach 


We need: 
COMMUNITY HEALTH NUPSES 
NURSE INSTRUCTORS 
HEALTH EDUCATION COORDINATORS 


Two year contracts are standard. Salary generally 
equals a local workel's m a similar job. Couples and 
families are eligible. but families with pre-school 
children are easier to place. CUSO pays for life 
insurance. health and travel expenses and an 
allowance for re-settlement in Canada 


WANT TO GET INVOLVED? 
CONTACT: CUSO ReCluitment: 13 
151 Slater Street 
Ottawa, Ontario K1P 5H5 
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Director, Public Health Nursinl 


Applications are invited for the position of Director, 
Public Health Nursing in this Health Unit serving 
110,000 population. 


Qualifications: 


A Master's Degree is preferred, consideration given to a 
Bachelor's Degree. 
Applicants must have experience In administration and 
supervision. 


Apply in writing to: 
Dr. Lucy M. C. Duncan 
Medical Officer of Health 
The Lambton Health Unit 
333 George Street 
Sarnia, Ontario 
NTT 4P5 


Judy Hill Memorial Scholarship 
Applications are being received for this annual Scholarship, details of 
which are as follows: 
Value Up to $3.500.00 
Purpose To fund post-graduate nursing training (with special 
emphasis on midwifery and nurse practitioner training) for a period of 
up to one year commencing July 1st. 1977. 
Tenable In Canada, the United Kingdom. Australia, and New 
Zealand. 
Applicants should possess the following qualifications: 
. Fluency in English; 
. . R.N. Diploma, or eqUivalent: 
. A desire to work for the Government of Canada or one of its 
Provinces at a fly-in nursing station in a remote area of Northern 
Canada for a minimum peliod of one year following completion of 
the scholarship year. (Details of this work will be forwarded on 
request.) 
And should submit: 
. A resume of their academic and nursing career to date; 
. Copies of the educational qualifications submitted on entry to 
nursing school; 
. Verification of their R.N. Diploma. or equivalent; 
. Their proposed course of study; 
. Acceptanæs and/or preferences for plaæ of study; 
. Two character reference letters. 
To: Chairman. The Board of Trustees. 
Judy Hill Memonal Fund, 
829 Centennial Building, 
Edmonton, Alberta. 
Canada. 


By: May 1st, 1977. 
. The Scholarship IS contingent on the successful applicant S being registrable Dy a 
nursing assooallon In one of the Canadian provinces and meeting current Canadian 
Immigration requirements for landed Immigrant status_ A successful applIcant from 
outside Canada will be assisted by the Trustees In meeting these reqUirements 
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BenoxylTMLotion 20% 
proven effective 
in treatment of cutaneous ulcers 


'Co. '\ 


BEFORE AFTER 
Left : ulcer of right greater trochanter, 14 cm in diameter, with 
undercutting of superior border to 3 cm. Right: full healing after 
8 months therapy with benzoyl peroxide. 


Benzoyl peroxide. a powerful organic 
oxidizing agent, was applied topically 
according to a carefully developed 
technique to cutaneous ulcers of 
different types. The healing time was 
shortened greatly by the rapid 
development of healthy. granulation 
tissue and the quick ingrowth of 
epithelium. 


Exceptionally large pressure ulcers 
with deep cavities. undercut edges 
and sinus tracts were successfully 
treated. as were stasis ulcers of long 
duration resistant to all other therapy 
There were only 13 
treatment failures 
among the 133 .. 
cases.' 


Available only from Stiefel 
I f!!!
f..
 
TM trademark 
STIEFEL LABORATORIES (CANADA) LTD., user 
Montreal, Canada H4R 1E1 
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JI "iT/EFEI 
BENDlll 
LOTION 
BENZOYL PEROX 
lOTION U. S.P 
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I of cutBneous ulcers WIth benzoyf peroxide. Can Mad 
AssocJ 115:1101,1978 
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Designer's Choice 
One of Canada's truly greats in fashion design 
A. Style No. 8293 - Tunic Dress. Sizes: 6-16 
Royale Linen 100% textured polyester warp knit. White, Blue: about $33.00 
B. Style No. 8237 - Wrap Dress. Sizes: 6-16 
Royale Linen 100% textured polyester warp knit. White, Mint: about $28.00 


Available at leading department stores and specialty shops across Canada. 



We're out to 
. 
WOO,WlD 
and wow you! 


Wow is right. What winning looks. 
We're out to woo you softly. Just 
because you're working in a uni- 
form world doesn't mean you 
can't be right in step with 
fashion. So when we 
heard the newest 
trends called 
for uncluttered, 
understated 
lines, we came up 
with three new looks 
that couldn't be fresher or more 
fashionable. But we also know that 
no matter how pretty our faces 
are, what you really love us for is 
our beautiful bodies. Contoured 
to cuddle, shaped to support. 
light enough to lighten your 
longest days on duty. 
So deep down where it G\-\
'- 
counts, we haven't 'l'IOw IS RI 
changed a bit. 
The face is 
as new as to- 
morrow. But 
the body is as 
comfortable as 
an old shoe. 
Ask to see Day-Lites F. 
And step into tomorrow. 
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Skipper, 
about $22. 


Terra. 
about $22 


"' 


WHAT A WINNING LOOK! 
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Star-Step, 
about $24 



Nature gives it. 
Zincofax * keeps it that wa
 


After every bath, every diaper change and in between, 
soothing Zincofax protects baby's nature-smooth skin. 
Protects against chafing and diaper rash, against irritation 
and soap-and-water overdry. 
But Zincofax isn't just for delicate baby skin. It's for 
you and your entire family-to soothe, smooth and 
moisturize hands, legs and bodies all over. 
What's more, Zincofax is economical, even more 
important now with a new baby at home. 
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The cover photo for this month's 
theme issue, "The Seventh Age- 
Caring Makes the Difference," was 
made available through the Canadian 
Council on Social Development. 
Photos for the fheme montage on 
page 23 are courtesy of Information 
Canada Phototheque. Hea"h and 
Welfare Canada and Canadian 
Council on Social Development. 


The views expressed in the articles 
are those of the authors and do not 
necessarily represent the policies of 
the Canadian Nurses Association. 


ISSN 0008-4581 
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Indexed In Internallonal NUlslng 
Index Cumulative Index to Nursing 
Literature, Abstracts of Hospital 
Management Studies. Hospital 
Lltelature Index. Hospital Abstracts, 
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IS available in microform from Xerox 
Umverslty Microfilms Ann Albor 
Michigan. 48106. 
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The Canadian Nurse welcomes 
suggestions for articles or unsolicited 
manuscripts Authors may submit 
finished articles or a summary of the 
proposed content. Manuscripts should 
be typed double-space. Send onginal 
and carbon. All articles must be 
submitted fOl the exclusive use of The 
Canadian NUrse. A bloglaphical 
statement and leturn addless should 
accompany all manuscripts. 


A Canadian Nurses Assoclallon. 

 50 The Dnveway, Ottawa. Canada 
K2P 1E2. 


Subscription Rates: Canada: one 
year, $8.00; two years, $15.00. 
Foreign: one year. $9.00: two years. 
$17.00 Single copies: $1.00 each. 

ake cheques or money orders 
payable to the Canadian Nurses 
Associallon. 


Change of Address. Notice should be 
given in advance. Include previous 
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registration number, in a provinCial! 
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applicable. Not responsible for 
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Montreal, P.O. Permit No. 10,001. 
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Janet C. Kerr, associate professor in 
the FaQJlty of Nursing, the University 
of Calgary, is probably best known to 
Canadian nurses as the co-author 
with Shirley R. Good, of 
"Contemporary Issues in Canadian 
Law for Nurses." 
She holds a Specialist in Aging 
Certificate in Public Health from the 
Institute of Gerontology, the University 
of Michigan/Wayne State University, 
and has presented several papers on 
gerontological/geriatric nursing to 
groups that include the Canadian 
Association of University Schools of 
Nursing, Public Health Nursing 
Supervisors in the Province of Alberta 
and nursing staff of institutions in that 
province. 
She has served on a variety of 
committees of professional 
associations, including the Alberta 
Association of Registered Nurses, 
Alberta Public Health Association, 
Canadian Nurses Association Testing 
Service and Canadian Association of 
University Schools of Nursing. 


Guest editorial 
The issues in geriatric/ 
gerontological nursing are not 
diffiQJIt to find; the scope and variety of 
articles in this month's joumal attest to 
this fact. Neverthetess, how many 
practicing nurses make a point of 
becoming informed in this very 
significant area of nursing practice? How 
many are even interested? How 
many students enrolled in schools of 
nursing across the nation have the 
opportunity to experience a curriQJI urn 
sequence designed to assist them to 
leam to nurse elderly people? 
Negative stereotyping of the elderly 
permeates our society, and nurses are 
by no means immune to social values 
and conventions resulting from this 
phenomenon. Unfortunately caring for 
the elderly is commonly viewed in 
nursing as less interesting, less 
challenging and less satisfying than 
caring for persons in other age groups. 
Nothing could be further from the truth! 
Analysis of health service 
requirements for various age groups 
indicates that the elderly require a 
substantial proportion of available 
nursing services in both community 
health nursing and hospital nursing 
practice. It is likely that in the future 
nurses will be spending even more of 
their time engaged in geriatric nursing. 
The population of the 
institutionalized aged is often 
overestimated - possibly because of 
the high visibility of institutions and 
possibiy because we tend to think of 
aging in terms of illness, disease or 
death rathel than a natural biological, 
psychological and sociological 
process that shows great variation 
from one individual to another. 
Currently the former represents only a 
little more than seven percent of those 
over 65 years of age. 
Caring for the sick is an important 
social responsibility and we have 
provided facilities for this in Canada to 
the extent that we now have one of the 
highest institutional bed ratios lor 
persons over 65 years of age of any 
country in the world, according to the 
World Health Organization Expert 
Committee on Planning and 
f)rganization of Geriatric Services. 


Even so, we staff the institutions that 
provide geriatric care for the most part 
with non-professionals. Here we have 
the sick elderly receiving nursing care 
which is rendered in large part by 
untrained individuals. It is obviously 
not a case of insufficient professional 
nurses, but, rather, of not valuing the 
standard of care which can only be 
provided by professionally prepared 
nurses. 
It has been suggested that for every 
aged person in an institution, there are 
two comparable aged persons who 
are housebound and who refuse to go 
the route of the institution. Certainly 
the elderly individual entering an 
institution is likely to lose his network 
of social relationships based in the 
community and thereby lessen his 
capabilities for independent living. For 
this reason, there is a great need for 
more emphasis upon prevention of 
illness through the development of 
viable altematives to institutionaliz- 
ation in the form of strong community 
supportive services for the elderly. 
The philosophy of health care that 
prevails in society finds its 
implementation in the financial 
arrangements which make it possible 
for people to receive that care. If 
these arrangements do not make 
provision for community health and 
social services to enable people to 
stay well and remain in their own 
homes and familiar environments, 
then it would seem that our society 
does not value these ends to the 
extent that we may feel is desirable. 
We need to develop more than token 
home care programs, homemaker 
and handyman services, day hospital 
and day care centers, and so on to 
enable senior citizens to remain with 
their families and in their own homes if 
they so desire for as long as they wish. 
Finally, what is the responsibility of 
community health nursing agencies 
for meeting the health needs of elderly 
citizens? While the voluntary agencies 
have been highly involved in the 
provision of health care to senior 
citizens for a number of years, the 
official health agencies have 
historically been preoccupied with the 
needs of mothers and children. 
Although there is now a beginning 
awareness ofthe need for change and 
some visible evidence of it, there 
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needs to be considerably more 
concrete action in this sphere. 
Community health nursing has an 
important and vital contribution to 
make to senior citizens living 
independently and most certainly 
there is an urgent and important need 
for this serVIce. 
Indeed, practitioners in every area 
of nursing can exert a potentially 
positive influence on the improvement 
of geriatric health care services by 
keeping abreast of the new knowledge 
in this field, by becoming more 
sensitive to the individual and 
collective needs of the elderly and by 
standing up and being counted on the 
issues! 


- Janet C. Kerr 


To our readerø: 
It has been brought to our attention 
that the February issue of The 
Canadian Nurse contained a 
classified advertisement that 
contravened our policy of accepting 
for publication only those ads which 
cannot be considered discriminatory 
under the Human Rights Code. 
We do our utmost to prevent this 
type of unfortunate occurrence. In this 
case, our utmost was not good 
enough. 
We apologize to all or our readers 
who found the ad as offensive as we 
did when it was drawn to our attention. 
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;ears and those great designers at 
I White Sister' are offering you some 
ine new looks in fashion, comfort 
md quality. Our wonderful array of 
Designer's Choice' uniforms comes 
n a variety of basic and innovative 
i.trles; in white and pastel shades; 
In just about any size range. 
;hown: Two-piece ensemble of textured 
:x>lyester knit with button-front top 
md pull-on pants. Available in: 
Nhite or Robin Blue. Misses' 8-16. 
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1 50ld in the uniform department 
)f most Sears retail stores. 
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Declining standards of care 
During the past year nursing staff in 
this province as indeed in most other 
provinces has been greatly reduced. 
This situation has caused much 
concern as on several occasions it has 
literally forced us to run - not for the 
sake of fire or hemorrhage - but in 
order to keep up with workload. 
I could give many examples of 
situations which were potentially 
hazardous although, so fal, not fatal. 
However, the last straw, a 
comparatively trivial incident, came 
when a patient complained that 
although told to drink he had not been 
supplied with any fresh water for 
sixteen houls! 
The fact that I had been busy giving 
an hourly heparin LV. and 


concentrated care to two of my six 
patients (on one occasion I had had 
ten patients) pushing one patient to 
emergency etc. did not impress him. 
As a urological patient he felt and 
indeed I agreed with him that service 
should have been better. Also, since 
he was the fittest of my patients it was 
after my tour of duty ended that I was 
able to make his bed. 
Arriving home that evening I was 
exhausted, frustrated and angry. 
Although I had worked hard and finally 
got everything done, the reason I 
hadn't done my nursing duties at the 
right time was because I was portering 
patients and running to the diet kitchen 
for their lunch etc. This made me 
decide to write to my members of 
parliament in an effort to improve the 
situation. 


RNs-Staff Builders can help you 
go where you' re needed 
California or Florida 


Right now, Staff Builders Medical Servicö 
ed.s 90 
qualified nurses for California as
ignments at prestigi- 
ous hospitals. plu
 dozens of top nurses for Florida 
po
ts. Here are just a few rea
ons why you 
hould con- 
tact us now: 


. lou'U start earning top pa) immediate I} 
· Special Bonus Plan 


· :\Iost specialties needed: aU tours a\ailable 


. Fringe benefits 


· Some openings for new grads. 


. \\e will obtain }our Visa 


· \\e'U help )ou \\ith California and Florida licenses 


· Housing: \\e'U help )ou match }our needs to local 
availabilities 


We 're hiring this week at our Toronto offices. Cdll :'>Jur
e 
Relocation Manager: 


(416) 920-2321 
staff builders MEDICAL SERVICES 
920 Yonge Street. Toronto, Ontario M4W3C7 


I enclose a copy of the letter 
addressed to the Hon. R.H. 
McClelland (B.C. Minister of Health) 
for your perusal. 


Dear Sir: 
Recently a patient under my care 
complained that never in his life had 
he received such poor service! 
Unfortunately his complaint was 
justified! NOT becausl} the Nurse was 
neglecting her duties. NOT because 
the Nurse was at coffee break but 
simply because the Nurse (as indeed 
the rest of the staff) had too heavy a 
workload and too few hands. 
A Registered Nurse with many 
years of experience in all areas of 
nursing, I am used to pressure and 
accustomed to hard work. 
Nevertheless, I am tired that in order to 
maintain high standards of care I must 
give up my coffee breaks and go off 
duty thirty to forty-five minutes late on 
an almost regular daily basis. The sad 
part is that a high percentage of a 
nurse's time is spent in non-nursing 
duties! A mechanic does not change 
tires, a chef does not wash pots. Why 
should a Nurse spend her time 
running messages and specimens to 
the lab, or portering patients to other 
departments? 
If, sir, the government is determined 
to run a hospital on a strict budget with 
a skeleton staff, then, Sir, the public is 
entitled to be made fully aware of the 
reasons for this intolerable situation 
which does indeed sometimes cause 
poor service. Pamphlets should be 
published and placed in each patient's 
drawer (if not pamphlets at least 
display large notices) advising them 
and their relatives of the fact that there 
has been a great reduction In staff 
numbers resulting in extra nursing and 
non-nursing duties, which makes it 
almost impossible to give care to 
every patient at the right time. 
Naturally it is the patient who is the 
least ill who receives less attention. 
Though sometimes their 
psychological needs are greater! 
Perhaps instead of determining size 
of staff by statistics and work 
efficiency experts the government 
should employ a Registered Nurse 
Consultant who actually spends three 
to six months at a time in busy areas 
not discussing, not looking, not 
evaluating or supervising (for as Sir 
Winston Churchill once said anyone 
can criticize not everyone can do!) but 


actually working all three shifts on a 
full-time basis. And who knows, when 
one of the efficiency experts 
experiences the frustration, 
exhaustion and heartache associated 
with modern day nursing maybe the 
human element might once again 
become the greatest part of nursing. 
If all the hours of unpaid overtime 
each nurse had done within the past 
year were added together, we must 
have saved the government 
thousands of dollars. 
I beg of you to take some 
constructive measures to aid your 
fellow man, for who knows perhaps 
you or your loved ones might find 
yourselves without help because one 
nurse is too busy pushing a patient to 
another department and the other 
nurse is too busy answeling the 
telephone which sometimes rings 
incessantly, or answering half a dozen 
call bells which somehow all go on at 
once... 
I would be pleased to discuss this 
increasingly intolerable situation, both 
for the patients' safety and the staff's 
sake with you and your ministers. 
- Thelma Elizabeth Miller, R.N., 
Surrey, B.C. 


Reducing patient anxiety 
I am writing to express my 
appreciation for publishing "Nursing 
the Acutely Psychotic Patient," 
(February). I work in a Psychiatric 
Hospital myself and found this article 
very helpful as I often feel we don't use 
the necessary measures to reduce 
patients, anxiety in their psychotic 
state. 
Hope to see more articles in the 
future regarding the psychiatric 
patient. 
- Marjorie Newton, Reg. N., 
Scarborough, Ont. 


Salutations! 
Dear Hanna: To avoid any possible 
confusion, lest someone share this 
nominal identity with me, I hereby 
declare myself Dann No.1. If, 
however you feel this too "à la 1984" 
you could refer to me as Mrs. Sheila E. 
Dann. 
- Nurse, Ontario, 52-11040. 
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Sa\res 
)'Oll tiIl1e 
Pampers construction 
helps prevent moisture 
from soaking through 
and soiling linens. As a 
result of this superior 
containment, shirts, 
sheets, blankets and 
bed pads don't have to 
be changed as often 
as they would with 
conventional cloth 
diapers. And when less 
time is spent changing 
linens, those who take 
care of babies have 
more time to spend on 
other tasks. 


Instead of holding 
moisture, Pampers 
hydrophobic top sheet 
allows it to pass 
through and get 
"trapped>> in the 
absorbent wadding 
underneath. The inner 
sheet stays drier, and 
baby's bottom stays 
drier than it would in 
cloth diapers. 
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Nursing diagnosis needed 
In response to Jessie Mantle's 
letter of February 1977, we commend 
her for her timely questioning of the 
"appropriate clinical content" for The 
Canadian Nurse. This question has 
been on our mind for a long time. 
We agree that nurses need 
"enough information about the 
pertinent etiology, incidence, signs 
and symptoms of a disease state:' 
but, as Mantle contended, such 
information is obtainable from the 
medical journals and/or medical, 
nursing texts. What we need, in an 
attempt to help nurses improve their 
nursing care, is more than knowledge 
on disease states, we need the ability 
to problem solve. 
A registered nurse is expected 


and has been taught to make 
professional judgments and 
decisions regarding the client 
situation. In order to do this, the nurse 
should be able to use the knowledge 
she possesses. Nursing diagnosis, as 
mentioned by Mantle, is the 
mechanism through which the nurse 
demonstrates her ability to apply 
scientific knowledge in the provision of 
patient care. Furthermore, the 
knowledge on disease states which 
we gain today may be outdated by 
tomorrow, because of the 
advancement of scientific and medical 
technology in our complex society. 
Thus the issue to which we 
should address ourselves is not the 
knowledge on disease states, but 
rather, the thinking process. The 


WHEN YOU'RE 


IN OTTAWA 


BE SURE TO SEE ONE OF CANADA'S FINEST 
SELECTIONS OF WHITE AND COLORED 


UNIFORMS 


at 


HOSfa.Y Wttifas 
(THE COMPLETE UNI FORM SHOP) 
WE ALSO CARRY: 


White Shoes 
Hosiery 


:t 
Ltd. 


Slips 
Panties 


Nurses Caps 
Bras 


BELL MEWS PLAZA, BELLS CORNERS, ONTARIO 
Mrs. Catherine Buck, R.T.R. (Mgr.) 
P.S. OH YES, WE ARE OPEN EVENINGS 


clinical articles published in The 
Canadian Nurse should deal mainly 
with the areas on nursing diagnosis 
and nursing process. 
- Shirley Wong, R.N., Julia Wong, 
R.N., Halifax, N.S. 


Nursing intervention 
I would share Jessie Mantle's 
concern regarding the interpretation of 
the term "clinical" and therefore the 
types of articles which 'woukl be 
acceptable for publication in the 
journal. I agree with your view that 
.....information about pertinent etiology... 
of a disease state ..." if one exists is 
important. But much of nursing care is 
or should be addressed to 
health-related problems in which no 
disease state is evident; sharing of 
information and experience regarding 
this care is important. 
We have been concerned for some 
time about the whole question of 
describing patient problems 
amenable to nursing in terms which 
are conceptually consistent with 
nursing intervention, Le.. making a 
nursing diagnosis. During the past two 
to three years, we have been 
attempting to develop a listing or 
taxonomy of such nursing diagnoses; 
and at the present time, with 
assistance from National Health 
Research and Development funds, we 
are formulating a proposal to test the 
wider application of this approach. 
This experience has brought me to 
the view that widely understood and 
accepted terminology describing 
nursing diagnoses (examples of 
which are cited by Jessie Mantle) 
would result in improved patient care 
plans and should provide the basis for 
a more precise description of nursing 
care and for evaluation of its 
effectiveness. 
For example, it seems to me that if 
we are to benefit by Jessie Mantle's 
valued nursing contribution, we need 
to be attuned to the terminology of the 
problems with which she is assisting 
the patient/family to cope, e.g. fears of 
death, changes in body image, pain 
and changes in activities of daily living; 
furthermore, if we are to care 
adequately for patients, we urgently 
need to share our growing knowledge 
regarding nursing problems and our 
nursing intervention. 
- Phyllis E. Jones, Professor, Faculty 
of Nursing, Umversity of Toronto. 


Abortion Pro and Con 
As a registered nurse no longer 
employed in nursing, I find the present 
"Canadian Nurse" most valuable. I 
treasure my knowledge and past 
experience, but am most keen on 
learning new things and staying aware 
of what's happening now in nursing. I 
appreciate the case study type of 
article the most. 
I commend you for the article 
"Abortion Counselling" by 
Easterbrook and Rust (January, 
1977). Would that all centers had such 
a nursing team as does Toronto 
General Hospital. There is so much 
misunderstanding surrounding this 
issue, that many abortion patients are 
not getting the type of care that would 
be called optimum. I hope that other 
centers get inspired by the article so 
that abortion patients throughout 
Canada may benefit from the work at 
T.G.H. 
Please keep up the good work. J find 
the magazine more interesting with 
each issue. Thank you! 
- Barbara Cope, Reg. N., Otterville, 
Ont. 


So, the Toronto General Hospital 
has set up a 'New Role for Nurses'- 
counselling women who have decided 
to dispose of their children before they 
are born. I wonder if this hospital 
provides such wonderful service to 
mothers with sick children - mothers 
who want their children to live? 
This is one of your readers who 
would prefer you filled the pages of 
The Canadian Nurse with stories 
about nurses who are working in the 
field of preserving lives. Hopefully we 
are still in the majority. - Name 
withheld, Powell River, B. C. 


As a nurse I am very disappointed 
in the article and disagree in the 
encouragement of nurses being 
involved in such counselling. In my 
opinion, this is a direct promotion of 
abortion when, today, there are so 
many altematives, for example 
organizations such as Birthright and 
Right to Life which promote the life of 
the child. 
- A Concerned Nurse, (name 
withheld) Charlottetown, PEl. 
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Tell your patients about 
polyunsaturates. 
Because Fleischmann's Margarine is made 
from 100% corn oil, it has a very high poly- 
unsaturate level-40%, and only 18% saturates. 
A very sensible choice for patients with 
cholesterol problems. Incidentally, when you 
recommend Fleischmann's for its health 
benefits, they'll thank you for the 
taste! Fleischmann's. We make all 
our margarine with 100% corn oil. 


Egg Beaters, the anti-cholesterol 
eggs. 
The average large egg contams 275 mg. 
of cholesterol. It's the single highest source 
of cholesterol in man's diet. By replacing 
egg yolks with corn oil and a vitamin/ 
mineral fortified nutrient, we've reduced 
the cholesterol content of eggs by 98%. Yet 
Egg Beaters look, cook and taste like fresh 
farm eggs. They're versatile and delicious. 
Egg Beaters. Even cholesterol patients 
can eat them every day. 
In your grocer's freezer 
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Special give-aways to help 
your patients. 
Please send me at no extra charge: 
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"::: / Z'" "Cooking with Egg Beaters" 
/ . / _ Eng. copies _ Fr. copies 
.
 "Cholesterol. Calorie, 
. Sodium Calculator" 
Mail to: Fleischmann's. ConsW11er Senice Division. 550 Sherbrooke Street West. 
Montreal. Quebec. H3A J B9 
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DEVELOPING A 
N TRADITION. 


A new tradition of professional responsiveness. 
A new commitment to expanded medical services through increased 
product development, brooder medical communications, greater patient 
information, enhanced pacl"aging. 
Our new tradition will be bocl"ed by the some commitment, vigor and 
intensity that introduced insulin to the world. That put Connaught in the fore- 
front of biological research. 
And the new tradition, together with our ongoing dedication to research, 
is still another way in which we can continue to contribute to the health core 
needs of Canada... and the world. 
For any professional or medical information please call our Customer 
Service Deportment (416) 667-2779 or the Medical Director (416) 667- 2622. 
Connaught Laboratories Limited · 1755 Steeles Avenue, West. P. O. 
ßox 1755, Station "A". Willowdale, Ontario M2N 5T8 


o NAUGHT 
where service complements researc 
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Members of CNA's Special 
Committee on Nursing Research took 
a break during their recent two-day 
meetmg in Ottawa to have their 
picture taken. Standing, left to right 
are: Rose Imai, Ottawa; Odile Larose, 
Montreal; Jacqueline Chapman, 
Toronto; Helen K. Mussallem, CNA 
executive director; Joan Gilchrist, 
CNA president, Montreal; Peggy 
Overton, committee vice-chairman, 
Edmonton; Helen Glass, committee 
chairman, Winnipeg; Margaret 
Rosso, Regina; Ada Simms, 
Carbonear, Nt/d.; Lesley Degner, 
Winnipeg; Marion Kerr, CNA research 
officer. Committee members absent 
for the meeting were Margaret 
Scott-Wright, Halifax, and Pamela 
Poole, Ottawa. 
During the meeting, held at CNA 
House on February 21 and 22, the 
committee prepared a review of the 
Report of the Task Force on Cervical 
Cancer Screening Programmes (the 
Walton Report) released last June. 
(See The Canadian Nurse, June, 
1976). 
Highlightsofthe review, prepared in 
response to a request from the Board 
of Directors of the Canadian Nurses 
Association, follow: 


Comprehensive data base 
The Report analyzed data from a 
number of sources. These data were 
not necessarily complete nor 
comparable and referred only to short 
time periods. With this kind of 
information, it is difficult to make valid 
comparisons between provinæs or 
programs. In addition, intemational 
referenæs to studies of cervical 
cancer were limited to research 
conducted in the Westem 
industrialized nations. The committee 
agreed with the finding of the Report 
that in order to make meaningful 
comparisons: 


. a æntralized registry for cervical 
cancer is essential 
. further investigation into 
developing uniform terminology is 
required 
. standardized methods of 
reporting incidence and mortality rates 
are also needed. 
This type of information must be 
collected over a long period of time so 
that longitudinal data are available in 
addition to cross-sectional data. 
Expert advice on the development of 
such a data base is essential to collect 
the right kind of data and to ensure that 
appropriate statistics are used when 
reporting comparisons. 


Lifestyle factors 
In addition to improving the reporting 
system, it would appear that more 
clear-aJt evidenæ should be obtained 
from multivariate, multicultural 
research if lifestyle factors are to be 
used to identify risk groups. 


Mechanisms of implementation 
If the development of the data base on 
cervical canær continues to justify the 
need for screening programs, 
possible strategies for implementation 
should be explored. The following 
general principles would appear to be 
important during planning stages: 
. Implementation of programs 
should be decentralized and should 
allow enough flexibility to 
accommodate differenæs in medical 
practiæs and to permit the 
development of innovative methods in 
each province. 
. Some coordination of proposed 
plans for implementation is necessary 
to obtain comparable data across 
Canada. 


- {, 


. Detailed planning of potential 
costs should be made. Provision must 
be made for the integration of new 
programs into the existing health and 
social services system so that current 
services are utilized advantageously 
and there is minimal duplication. 
Although the Report suggests that 
such a program will not require 
additional costs, during 
implementation phases it may be 
necessary to duplicate services as 
opposed to direct substitutions. 
. A comprehensive educational 
program must be planned not only for 
health professionals providing 
serviæs but also for the general 
public. Careful interpretation will be 
required when screening pattems 
change. When some routine services 
that have been accepted in the past, 
for example, are to be withdrawn or 
changed for women in certain age 
groups the women will need to be 
informed of the risks. Further, care 
must be taken that classification of 
women as "high risk" does not result 
in social stigma. 


Evaluation 
Plans for evaluation should be made 
when new programs are being 
developed. A requirement should be 
made, then, that each proposal for a 
screening program include an 
evaluation component. Careful 
monitoring and documentation of 
each program is essential and this 
information should be made available 
on a national basis. Expert 
consultation in program evaluation will 
be neæssary to ensure that: 
. programs are monitored 
. valid services are being provided 
. adequate follow-up is provided to 
persons for whom the present pattem 
of services is altered. 


Orthopedic Nurses 
hold education day 


Two and one-half years ago, a group 
of southem Ontario nurses interested 
in providing better care for the 
orthopedic patient got together and 
decided to "do something." Organizer 
Melanie Hitch contacted the American 
Orthopedic Nurses Association and 
with their help started what today is 
known as the Toronto Area Interest 
Group of the Orthopedic Nurses 
Association. 
With an active mentJership of 
approximately 80 nurses, the group 
meets onæ a month to keep abreast 
of new trends and developments in 
orthopedics and ultimately to leam 
better ways of caring for their 
orthopedic patients. So far, the only 
other such interest group in Canada is 
located in Hamilton, Ontario with Irene 
Cummings as president. 
One of the main objectIVes of the 
Interest Group was met in 
mid -February when they held their fi rst 
education day. The conferenæ was 
enthusiastically received by the 265 
nurses who attended - nurses who 
came from all across Ontario, from 
London, Hamilton, Ottawa, 
Peterborough and as far as North Bay 
- to hear speakers discuss various 
aspects of care as it relates to the 
orthopedic patient. 
Heather Reuber, President of the 
Toronto Area Interest Group and an 
O.A. nurse at St. Michael's Hospital in 
Toronto, introduced Dr. Robert 
McMurtry, orthopedic surgeon at the 
Sunnybrook Medical Centre in 
Toronto who discussed priorities and 
approaches in treatment for the 
patient suffering from accidental 
trauma in the light of his experience as 
a member of the Regional Trauma 
Unit at that hospital. 
In reminding the audience of the 
importance of prompt diagnosis and 
treatment of traumatic injuries, Dr. 
McMurtry encouraged nurses always 
to have a sense of curiosity about 
"what else" is happening to the patient 
both on the wards and in emergency. 
Alert and questioning nurses can be 
instrumental in recognizing the less 
obvious injuries that might 
compromise a patient's life. 
Dr. John Barrie, consultant 
(continued on page 16) 



Improve your clinical knowledge. 
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. .. of pharmacology. 
THE PHARMACOLOGIC BASIS OF PATIENT CARE New 3rd Edition 


In this comprehensive revision, you'll find much 
new data including expanded discussions of 
drug-drug and drug-food interactions, 
hyperalimentation, content of the problem- 
oriented record and drug therapy, steroid drug 
therapy, and drug administration to pediatric pa- 


tients. It's thoroughly up-dated, and a new In- 
structor's Guide will be available too. 
By Mary K. Aspemeim. MD, Medical Univ. of South 
Carolina; and Laurel A. Eisenhauer, RN, MSN, Boston 
College School of Nursing. About 575 pp. lIIustd. About 
$11.30. Just Ready. Order #1437-X. 


... of psychiatric nursing. 
PSYCHIATRIC NURSING AS A HUMAN EXPERIENCE New 2nd Edition 


A popular text, well known and respected for its 
humane concerns, Psychiatric Nursing as a 
Human Experience will be more interesting and 
informative in its new 2nd edition. It has been 
substantially expanded, and now it offers totally 
new chapters on Human Sexuality, 
Psychosomatic Illness, Antisocial Personalities, 
Family Therapy, and Group Therapy. In addition, 


material on transactional analysis has been 
added throughout, and the excellent bibliog- 
raphies have been thoroughly revised. 
By Lisa Robinson, RN, PhD, Prof. of Psychiatric Nurs- 
ing, Univ. of Maryland School of NursIng; with contribu- 
tions by Delores McManama and Ann Cain. About 480 
pp. Illustd. About $10.30. Ready April 1977. 
Order #7621-9. 


. . . of physical assessment. 
CONCEPTS AND SKILLS IN PHYSICAL ASSESSMENT 


This book can save you valuable time in teaching 
yourself the basics of physical examinations. It's 
a modular syllabus for self-study (with instructor 
guidance). Each of its 23 units includes a pre- 
test, glossary, clinical component, a self-test, 
response sheets, and handy reference cards for 


. . . of cardiac arrhythmias. 
THE CARDIAC RHYTHMS 


Here's a self-teaching guide to recognizing and 
interpreting cardiac arrhythmias. The dynamics 
of the normal heartbeat are carefully discussed 
and form the basis of a sound working knowl- 
edge of physiologic principles. With that foun- 
dation, you can quickly move on to an under- 
standing of the more difficult-to-analyze abnor- 
mal rhythms. The effects of the autonomic nerv- 
ous system and the cardiac drugs on ar- 
rhythmias are also clearly described. Provision is 
made throughout for self-testing. 


By Raymond E. Phillips, MD and Mary Kay Feeney, RN. 
354 pp. 928 ill. $13.15. Oct. 1973. Order #7220-5. 


use during actual examinations. An Instructor's 
Guide will be available. 
By Mary Jane Sauve, RN, BSN, MSN, Calif. State Col- 
lege, Sonoma, Rohnert Park; and Angela R. Pecherer. 
RN, BSN, MSN, Intercollegiate Center for Nursing 
Education, Spokane, Wash. 427 pp. Soft cover. About 
$11.30. Feb. 1977. Order #7939-0. 


. . . and your staff's 
knowledge too! 
INSTRUCTOR'S KIT FOR 
A CARDIAC CARE COURSE 


Valuable for use in cardiac care workshop ses- 
sions, this kit includes 100 black-and-white 
35mm slides depicting more than 250 EKG's. 
The slides graphically portray all common ar- 
rhythmias. A ring-bound manual offers problem 
challenges for students and guidelines for the 
instructor in preparing the workshop. The mate- 
rial presented in this kit is ideal to use in con- 
junction with the book-The Cardiac Rhythms. 


By Raymond E. Phillips. MD, FACP. 100 black-and- 
white 35 mm slides, and a 58 page ring-bound manual. 
$103.00. April 1976. Order #9917-0. 
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Ontario nurses document 
declining standards of care 


When provincial govemments across Canada initiated cutbacks and 
curtailments in health care spending, there was a cry of protest from the 
public and from providers of health care services, that cutbacks would result 
in a deterioration in the quality of care provided. Over the past year, the 
effects of budget restraints in health care delivery have varied from province 
to province. In an attempt to reduce the high cost of health care, some 
provincial govemments have taken steps such as closing hospitals, cutting 
hospital budgets (a move which has forced hospital administrations to close 
beds and to cut staff), and allowing little or no increase in the amount of 
money available for nursing homes, home care, and community programs. 


One group which has indicated 
concem about the effect of these 
measures on the quality of health 
service in their province is the Ontario 
Nurses Association. Recently ONA 
released a Health Care Review as an 
expression of concem with what it 
sees as "a decline in the Health Care 
Services in Ontario. . 
The report, researched over the 
past year by Barbara Linds, is the 
result of discussions held with 
representatives of local chapters of 
ONA. an association including 23,000 
nurses across Ontario, nurses 
involved in many aspects of health 
care, from both urban and rural 
settings. 
The report concentrates on eight 
major areas of concem: nursing 
homes and homes for the aged; 
psychiatric facilities; misuse of 
hospital facilities, beds, and services; 
wastage and unnecessary expense; 
high quality care at less cost; 
community nursing services; public 
health; and nursing workload and 
patient care. 
In all, 41 recommendations for 
change are made, recommendations 
which the report states: "have been 
made time and time again in 
numerous studies, many 
commissioned by the Ministry of 
Health. To date, we have seen few of 
them implemented." 
Although the recommendations 
themselves are not umque, the report 
is characterized by an unusually 
strong nursing perspective. Included 
in the preface to each group of 
recommendations are statements 
made by nurses about how they view 
the present health care situation. 
These are just a few of their 
comments: 


On nursing homes 
"We have forty patients on the chronic 
floor and twenty on the medical floor 
waiting to get into the home for the 
aged. Most of them die before they 
get in. They just built a new home in 
the area, and it's already full. We have 
132 beds in our hospital. " 


On psychiatric facilities 
"We know we are sending people 
back to home situations that are the 
same as the ones that sent them to the 
hospital in the first place, but there is 
not much in the way offollow-up in the 
community for them. " 


"We have a good psychiatric 
follow-up program in public health 
and we have a community mental 
health program. As well, public health 
nurses are involved, working with a 
psychiatrist in the community..." 


On misuse of hospital facilities 
"In our whole area, everything which 
could be done by public health, home 
care and doctors in their offices - it all 
gets focused on the emergency 
department" 


"Since the 'cuts' we have had people 
in emergency for 24 to 72 hours 
waiting for a bed. Before, that was 
rare." 


On wastage and unnecessary 
expense 
"They built a fantastic new Intensive 
Care Unit nursery nine months before 
a specialized hospital was built in our 
area. Any newboms requiring 
specialized services are immediately 
transferred. We feel this is poor 
planning. " 


"When we send patients to other 
hospitals with test reports, they do the 
tests all over again. " 


On home care services 
"Home care isn't as effectively used 
as it could be. It doesn't relieve 
hospital beds because patients aren't 
discharged quickly enough to use 
what home care was meant for in the 
first place. This is bec!1use doctors 
don't refer people. " 
"I have worked in the health unit for 
five years and don't remember once 
getting a referral from a head nurse." 


On public health 
"Our school health program has been 
cut back to less than one third of our 
time. If they don't see you in the 
school, they don't use you as much." 


"In one hospital, we visit each new 
mother in the hospital. In another, we 
aren't allowed on the floor, because 
they don't like us bothering the 
mothers. " 


"Every year our number of visits 
increase by 2,000. No new staff. They 
increase our programs and don't 
evaluate the old ones. They just add 
on. Many staff respond to family 
requests on their own time." 


On workload 
"It's like a car wash - we attempt to 
give adequate physical care and 
that's it. Patients tend to get more 
information from the housekeeping 
staff because they are in the rooms 
more often. " 


"We cannot see the concem on the 
part of Administration for the patient. 
There is no longer patient-centered 
care. When we are understaffed the 
attitude seems to be 'it's too bad you'll 
just have to manage. " 
The report focuses on the areas of 
greatest concern within the present 
health care system, and proposes to 
bring these concerns to public 
attention, "to begin a process of 
questioning and discussion in our 
communities. " 


In conclusion, the report makes five 
broad recommendations: 
. Restructure the present 
fragmented, overlapping, costly and 
inefficient health care services by 
developing a planned, coordinated, 
health care system with a shift in 
emphasis from the acute institutional 
care concept to preventive, supportive 
and rehabilitative community health 
care. 
. Involve citizens and health care 
workers in all aspects and levels of 
planning and evaluating health care. 
. Identify and validate community 
needs, from which appropriate 
programs would be developed and 
funded accordingly. 
. Continuously monitor programs 
to provide flexibility in meeting the 
changing health needs of the public 
and to provide appropriate value for 
monetary support 
. Delegate responsibilities and 
functions to health workers based on a 
comprehensive assessment of their 
abilities to contribute. 


Health happenings 
A group of Ja.:>anese nurses visiting the 
offices of the American Joumal of 
Nursing, had some tips to offer 
prospective participants in the 16th 
Quadrennial Congress of the 
International Congress 01 Nurses. 
Among the questions they answered, 
according to a report in the February 
issue of the AJN: 
How expensrveis Tokyo? 
. A nurse who passes up the more 
elaborate dining rooms in favor of small 
nelQhborhood restaurants, can manage 
on between $10 and $20 a day, 
inctllding transportation, but exclLding 
hotel costs. 
What about shopping? 
. Finding English-5peaking sales people 
is easy in large shopping centers but not 
to be depended on elsewhere. A 
number of Japanese nurses have, 
however, volunteered to act as glides. 
.A souvenir shop will also be available 
at the site of the ICN meeting. 
Food and drink? 
.If you insist on coffee you would be well 
advised to cany your own instant variety, 
available in Japanese markets. 
. Although rice is the staple item in 
Japanese diets, seafood and 
mushrooms are also irTlJortant and 
Japanese meats, particularly beef, are 
excellent. 
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New Reevescope 
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(Continued /rom page 12) 
pathologist at the Toronto East 
General Hospital and at the 
Orthopedic and Arthritic Hospital, 
Toronto, believes that pathology can 
be fun. Humorously and with great 
ingenuity. he reviewed the pathology 
of rheumatoid arthritis and described 
the marvels of cartilage. His advice to 
old people was: "Lengthen your 
stride." Joints which don't stretch or 
extend to the fullest, he said, quickly 
become useless. He encouraged 
nurses to be sure that the older patient 
walks with a long stride - "It will add 
ten years to your patient's life." 
One problem the orthopedic 
nurse faces lies in making the correct 
assessment and giving the 
appropriate treatment to the patient 
who complains of "pain." Vahe 


Kehyayan, faced this problem as a 
nursing student when working nights 
at the Orthopedic and Arthritic 
Hospital in Toronto. 
The patient may say "I have pain," but 
he may mean something quite 
different. Kehyayan now, psychiatric 
nurse consultant, stressed that 
patients should have a choice in the 
treatment of their pain. 
A highlight of the day was the 
panel presentation of a nine-member 
patient care team from the Orthopedic 
and Arthritic Hospital consisting of an 
orthopedic and arthritic specialist, 
orthopedic surgeon, primary nurse, 
pharmacist, dietician, physiotherapist, 
occupational therapist, social service 
student and the hospital coordinator of 
home care. Dr. Swanson, Director of 


the Arthritic Service, explained that 
the entire team meets on a bi-weekly 
basis to discuss each patient and plan 
his assessment, treatment and 
evaluation. Using the problem-solving 
approach, they focus on the person 
who has the disease rather than on the 
disease itself. Everyone on the team, 
contributing his/her unique 
knowledge of the patient, assesses 
the problems and suggests possible 
solutions - solutions not only to 
medical problems but also financial, 
emotional or family difficulties the 
patient might have In this way, they 
believe that the "whole" patient is 
cared for and that the end goal of 
effective daily living is met. 
The concluding speaker was Dr. 
Robert Salter, Professor of 


Orthopedics at the University of 
Toronto and Chief Surgeon at the 
Hospital for Sick Children, widely 
recognized for the inominate 
osteotomy (known in other countries 
as the Salter operation) used in the 
treatment of Legg-Perthes disease. In 
his talk, he touched on the physiology 
of Legg-Perthes disease and current 
treatment. Adding weight to the 
previous discussion of total patient 
care, Dr. Salter emphasized the 
importance of the "child's head" as 
well as the "femoral head" in deciding 
on treatment - whether it be surgery, 
a brace, casts or bedrest. 
At the end of the day, president 
Heather Reuber announced that the 
Interest Group was hoping to make 
the orthopedic day an annual event. 


Outstanding Texts zn Nursing 


PRINCIPLES AND PRACTICE OF NURSING 
Sixth Edition. Virginia Henderson, R.N., A.M., and Gladys Nite, R.N. A.M., with 17 contributors 
This classic text and reference volume provides an indis- and rehabilitative health care are emphasized and scientitic 
pensable source of information for student and practicing principles underlying nursing and related tields are ex- 
nurse alike, and for all those interested in basic health care. amined in detail. Throughout this volume, the authors 
It has been extensively revised and expanded. and greatly avoid jargon and maintain an integrated view ot the pa- 
enriched by the contributions of a second author and 17 tient's emotional. physiological. and spiritual needs. 
other clinically-active nurses. Many tables. charts, photographs. and drawings con- 
As in past editions. health maintenance is the primary tribute to the clarity ot the text. 
focus of this definitive volume. Preventive, supportive, 1978 1600 pages (approx.) lIIus. 521.95 


NORMAL AND THERAPEUTIC NUTRITION 


Fifteenth Edition Corinne H. Robinson, M.s., D.se. (Hon.1 R.D., Professor of Nutrition Emeritus, Drexel University; 
and Marilyn R. lawler, M.s., R.D.. formerly, Yale-New Haven Medical Center and Southern Connecticut State College 


This world-famous textbook provides a complete founda- 
tion in the science of nutrition-both normal and therapeu- 
tic-for students of nursing and dietetics. It continues to 
offer substantial coverage of the application of nutrition to 
meal selection for the entire life cycle, with respect to 
economic psychologic, and cultural factors. 
Among the important additions to the fifteen edition are: 
· mechanisms for action ot vitamin D 
· the role of zinc in nutrition 
· "health tood" and "natural food" movements 
· emphasis upon world crisis in tood supply 
· dangers of overfeeding in infancy 
· food-drug interactions 


· behavior moditication in obesity 
· high-fiber diets and revise.-1 diets for diabetes mellitus, 
etc. 
1977 768 pages (approx.) lIIus. 514.25 
A New Feature: 
Now for the first time. an outstanding new workbook is 
available to accompany Normal and Therapeutic Nutri- 
tion. Fifteenth Edition, or any other textbook ot nutrition. 


CASE STUDIES IN CLINICAL NUTRITION: A 
Workbook and Study Guide for Students ot Nursing and 
Dietetics 
208 pages (approx.) lIIus. 56.50 


COLLIER MACMILLAN CANADA LTD. Dept. C. 1125B Leslie 51.. Don Mills. Onto M3L 2K2 t;,lIÚr.. 
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Years ago, most ostomates went home with a so-called "permanent" appliance. The 
disposables available then were mainly for post-op use. Now, though, thele's a 
family of simple, convenient disposables your patient can wear home with confi- 
dence. These Hollister disposables offer all you'd expect of "post-op" appliances: 
lightness, one-piece construction, ease of handling. Yet they're strong-made of a 
tough multi-layered film that holds back odor more than 200 times as effectively as 
common polyethylene plastic. Thousands of ostomates who were started with 
Hollister disposables in the hospital have gone right on using them as their full-time 
appliances. Your patients can, too. 


OSTOMY PRODUCTS 


THE DISPOSABLE OSTOMY APPLIANCES 
MADE FOR EVERYDAY WEAR 
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COLOSTOMY: 
Send her home confident. 
An odor-barrier Karaya Seal stoma 
bag will provide 
skin protection, 
security, and 
simple self-care 
until her 
colostomy is 
regulated. And 
Hollister's ver- 
satile, mess- 
minimizing 
Combination 
Cone/Tube 
Irrigator Kit offers an easy way to 
establish her irrigating routine. 
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ILEOSTOMY: 
Send him home secure. 
Specify a Karaya Seal Drainable- 
the disposable 
that provides 
effective skin 
protection 
without elaborate 
skin preparation. 
It fits snugly 
around the stoma. 
sealing off skin 
from potentially excoriating 
discharge. yet is easy to put 
on, easy to empty, and easy 
to dispose of. 


NO-CHARGE EVALUATION SETS AVAILABLE. 
Write on professional or hospital letterhead. 


The,e'. a Hom.'e, P,oducl to .Imp"/Y 
every .toma-ca'e ta.k 
HOLLISTERCPJ 
HOLLISTER LIMITED. 322 CONSUMERS ROAD, WlllOWDAlE. ONTARIO M2J IPB 
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UROSTOMY: 
Spare her the faceplate-cement- 
solvent routine. 
Requisition 
Urostomy Bag 
appliances by 
Hollister. These 
one-piece dis- 
posables have a 
convenient drain 
valve for ambula- 
tory patients, a 
snap-on tube for 
bedside drainage, 
and do away with 
the time-consuming 
ritual associated with 
most "permanent" appliances. 
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Looking 
for contemporary, new texts 
for next setnester? 


Look to Mosb
. 


A New Boo/...! 


MA TERNITY CARE: 
The Nurse and the Family 


Emphasizing the human dimensions of childbirth, this dynamic 
new text helps you prepare students to function as competent, 
sensitive maternity nurses in today's changing society. Discussions 
integrate psychosocial factors with current clinical information and 
show how to apply this to actual patient care. Throughout, the authors 
provide detailed plans for nursing intervention based on diagnostic, 
therapeutic, and educational objectives. They stress the importance of 
setting care goals before planning care or attempting to assess results. 
All information is logically arranged, following the chronologie order 
of conception, pregnancy, labor and complications, birth, post 
delivery, and parenthood. Superbly illustrated with more than 650 
original drawings and photographs, chapters examine such diverse 
topics as contraception, genetics, infertility, and legal aspects of 
maternity nursing. Comprehensive clinical information. . . a conve- 
nient format ... emphasis on the human dimension ... quality 
drawings and photographs - these are the elements that make the 
text uniquely significant in the literature of maternity nursing. 


By Margaret Jensen, R.N., MS., Ralph C. Benson, MD., and Irene M 
Bobak, R.N., MS. April, 1977. Approx. 832 pages, 8W' x 11': 659 iIIus. 
About $18.40. 




IaternaV Child 


A New Book! ASSESSMENT AND MANAGEMENT OF 
DEVELOPMENTAL CHANGES IN CHILDREN. By Marcene L 
Erickson. R.N., B.S N. M.N. This new text provides a systematic 
approach to developmental screening and assessment of infants 
and preschool children. It carefully shows how to use specific 
assessment tools to the best advantage. and how to plan the 
management of behavioral problems caused by developmental 
changes. The author suggests supportive approaches for use 
with parents before, during, and after the assessment of their 
child. July. 1976.280 pp., 161 illus. Price, $8.95. 


A New Book! BEHAVIORAL APPROACHES TO CHIL- 
DREN WITH DEVELOPMENTAL DELAYS.BySallyM. O'Neil, R.N., 
Ph.D.; Barbara Newcomer McLaughlm, R.N., M.N.; and Mary Beth 
Knapp, R.N., M.S.N.: with 29 contributors. In this new book, leading 
authorities in the fields of behavior modification. mental 
retardation, and child development demonstrate the use of 
behavior modification techniques in the management of children 
with developmental delays. Organized into sections on early, 
middle, and late childhood, case studies show how to apply 
principles and provide models for program planning and 
evaluation. Cases deal with both the "normal" and "exceptional" 
child. March. 1977. Approx. 200 pp., 58 iIIus. About $6.85. 


2nd Edition! TEACHING CHILDREN WITH DEVELOP- 
MENTAL PROBLEMS: A Family Care Approach. By Kathryn E. 
Barnard, R.N., B.S.N., M.S.N.. Ph.D. and Marcene L Erickson, R.N.. 
B S.N., M.N. This helpful text presents both the rationale and 
specific approaches for teaching young children and infants with 
developmental disabilities. It can help students develop the 
creative problem-solving skills and sound strategies demanded 
in daily care and management. This revision incorporates the 
latest information on child development and handicapping 
conditions, family reactions and strategy planning. and methods 
for observation and assessment. Emphasis is on parental roles 
and nursing responsibility - a new chapter fully explores how 
nurses can work with parents in the group setting. 1976, 194 pp., 
illustrated. Price. $6.60. 


Beha\Tioral Science 


New 2nd Edition! BEHAVIOR MODIFICATION AND THE 
NURSING PROCESS. By Rosemarian Berni, R.N., M.N. and WIlbert 
E. Fordyce, Ph. D. The new 2nd edition of this widely known text 
presents practical. up-to-date guidelines to help students apply 
behavioral modification techniques to a variety of deviant or 
disordered patient behaviors. Focusing on operant conditioning 
or contingency management. the text explores applications in 
diverse health care settings Extensively revised and updated 
chapters examine such topics as: increasing or decreasing 
behaviors, pinpointing targets measuring behaviors. reinforcers. 
and systems implementation and evaluation. Many additional 
demonstration problems and study examples help students apply 
the concepts presented. May. 1977. Approx. 160 pp., 10 illus. 
About $5.80. 


MedicaV Surgical 


A New Book! PEDIATRIC NEUROLOGIC NURSING. By 
Barbara Lang Conway, R.N.. M.N. The author focuses on deficient 
neurologic development as the basis for many pediatric 
disorders, as she presents clinical information that helps 
students recognize the signs of neurologic abnormalities. The 
text begins with a clear, detailed account of neurologic 
physiology. pathophysiology, function. and normal development 
of perception, integration, and response. Following chapters 
provide techniques for general neurologic assessment and for six 
categories of specific disorders. Discussions of each disorder 
describe specific manifestations and appropriate nursing care. A 
final chapter explores such adaptive problems as learning 
disabilities. mental retardation. etc. February, 1977. 382 pp., 102 
illus. Price, $15.25. 


New 2nd Edition' CARE OF THE OSTOMY PATIENT. By 
VirginiaC. Vukovich, R.N., E. T. and Reba Douglass Grubb. B.S. This 
book continues to show students how to meet the special 
physical and emotional needs of ostomy patients. Its how-to 
approach focuses on the patient before and after surgery and 
throughout social and vocational rehabilitation. This new edition 
has been extensively revised and updated to include current 
techniques for pre- and post-operative care and patient teaching; 
and offers new material on physiology and medications. Students 
will especially appreciate such new features as the nutritional 
table of foods containing sodium and potassium; and the 
18-point guide for complete nursing assessment. April. 1977. 
Approx. 160 pp.. 23 iIIus. About $6.85. 


Tem1Înolog)T 


A New Book! NURSING AND MEDICAL TERMINOLOGY: 
A Workbook. By Ruth K. Radcliff. R.N., M.S. and Sheila J. Ogden, 
R.N., B.S. This workbook - the first of its kind - combines 
medical and nursing terminology in a comprehensive, single 
source. Extensively classroom-tested, it can help students 
develop and expand their nursing and medical vocabulary as they 
prepare to learn various subjects to implement nursing care. 
Beginning chapters introduce terminology components - 
prefixes, medical combining forms, and suffixes. Subsequent 
chapters then organize material according to body systems. A 
final chapter presents abbreviations and symbols used in 
medicine and nursing for oral and written communication. Three 
sell-evaluation quizzes. answer sheets, and flash cards accompany 
each chapter - making this workbook a valuable self-help guide 
for either classroom or individual learning. January, 1977. 212 
pp.. 27 iIIus. and 784 flash cards. Price, $11.05. 


MOSBY 


TIMES MIRRDR 


THE C. V. MOSBY COMPANY. L TO 
86 NORTHLINE ROAD 
TORONTO. ONTARIO 
M4B 3E5 


We've built a reputation for quality and diversity in nursing publishing. 


A-70419 
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Phannacolog)T 


13th Edition! PHARMACOLOGY IN NURSING. By BettyS. 
Bergersen, R.N., M.S., Ed.D. and Andres Goth. M.D. Written by a 
nurse for nurses, this well written text continues to be the most 
widely accepted in its field. This new 13th edition thoroughly 
examines pharmacology as it relates to clinical patient care. 
Fact-filled discussions explain the basic mechanisms of drug 
action, indications, contraindications, toxicity, side effects, and 
safe therapeutic dosage range. Emphasis is on understanding 
drug action in the human body in order to ensure rational and 
optimal drug therapy. Presenting the most current drug data 
available, this new edition features: a major revision of 
information on drug legislation, respiratory system drugs, and 
skeletal muscle relaxants; inclusion of DESI ratings; and in- 
creased emphasis on pharmacodynamics. Two new chapters, 
"Antimicrobial Agents" and "The Effects of Drugs on Human 
Sexuality, Fetal Development, and Nursing Infants," reflect this 
edition's increased emphasis on nursing implications. 1976.766 
pp., 100 iIIus. Price, $14.20. 


New 6th Edition! BASIC PHARMACOLOGY FOR 
NURSES.By Jessie E. SqUire, R.N., B.A, M. Ed. and Jean M Welch, 
R.N.. AB., MA, B.S.N.Ed. Clearly designed to meet students' 
needs. this widely established text presents basic information 
about drugs and drug administration. The convenient outline 
format and self-help approach make it a particularly effective 
learning tool. Revised to incorporate instructors' suggestions, 
this new edition features many new drawings and new informa- 
tion on intravenous therapy, pediatric dosages, geriatric medicat- 
ing techniques, and nursing responsibilities. It includes current 
concepts of drug action to expand students' understanding of 
purpose and contraindications of drugs. New end-of-chapter 
assignments and additional sample problems provide more 
practice in problem-solving. For convenient reference, updated 
tables of measurement now appear on the book's inside covers. 
April, 1977. Approx. 360 pp., 58 iIIus. About $7.30. 


New 2nd Edition! INTRAVENOUS MEDICATIONS: A 
Handbook for Nurses and Other Allied Health Personnel. By 
Betty L. Gahart. R.N. The new edition of this popular handbook 
offers fingertip access to current 
nformation on I.V. medications. 
It includes concise, up-to-date discussions on dosages, 
therapeutic actions, indications, contraindications. precautions, 
incompatibilities and antidotes. More than 60 new drugs have 
been added to this edition; obsolete drugs have been deleted. FOl 
rapid reference, all drugs are listed alphabetically, and cross- 
referenced by generic and trade names. As an added conveni- 
ence, the drug index is now printed in colored stock. May, 1977. 
Approx. 224 pp. About $7.30. 


A New Book! HANDBOOK OF PRACTICAL PHAR- 
MACOLOGY. By Sheila A Ryan, R.N., M.S.N. and Bruce D. Clayton, 
B.S., Pharm.D. An effective supplement to basic pharmacology 
texts, this practical new handbook summarizes essential infor- 
mation on more than 80 commonly used single-entity drugs. 
Drugs are conveniently categorized into chapters according to 
their pharmacologic activity; arranged alphabetically by generic 
name within each chapter; and indexed at the end of the book. 
For each drug discussed, students will find concise data on: 
generic name and representative sample of trade names; primary 
action and most common usage; characteristics such as half-life, 
extent of protein-binding, rates of absorption, and duration of 
action; dosage administration; drug interactions, possible side 
effects, and special precautions. January, 1977. 252 pp., 1 illus. 
Price, $7.30. 


New 4th Edition! PROGRAMMED INSTRUCTION IN 
ARITHMETIC, DOSAGES, AND SOLUTIONS. By Dolores F. 
Saxton, R.N., B.S., M.A, Ed. D.; Norma H. Ercolano, R.N., B.S., MS.; 
and John F. Walter, Sc.B., M.A, Ph.D. This valuable programmed 
text can help students overcome the confusion that surrounds 
the arithmetic necessary to safely prepare and administer 
medications. In a logical step-by-step format, it discusses the 
metric and apothecaries' systems; problems involved in moving 
from one system to the other; and basic arithmetic concepts in 
terms of both "old" and "new" math. This updated, revised 4th 
edition reflects the types of þroblems nursing students encounter 
during actual patient care. Students will find updated problems in 
computing intravenous dosages: dosages for children and 
infants; etc. The chapter on drugs ordered in units features 
expanded material on such drugs as heparin and potassium 
chloride; there is more information on parenteral computations. 
May, 1977. Approx. 88 pp., 1 iIIus. About $5.80. 



Issues, Trends, Education 
and Administration 


New 8th Edition l HISTORY AND TRENDS OF PROFES- 
SIONAL NURSING. By Grace L Deloughery, R.N., M.P.H., Ph.D. 
The new edition of an established text surveys the history of 
nursing from its ancient beginnings to the present time. A 
unifying theme stresses the parallel evolution of pro!essi?
al 
nursing and the role of women in western society. This editIOn 
has been revised and reorganized for greater cohesion and 
organization; many new drawings and photographs add to a 
contemporary appearance. The author provides new information 
on recent nursing history (since 1945) and on trends that are still 
developing. Other new material examines minority nursing and 
minority nurse education, continuing education for relicensure, 
and new nurse practice acts. An entirely new section, by Eileen 
O'Neil, J.D., investigates the legal aspects of nursing. Through- 
out, the author stresses the political, social, economic, and 
educational factors that have influenced the development of 
professional nursing. June, 1977. Approx. 288 pp., 37 illus. About 
$8.95. 


A New Book! POWER AND INflUENCE IN HEALTH 
CARE: A New Approach to Leadership. By Karen E. Claus. Ph.D. 
and June T. Bailey, R.N., Ed. D.; with 2 contributors. This original 
new book analyzes power as a positive force and the core of 
effective leadership. The authors present an operational defini- 
tion of leadership and clearly demonstrate how nurses can use 
power to influence change in the health care field. Two major 
themes unify the discussions: first, that the effective leader can 
use power to attain goals; second, that the leader is a planner, 
energizer, initiator and humanizer who acts and is responsible for 
results. Part I applies the power-authority-influence model to 
show how to: set goals: define tasks and environmental variables; 
utilize personal, social, and organizational power bases; use both 
formal and functional authority bases; and take actions based on 
a functional and humanistic approach to management. Part II 
analyzes how nurses can develop and use power to influence 
others. April, 1977. Approx. 176 pp., 20 illus. About $6.85. 


A New Book! MANAGEMENT OF PATIENT CARE 
SERVICES. By Russell C. Swansburg, R.N., M.A. This new book is 
the first programmed manual on the management of patient care 
services. It can help you prepare your students to meet the need 
for efficient management and successfully assume tomorrow's 
leadership positions. Current. practical guidelines show how to: 
improve primary nursing functions; plan and manage budgets; 
develop and implement personnel policies; originate in-service 
training and educational programs; a':1d improve communication 
between nurses and patients. There is specific advice on how to 
define job roles and performance standards, implement evalua- 
tion and control systems. and organize assignment planning. The 
author effectively combines nursing management theories with 
practical applications and procedures - the result is a 
comprehensive guide to all aspects of decision-making and 
supervision. June, 1976.424 pp., illustrated. Price, $11.50. 


Xursing Ftmdamentals 


A New Book! COMMUNICATION IN HEALTH CARE: 
Understanding and Implementing Effective Human Relatl
n. 
ships. By Mattie Collins, R.N., B.S., M.S. This important new gUide 
shows students how to apply theoretical concepts of human 
behavior to the real life situations of clinical practice. It clearly 
explains the "what". "why". and "how" of therapeutic relation- 
ships - in a direct and easy-to-read style. Thoroughly 
documented discussions offer guidelines for dealing with the 
grieving patient; persons who are anxious, depressed and 
contemplating suicide; those with a terminal illness; and tho
e 
who are experiencing pain, sensory deprivation, or changes In 
body image. Students will find practical methods for com- 
municating with blind and deaf patients and suggestions for 
counseling patients and fam ilies about euthanasia or abort.ion. A 
series of practical exercises provides situations for analysIs and 
application of theory. Both correct and incorrect responses are 
analyzed. June, 1977. About 240 pp., 9 iIIus. About $6.25. 


NURSE-CLIENT INTERACTION: Implementing the 
Nursing Process. By Sandra J. Sundeen, R.N., M.S.; Gail Wiscarz 
Stuart, R.N.. M.S.; Elizabeth DeSalvo Rankin, R.N., M.S.; and SylvIa 
Parrino Cohen, R.N., M.S. This stimulating book compiles 
concepts from the behavioral sciences and huma.nities and 
applies them to the nursing process. Chapters discuss the 
emergence of self, the dynamics of self-growth and all aspects of 
interpersonal communication. Chapter 6, "The Course of the 
Helping Relationship', examines both basic concepts and 
phases of the nurse-client relationship. Chapter 8, 'Nursing 
Intervention", summarizes and applies the theory presented 
throughout the book to help students understand th
 recipr
cal 
nature of the various concepts. 1976. 214 pp., 38 Illus. Prace, 
$7.90. 
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and anorectal 
surgery patients 
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"Gentle persuasion sums it up!" Metamucil 
is a natural source preparation that pro- 
duces a gentle action. 
Metamucil, refined and purified from natu- 
ral psyllium seed, works gently but firmly. 
It does not depend on chemical irritants, 
methylcellulose or other synthetic laxative 
agents for its effect. 
Mixed with a cool liquid, Metamucil passes 
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through the digestive system to promote 
soft, fully-formed stools and gentle, yet 
definite urging of peristalsis followed by 
easy passage and elimination. Regular 
bowel function usually takes place without 
stress. strain, irritation, or cramping. 
Importantly, Metamucil is non-habit-form- 
ing and may be prescribed for short or 
long term therapy. The dosage can be 
individually regulated. 


SEARLE 
Available as Metamucil Powder and 
flavoured, effervescent Instant Mix. 
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- caring makes the difference 


"Aging is a normal process that goes hand in hand with living. It is not a disease; neither is it an 
inborn handicap. What we see as problems of aging are the difficulties more likely to be 
encountered by people who have passed their 65th birthday." 


Senator David Croll, Final Report of the Special Committee of the Senate on Aging 
Ottawa, Queen's Printer, 1966. 
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The dependable volunteer in the community is always in great demand. Nurses who share their carrng 
qualities with fellow community members. and not confine themselves to institutions and "patients" can 
add an extra dimension to their own lives and the lives of those they help. 


Caring Experience 


Four years ago, in London, Ontario, a group of 
concerned professionals that included several 
nurses, a social worker, an occupational 
therapist, and the executive director of a 
community agency, got together to create a 
citizen advocacy program that came to be 
known as uFriendship in Action." 
This program has two target groups: 
senior citizens living alone in the community, 
lacking family support, and the adult retarded. 
Based on a concept developed by Dr. Wolf 
Wolfensberger of the National Institute on 
Mental Retardation, the program provides a 
service to individuals who are lonely and/or 
isolated but who, with the friendship and 
support of another person, could become 
more active, independent, and fulfilled. 
In addition the advocates (volunteers) are 
expected to speak for and represent their 
friends (protegés) in problems of their rights in 
obtaining full benefits as community members. 
The volunteer helps his friend meet 
whatever needs become apparent for social 
contact, new experienæs, emotional support, 
professional services, etc. He or she offers a 
very personal relationship that differs in 
quality and scope from the serviæ offered by 
professionals, but complements and facilitates 
their work. 
Volunteers need much the same personal 
qualities as nurses working in the field of 
geriatrics - a warm and friendly personality, 
dependability, good judgment, and a deep 
regard for human beings and their rights. 


Mary Bawden 


. 


, 


How "Friendship in Action" Works 
Mrs. F. was a seventy-eight-year-old 
widow who lived alone in a Senior Citizens' 
Apartment. Her husband. four sons, and a 
daughter had all died years ago. She was 
a very lonely lady who found it difficult 
to understand why she had been spared and 
why she must continue to go on living. 
Mrs. F. suffered from a mild case of 
diabetes - controlled by diet and tolbutamide 
- and from fairly severe osteoarthritis. Her 
osteoarthritis was mainly in her knees and 
hips, greatly limiting her mobility. She was 
therefore unable to get out on her own to 
shop, and relied on neighbors to pick up the 
odd thing. 
When I first visited Mrs. F. as a citizen 
advocate, I found an elderly white-haired lady, 
very tall and thin, with a distinct twinkle in her 
eyes. Her crowded little living room was filled 
with old photographs of her family and friends 
from years gone by. Mrs. F. had a fantastic 
memory and having always lived in the City, 
would tell me all kinds of historical facts, and 
could chronicle many of the architectural 
changes over the last sixty years. She also told 
many stories of her family and their growing-up 


years. Having sung in her church choir for 
years, often as a soloist, Mrs. F. enjoyed a 
singsong, but didn't take kindly to those who 
sang louder than she, and off-key to boot. She 
knew everything that was going on in her 
building and would tell about it in her own 
inimitable sarcastic style. 
Much of my time with Mrs. F. was spent 
visiting ,listening to her stories and telling her a 
little of my life and family. Within a short time, 
we were friends in the true sense of the word 
Mrs. F. enjoyed any contact with the world 
outside her apartment so when weather 
permitted we both went groæry shopping, 
made the odd trip to the farmers' market or a 
local shopping mall> Sometimes we simply 
went for a drive through the park that she 
remembered from Sunday School picnics sixty 
years earlier or to the æmetery where her 
husband was buried. 



 


Being a very realistic, down-to-earth 
person, Mrs. F. prepared to give up her 
apartment when she could no longer 
reasonably manage, and moved with herT.V. 
to St. Mary's, a hospital for the chronically ill. 
She did not regard this move as in any way a 
defeat but remained active, wheeling around 
in her chair, keeping track of the nurses and 
attending O.T. during the week. 
In good weather, I pushed her in her 
wheelchair around the block, gathering Fall 
leaves. 
Mrs. F. died very suddenly of a myocardial 
infarction in the middle of the night, just before 
her eightieth birthday. It was the way she 
hoped to die, not lingering, not being a burden. 
All her funeral arrangements had been made 
in advance and her favorite daughter-in-law 
from Western Canada fiew down to officiate.... 
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Mary Bawden, Reg. N., B.Sc.N., who wrote 
"A Caring Experience," is already familiar to 
readers of The Canadian Nurse through her 
Clinical Word Search Puzzles which have 
appeared at intervals over the past year. She 
was recently named preSident ofthe Board of 
Directors of Friendship in Action. the citizen 
advocacy program she describes in her 
article 
An active member of the Registered 
Nurses Association of Ontario, she is 
president of the Middlesex North Chapter of 
the RNAO and has served on numerous 
committees and working parties of her 
professional association. A graduate of South 
Waterloo Memorial Hospital School of 
Nursing in Galt, and of the University of 
Windsor, she is currently Team Leader in the 
Rheumatic Diseases Unit of the University 
Hospital in London, Ontario. 



ractical Concerns 
for Nursing the Elderly 
in an Institutional Setting 


Myrtle I. Macdonald 


Physical and psychosocial needs of the elderly are closely interwoven. 
Within the constraints of time and budget, there are many steps that nurses 
can take, on general or geriatric wards, or in the community, to meet these 
needs and to improve the general sense of well-being of those who are old. 
Careful attention to details of nursing care - changes that don't requ ire major 
expenditures of time or money - can make all the difference in the world to 
these "senior citizens" ... can make it possible for them to become more 
mobile, to present an attractive appearance, hear and see better, eat and sleep 
better, avoid problems of incontinence and constipation, and prevent 
respiratory problems. 
When this happens, they feel a sense of mastery over their environment, 
become more alert and aware of their surroundings, and benefit from more 
productive relationships with their family, friends and community. 
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a Physical Care Goals 


I Maintaining and improving muscle 
coordination and ambulation 


Musculo-skeletal changes 


- decreased muscle power and strength 
- decreased mobility of and stiffness of joints 
- increased susceptibility to fractures 
- prolonged healing of fractures 


Nursing measures 


1. Wheelchairs and feeding chairs 


. An adequate supply of both wheelchairs and feeding 
chairs makes it possible for patients to get about, to leave their 
rooms, to dine and enjoy social activities. This is a mixed 
blessing, however, for ambulatory patients rapidly lose their 
ability to walk if you do not take time to walk with them. 


2. Walking 


. It takes time to assist an elderly patient to a stable 
standing position but this is time well spent since just one or 
two weeks of sitting is enough for the hips, knees and ankles to 
become flexed in a rigid shortened position and calcification to 
set in. 
. Often it takes longer to help a person get up and walk to 
the dining room, for example, than to lift him into a wheelchair 
and push him there. Plan your daily schedule to allow for this; 
start helping patients walk to the dining room long enough 
ahead of the arrival of trays to avoid rushing. 
. When walking with an individual patient use encouraging, 
ego building words to say, 1) walk tall (which is more effective 
than saying "straighten up," 2) lift your knees, 3) have a wide 
base with feet far apart, and 4) point your toes forward. 
. Exercising of legs and knees, ankles and toes, just before 
standing up to walk, helps patients get the idea of using their 
joints more flexibly. The quadriceps plant is an exercise that 
nurses can readily teach. It consists of having the patient 
press down the back of his knee and lift his heel, by tightening 
his thigh muscles. This can be done either lying in bed Or 
sitting in a chair. It helps the patient to learn the exercise if the 
nurse places one hand under the patient's knee and the other 
hand under the heel, to raise it passively, slightly. After the 
patient understands how to do the exercise actively, only 
verbal encouragement is needed to keep him/her performing 
the exercises q.i.d. 


3. Enriched program of physical activity 


. The provision of an enriched program of physical activity 
to keep all joints mobile is an integral part of nursing. Include it 
in your schedule on each shift, and, as well, try to arrange 
referrals to both volunteers and other disciplines. Many nurses 
do not realize that Occupational Therapists are adept at 
teaching activities of daily living, devising appliances where 
needed. It is also part of their function to retrain fingers using 
dynamic splints and other equipment. I 
. The elderly can become almost as agile as youths even if 
they do not start to train for flexibility until late in life. They can 
learn to dance or do gymnastics. Yoga has been found to be 
surprisingly suitable for the elderly as it does not demand 
quick movements!' J 


a) Group Games 
. Some patients walk about a great deal, and it is common 
to assume that they are getting enough exercise. However, 
closer observation reveals that many of these patients have 
lost their ability to tie bows, do up buttons, bend over and put 
on shoes, and raise their arms above their heads to dress 
themselves and care for their hair. Why does this happen 
when for decades nurses have been encouraging patients to 
maintain self-help? One reason may be that using the requi red 
muscles only once or twice a day is not enough to keep them 
functional. Other ways need to be found to keep the joints and 
muscles limber through frequent use. 
. Group games in which rings are moved on a string, soft 
balls are tossed, or beanbags or suction darts are thrown are 
ideal for exercise. Lawn bowling and horseshoes entertain 
many elderly people. Once a week is not enough. Morning, 
afternoon and evening varied activities that encourage use of 
shoulder and hand muscles, should be planned. 
. In one hospital, a group of volunteers goes to a geriatric 
ward to lead a group meeting called Remotivation-Therapy.4 
They include action songs such as "Under the spreading 
chestnut tree." They have given a good deal of thought to 
selection of songs that appeal to the elderly, and they make up 
actions to go with the songs. 5 They have found that the music 
must be ve..ry slow and repetitive, and that sometimes even 
one stanza of a song is enough to keep the people actively 
participating for some time. 
b) Group exercises 
. In another large institution a representative of the 
recreation department comes to the geriatric ward two orthree 
times a week to lead group exercises. He sits on a stool in the 
middle of a circle of people seated in armchairs, uses 
traditional physical education movements of arms and legs 
and head, and each day adds something new or different for 
variety. To promote better range of motion of head and neck, 
he has them turn to left and right, as well as lean forward and 
hyperextend their necks backward. He also gives attention to 
the abduction of the legs and the lifting and extending of the 
knees. These movements are vital if nurses want to keep 
patients from scissoring their legs and permanently flexing 
their knees in the fetal position. 
. If left to chance and spurts of enthusiasm, exercising is 
soon neglected. Nurses can reach out into the community to 
find volunteers, but then you need to guide and encourage 
these volunteers, working along with them to supplement what 
they are doing. The time this takes is actually not great and 
results, eventually, in a lightening of the nursing workload. 


4. Consultation and referrals 


. Physiotherapy is a must for every geriatric patient and 
nurses need to be familiar with the exercises and goals of each 
of their patients. This is especially true when the treatment is 
given off the ward. Often a patient carries out quite advanced 
maneuvers with the physiotherapist, but gets away with 
sedentary behavior on the ward. If you know what is going on, 
your expectations will be consistent with those of the 
physiotherapist, and you can reinforce the teaching provided. 
. Recently, there have been great advances in nursing in 
the specialties of orthopedics, rehabilitation, and 
rheumatology. The nurse who devotes years to geriatrics may 
easily become outdated in these fields, and without knowing it 
deprive her patients of the benefits of these advances. 
Sabbaticals to practice for some months in these other fields 
would help to solve this problem. 
. Many nurses are timid about providing exercise after a 
fractured arm or hip and, as a result, their patients do not 
regain function. Exercises are started too late and not carried 
out U.d. Pain is usually a result of disuse and favoring of 
muscles, rather than injury. 



/I Looking and feeling better 


Integumentary changes 
- hair loss 
- skin dry with decreased turgor 
- skin mottled with pressure sores 
- slow wound healing 


Nursing measures: 


1. Personal needs and clothing 


. An adequate supply of shoes and clothing is a must. 
Usually this is provided by relatives and special funds. If not, 
nurses can take steps to see that pension cheques are 
withdrawn from hospital trust funds, signed, and money made 
available to relatives to purchase what is needed. (The same 
sort of initiative is required to obtain trips to a podiatrist when 
nails are too horny for nurses to trim). 
. Relatives may need advice about suitable purchases: 
slippers need to provide firm support for walking and be 
washable for those who are incontinent; they may need to be 
larger than formerly due to edema as heart failure develops 
and circulation slows down. Clothing needs to be attractive, 
easy to launder, wrinkle-resistant, and long enough to avoid 
embarrassment when sitting in a low chair. 
. The appearance of elderly patients can be enhanced by 
the provision of full length mirrors, a laundry and ironing room, 
and a seamstress to help with mending at least once a week. 
Integration of wards for both sexes promotes greater attention 
to grooming. Excursions for shopping and social events, and 
weekend and day passes further promote maintenance of an 
attractive wardrobe and appearance. 


2. Teeth 
. Care of the teeth of the elderly needs very careful 
planning, for confused patients lose their tooth brushes and 
even their dentures, and stiff fingers make self-care difficult 
· Nurses frequently find the cleaning of dentures unpleas- 
ant and so there is a tendency to slip up on it,sometimes for 
days at a time. Therefore the head nurse needs to find a 
method of holding nurses accountablefortheircare. Agraphic 
sheet similar to a medication sheet, initialed t.i .d. could be one 
answer. Perhaps there should be cards for mouth care and 
other treatments similar to medication cards. 
. Tooth brush racks and shelves should be attached near 
the sink, and some consistent method of sorting tooth brushes 
worked out so that changing nursing staff can count on finding 
the tooth brush where it is supposed to be, and thus save steps 
and time. The patient's name should be attached to brushes 
and other toilet articles. Could dentists be asked to engrave 
the name of the owner on dentures? 
. When teeth do not fit, visits to the dentist for adjustments 
may be arranged. One reason why people put up with 
ill-fitting dentures is that they do not realize anything can be 
done about it. Why should pension cheques accumulate and 
go unused? Sometimes relatives would be glad to take the 
patient to the dentist since this offers them some concrete and 
constructive way to help. 


3. Cleanliness 


. Bathing elderly patients can be a heavy task but tub baths 
or showers at least twice a week are necessary to keep skin 
intact and prevent rashes. Only those with a new surgical 


IIJIID'....a....na..I'IU1_ ""I'r.ll-:I" 



, 


incision or a plaster cast should be given a bed bath instead A 
shower can be given with the patient sitting on a stool. Well 
positioned hand rails need to be provided. 
. Bathtubs should be at least four feet away from the wall 
on each side. so that patients can be transported into the tub 
by a portable lift. Four or five sets of canvases are needed for 
each patient so that they can be lowered into the tub. This is 
not a great expense; many a lift goes unused because of 
shortage of canvases and unfamiliarity with the equipment. 
Those who are accustomed to their use find that patients feel 
secure in them, and that bathing is greatly facilitated, and 
takes less time and energy. 
. Shampoos should be given at least once a week, and a 
record kept of them, for it is easy to slip up on hair care. Ward 
supplies of shampoo and deodorant are needed. 


4. Skin Care 


. If the goal of improved ambulation is met, there is little 
opportunity for skin breakdown from poor circulation and 
pressure. To prevent skin breakdown from pressure areas, 
patients should sit in a variety of chairs and not favor just one 
chair. 
. Turnings are necessary at night. The prone or semi prone 
position should be required for at least a short time every night, 
long before there is a pressure area on the coccyx and each 
hip. 
. Because muscles adduct and shorten from much lying in 
the fetal position, plus sitting in chairs, it is really important for 
the patient to counteract the tendency to curl up in bed. Even 
after the fetal position becomes habitual, it is possible to 
extend the legs gradually; they yield to firm slow pressure 
more readily than to quick movements. 
. Nurses tend to aSsume that sheepskins are expensive 
and hard to obtain. Actually, with adequate planning, a large 
supply of inexpensive synthetic sheepskins can be 
maintained. They may be washed in the hospital laundry by 
ordinary methods. 


III Remaining alert and aware 


Sensory changes 


- decreased vision and hearing 
- decreased taste and smell 
- decreased tactile sensation 


Nursing Measures 


1. Hearing 


. Many older people have trouble becoming accustomed to 
hearing aids. They should be encouraged to lip read; some 
can do so already but are unaware of it. If they begin to 
recognize their ability they can improve it by watching the 
speaker more carefully. 
. Speaking slowly and clearly to a partially deaf person is 
not easy. Sentences should be short. The voice should not 
drop. Above all, before saying very much to the person, you 
should make sure that he is listening. What passes for 
deafness is often just not knowing that he is beIng spoken to, 
and not being given time to tune in. 


2. Vision 


. Loss of visual acuity creeps up on many people so 
gradually that they are unaware of a visual problem. 6 
Sometimes the reduced ability to see is attnbuted to emotional 
problems. Loss of interest in sewing, reading, carpentry, or 
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repairs is often not recognized as being due to need for 
glasses. Many retired persons have never had glasses; most 
have not had their eyes tested for a long time. 
. Nurses should make sure that eyes are examined. Just to 
advise patients to have such an examination when they return 
home is not enough. Most will not carry through the advice. 
They need support each step of the way until théY have the 
glasses and have learned to use them with ease. 


IV Eating better 


. Those who have lived alone often come to hospital in a 
malnourished state, having relied too much on tea and toast. 
Initial finicky eating soon gives way to a better appetite. An 
appealing diet even of minced foods can be provided. 
. Whole grain breads and biscuits (rather than white bread, 
cakes and cookies) should be made available. Real rather 
than artificial fruit juices should be used because of their lower 
sugar content and higher nutritional value. 
. Reducing diets are important, not only to make the patient 
more mobile, but also to increase his sense of self-esteem and 
well-being. 
. Those who live at home or will be returning to their homes, 
need help in the selection of nutritious, inexpensive foods. 
Going over the weekly grocery advertisements with them is 
one means of discussing the relative merits of foods. A useful 
guide is the Nutrition Canada survey. 


V Avoiding incontinence 


Urinary tract changes 


- urinary retention 
- urinary incontinence 
- oliguria, nocturia 


Nursing measures 


1. Increasing fluid intake 


. Elderly people often try to correct incontinence by 
decreasing their fluid intake. However, an inadequate fluid 
intake tends, among other things, to lead to urinary tract 
infection. Infection in turn increases incontinence. It is 
important to treat the infection with appropriate medications 
and to increase the fluid intake. 
. Bladder training like that carried out in rehabilitation 
centers may be useful. One such regime is a large fluid intake 
combined with training in regularity of urinating, and provision 
of an environment that stimulates reality orientation and 
relieves monotony.8 


2. Improving communications 


. It is a good idea to make individualized plans to assist 
patients who have to urinate at night so that they can use the 
toilet, commode, bedpan or urinal. If they realize that you will 
come to their rescue, they will try to control their voiding. 
. New types of call lights that can be activated by those with 
limited finger function are especially useful. 9 
. Intercom systems also make life easier for both you and 
the patient. 


VI Preventing constipation 


Gastrointestinal changes 


- constipation leading to fecal impaction 
- fecal incontinence 
- malnutrition 


Nursing measures 


Fiber intake 


. The increase of fiber in the diet, especially in the form of 
whole wheat bread and natural bran, is advocated by many 
authorities, including Denis Burkitt, leading speaker at the 
Miles Symposium of the Nutrition Society of Canada, June 
1976.10. 11 
. The normal stool should be large in quantity and soft, 
rather than formed. Hemorrhoids, diverticulitis, constipation, 
and varicose veins have been attributed to unnatural, highly 
refined diets peculiar to westem society with its emphasis 
upon white breads, cakes and sugar. Diverticulitis should not 
be treated with a bland diet, but rather with an increase in 
intake of natural bran. 


2. Fluid intake 


. Increase in fluid intake is important for the correction of 
constipatioñ. Of particular value is the intake of several cups of 
hot fluids early in the morning. The natural time for defecation 
is after breakfast, so the schedule should be planned to 
promote unhurried toileting at this time. 


VII Obtaining adequate rest 


Changes in sleep pattern 


- wakefulness 
- worry 


Nursing measures 


1. Aids to sleep 


. Western society loses a lot of sleep worrying about loss of 
sleep. It really does not matter how much we sleep: the need 
for eight hours of sleep on the average is a myth that has 
terrorized many people. A happy night in which one reads, 
writes, meditates, has some hot milk or tea and a snack may 
well be as restful as a night in which one sleeps all night. 
. Sometimes people cannot sleep because they are 
hungry, and do not recognize the problem. 
. You can help by taking the time to listen to a distressed 
person, giving support to think through his problem, which 
might be too overwhelming to face alone. 


VIII Preventing respiratory distress 


Respiratory changes 


- dyspnea 
- orthopnea 


Nursing measures 
1. Deep breathing 


. Frequent changes in position and deep breathing 
exercises are essential to prevent pooling of secretions and 
subsequent development of pneumonia As on surgical and 



medical wards, no less on geriatric wards, nurses need to 
teach deep breathing and coughing. It takes weeks of specific 
practice for anyone to develop a strong diaphragm and good 
chest expansion at the base of the lungs. The 
inspiration should be made quickly and the expiration very 
gradually, evenly, and completely, as in singing or swimming. 
Sudden expirations tend to trap air in the alveoli and lead to 
emphysema. 
. It should be accepted practice for physiotherapists to 
make rounds to all geriatric patients giving chest 
physiotherapy if indicated, and ensuring that deep-breathing 
exercises are being carried out well. 


2. Humidification 


. Humidification of air in the winter months should be 
standard practice. Steam heating does not humidify the air, for 
the steam stays within the ducts. Humidifiers of various sizes 
can be purchased. There are inexpensive table models in 
which a motor rotates and a fine cool mist is produced. 
. Warm steam humidifiers are not recommended, as the 
output of steam is small and the droplets are too large to reach 
the alveoli of the lungs. 
. An inexpensive rotary drum humidifier can be installed in 
hot air furnaces. This rotates whenever the heatturns on, and 
the fan sends the hot dry air over the drum before it moves up 
through the air ducts into the rooms. 


b Psychosocial Care Goals 
I Mastering the environment 


Behavioral changes 


- confusion 
- disorientation 
- forgetfulness, poor short-term memory, 
shorter attention span 
- depression, anger 


Nursing measures 


When most of the goals of physical care are being met in an 
optimum manner, there is likely to be a real sense of mastery, 
particularly if the person is permitted choices, and 
consideration is given to individuality. Of particular value is 
ability to move about the community to make arrangements to 
attend concerts, social events, and church and go for walks in 
parks and shopping malls. 


1. Orientation to reality 


. Ideally windows in the building will be set low enough for 
patients to see the grounds from a seated position. Also, when 
walking with patients, nurses can take time to pause by a 
window to let them look out. 
. Furniture may include a clothes cupboard, dresser, 
desk and book shelf. As far as possible, patients in long-term 
facilities should be permitted to use their own prized furniture. 
It is unfortunate that many elderly people have been so 
depersonalized that they are no longer allowed to use an 
antique desk or have a treasured oil painting on the wall 
opposite their bed. Shelves for a few books, ornaments, plants 
and a couple of teacups are also appreciated. 


2. Overcoming depression, anger 


. People who are self-centered or confused may be that 
way because of depression. The loss of spouse, family home, 
or a special friend otten results in mourning. Malnutrition and 
physical illnesses or disabilities further increase their sense of 
loss. You can help these persons resolve their mourning by 
understanding its stages, 12 accepting them as a natural part of 
grief, and not looking upon them as "difficult patients." Be 
willing to listen to their story repeatedly - each time helping 
them move on a little toward resolving another facet of grief. 
As their grief becomes less overwhelming, they are gradually 
able to appreciate people and the little pleasures of daily living. 


/I Better family and community 
relationships 


Changes in social habits 


- narrowing of interests and activities 
- social disengagement 
- loneliness and insularity 


Nursing measures 


1. Adjusting to a new lifestyle 


. Some residents have chosen to live in a long-term 
residential setting. They are happy to have at last found a 
place to live where they can give up some of their 
responsibilities, and, at the same time, appreciate the 
comforts of a gracious setting where they are no longer lonely. 
They move in and out of the residence to maintain ties with the 
community. In fact, it may be easier now to get out to concerts 
and social events. They may even have a new urge to take on 
some volunteer political or cultural responsibility in the 
community. 
. Other residents have been placed in similar settings 
against their will by relatives, and as a result, barriers of 
resentment and a sense of rejection and loss of self-esteem 
have developed. Nurses can help them improve relationships 
with their family and the community. 


2. Interpersonal communications 


. Every elderly person has a wealth of experiences and 
wisdom. Over the course of a lifetime, each of us develops a 
belief in the dignity of our own lifestyle. In order to maintain or 
restore this "ego integrity," elderly patients need to know that 
those who are caring for them appreciate and understand 
them as individuals. 
Nurses can do a great deal to help patients express 
themselves more effectively. You could, for example, help 
patients to make up scrapbooks to display their photos and 
mementos. Sometimes relatives can assist in this project by 
bringing in clippings, sorting pictures and writing captions. 
. When relatives are unable to help, volunteers can be 
found to give a hand. Sometimes a family would be pleased to 
"adopt" a grandparent when their own grandparents live far 
away. 


3. Remotivation therapy 


. A very effective means of encouraging people to talk 
about their interests and views is Remotivation Therapy. This 
is a group method which promotes growth in the "unwounded" 
síde of the personality. It was originally used for people with 
chronic mental illnesses, with remarkable results Seriously 
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withdrawn people began to talk again and dormant talents 
came to light. In recent years its use has spread to a vanety of 
age groups and settings, including nursing homes and 
geriatric wards. ... 


The author of "Practical Concerns for Nursing the 
Elderly," Myrtle Macdonald, received her basic nursing 
education from the University of Alberta. She also received a 
Certificate in Public Health Nursing and M.Sc. (Applied) in 
Nursing from McGill University. 
She has practised in public health, educational and 
psychiatric nursing roles in India and Canada and is currently 
sessional lecturer at the University of Victoria in Victoria. B. C., 
teaching in the newly launched post-R.N. baccalaureate 
program in which there is an emphasis on chronicity and 
gerontology. 
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For many nurses, the idea of working in a nursing home is less than inspiring. Nursing homes 
have the doubtful distinction of being a last resort in career choices; they are seen as 
depressing institutions where work is routine and centers around custodial care. In many 
cases our negative attitudes go untested; many of us have never been inside the doors of a 
nursing home. So let's take another look ... 


The Florence L. MacKenzie Downtown 
Convalescent Centre is an unobtrusive four 
storey building just opposite the bus terminal 
in downtown Hamilton, Ontario. From the 
outside it looks like a rather ordinary 
apartment building. 
Inside, it is a friendly community, the 
family numbering 105 members, people who 
have much more than age m common. The 
staff and patients communicate freely and 
work together closely. The second and third 
floors of the building room the more active 
members of the nursing home. The fourth floor 
residents need more nursing care; they tend 
to be confused, they are 'wanderers'. 
I visited the MacKenzie Nursing Home to 
talk to the nurses there, nurses pleased to 
share their involvement and ideas about the 
community where they work. I came away 
after talking to nurses and visiting patients in 
the home with impressions that were strongly 
positive. Nursing homes seem to exist in a 
world of their own. At the MacKenzie Nursing 
Home, both the nurses and patients seem to 
have a lot to share. 


o 


Q. let's start at the beginning, with why 
you decided to work in a nursing home. 
How did you end up working here, Joan? 
Joan: It was a new concept of nursing for me... 
that's why I was interested. I really had no idea 
how you worked in a nursing home. I'd really 
never been in a nursing home before except to 
visit my grandmother, and you look after 
yourself there. So Mrs. Godzisz was talking 
about working here, and I thought I would 
come here and see what it was all about. 


Q. Were you coming out of a hospital 
setting? 
Joan: I hadn't really worked for quite a while, 
and my last job had been working with 
retarded children. Before I started here, I 
wasn't doing much of anything, and thought I d 
like to start back. 


Q. Did you find it took some getting used 
to? 
Joan: Oh very much. It was the complete 
opposite of what I had been used to working in 
a general hospital. Policies and those types of 
things were quite similar to those I had known 
working with retarded children. But it's a real 
change from an active hospital. 


Q. How about you Sophie? How did you get 
started? 
Sophie: Well, for myself I wanted to get out of 
the hospital setting. I felt that I had spent my 
years there and left it for the younger girls - 
they're a lot busier now, especially now with 
cutbacks. I've always liked older people. I 
wanted to get into a new area, and I hadn't 
worked for four years or whatever it was at the 
time. So I thought that there were various 
areas that I hadn't been in - doctors' offices, 
clinics - actually nursing homes hadn't really 
entered my mind. I had been watching the 
newspaper and I'd see these ads come up for 
various nursing homes .... I thought - now 
that might be something different - and 
geriatrics was something I didn't know that 
much about. One day I saw an ad in the paper 
for a nursing home that sounded interesting, 
and I thought - why not, I'll just put in my 
application and go from there - well, I walked 
in the door and had a great reception because 
Mrs. Smith was here, and of course we knew 
one another from the hospital . So I was 
introduced, went on a tour of the home, and I 
was impressed. It looked like a nice setting, 
something I'd probably like to work in. And 
since I appreciate older people anyway - I 
think they've got a lot to tell you and there is so 
much to learn from them - I accepted, and 
I've enjoyed it since then - very much. 
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Q. How about you Mary Ann? 
Mary Ann: I left the hospital setting and came 
directly to the nursing home. I was really 
searching for something else - working in 
intensive care was starting to become the 
norm instead of the 'abnorm', and frustrations 
had really piled up. The way my work in the 
hospital was going at the time - well, going 
into the hospital was becoming very tedious. 
I'd go in and never know what I was going to 
find when I got there. I began to think "there's 
got to be something better . something 
different." I had probably exhausted myself of 
hospital settings. I saw an ad in the paper and 
thought I'd be interested in some part-time 
work, I came and applied, accepted a position 
as a part-time R.N., and worked my way up to 
where I am now. 


Q. Many nurses express the complaint that 
they feel very powerless in a general 
hospital setting, mOre particularly an ICU 
setting. They get a feeling that they're just 
carrying out orders, thatthey haven't much 
to say about long-term goals for the 
patient, that they're caught in a big 
machine. Do you find your position 
radically different here? Do you generally 
feel you can use your initiative more? 
Sophie: I think that if you talk to the girls 
working in hospitals, you'll find that they leave 
at the end of a shift with a great feeling of 
dissatisfaction and frustration. It's a real 
pressure situation from what I can understand, 
and it doesn't seem to be easing. Here, with 
our patients, we've got a good rapport, and we 
feel totally responsible ... I almost get 
possessive ... I care so much for them and 
wantthe bestforthem.ln a hospital, you've got 
short stay cases, you don't necessarily get to 
really know your patients in a hospital 
setting ... 


Q. And so you can't make a realistic 
assessment of what might be best for 
them? 
Sophie: Hospital settings don't give you the 
right to do it n. because you're strictly on 
doctor's orders, whereas here there's more 
flexibility ... 
Mary Ann: ... And we have better 
communication with doctors here in our 
nursing home. We can discuss with them and 
make suggestions. They'll say "Well you know 
that patient 24 hours a day, and know what he 
is like" and accept suggestions. You don't get 
an "I am the doctor n. You do this," pose. We 
talk cases over with the doctor and suggest 
changes and this brings a lot of satisfaction. 
We also really get to know the relatives and 
working with the relatives really makes our job 
a little nicer. 
Joan: One thing that helps is that this is 
altogether a different atmosphere - these 
people really aren't sick and we're here to help 
them enjoy the last few years of their life in 
most cases. I think that this is why we have 
such good relationships with everybody - 
doctors and visitors and patients - because 
they aren't really sick, they're here because 
there's really no other place to go, and we're 
here to help them along. 
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Mary Ann: The family can't be with them day 
and night and have reached the point of no 
return - where they have to let someone else 
take over so that they can continue to enjoy 
them. Otherwise there are family breakups- 
we have a positive role in helping to stop that. 
Joan: We're in a different category-we can't 
even class ourselves with hospital work - it's 
a world of its own ... 
Mary Anne: Well. I think, Joan that nursing 
homes are like what we used to know in 
medical floors with their long-term medical 
patients ... you really got to know those 
patients, and got satisfaction from doing more 
than just active treatments... you were there to 
help them along. In really active settings you 
just don't have the time to spend with the 
patient. 


Q. Do you feel now that you have enough 
time to spend... if a patient needs more 
time, can you give it? 
Joan: Most times, yes - there are a few days 
when just nothing goes right and you don't 
have time for anything, but most days there is 
more time just to get to know people. 


Q. What about the comment that many 
people, including nurses make - that 
nursing homes are depressing places to 
be. You people incidentally don't seem to 
be depressed. 
(Laughter) 
Sophie: Well, people get the picture of a 
dungeon of old sad people lying around like 
little skeletons. They think it's a terrible 
atmosphere... 
Joan: Irs just lack of education of the public- 
that's what it is. The people here just aren't sad 
- and that goes for staff and patients. 
Q. How about the patients? Coming into a 
nursing home I guess they mightfeel pretty 
sad at the beginning? 
Joan: That I think, depends on your patient... 
Mary Ann: ... Not on the fourth floor, but on the 
second and third floor we otten see an initiaJ 
depression. Our fourth tloor is what we 
consider to be our senile tloor - still 
ambulatory, they're wanderers and very 
forgetful. Patients on the second and third 
tloors are our more alert patients- they know 
what is going on, are able to talk for 
themselves and make their own decisions. 
Sometimes they have problems at first. 


Q. Can patients bring anything with them to 
make them feel mOre at home? 
Mary Ann: Definitely yes. If they are in a 
private room they can bring in anything they 
want - fridge, television set. a bed, anything 
they can bring in. Ward and semiprivate 
patients can bring in a T.V. set if there isn't 
already one in the room... their own radios, a 
special chairthat they like, pictures, a lamp for 
their bedside table, chest of drawers. They are 
allowed their own telephone with a private 
number that doesn't go through our 
switchboard, and that really gives them a 
feeling of independence. 


Q. Do you encourage the residents to look 
after themselves and their room as much 
as possible? 
Mary Ann: Itthey are able to ... An alert patient 
is still able to look after himself. We don't strip 
him of the privilege of looking after himself 
because you can only deter him by doing that. 
It's important to keep patients as active and 
interested as possible, and this is one way of 
doing it. We also encourage them to go into 
different programs that we have at the nursing 
home ... to visit back and forth with each other 
... and this keeps them pretty active. 
Q. What programs can residents get 
involved with while they are here? 
Mary Ann: Our residents get physio every 
day. Theymakecratts-wehave a showcase 
on the main floor where we display their crafts 
and they go on sale. The patients get a 
percentage back of whatever is sold. There is 
bingo once a week ... and our patients think 
that it's terrific that there is no charge for bingo 
here. They win prizes. There's a monthly 
birthday party for residents that have their 
birthday that month, and everyone attends. 
Different volunteer groups come in to 
entertain. We hold two non-denominational 
church services a week and a full Roman 
Catholic service once a month. They see 
movies once a month, and more often if we can 
get them. We have library services for them 
and get books with large print. For patients 
who can't read, we get talking books that they 
can sit and listen to. There's always something 
going on. I have to smile at some of the 
patients come Friday at 3:30. They say 'Well 
now we've got the weekend to rest.' Some 
patients ask Margaret, our therapist, for some 
work to do over the weekend. I think they're 
busy. 
... We have a lovely roof garden in the summer 
and we hold barbecues or picnic lunches on 
the roof. The chef will prepare something 
special for these occasions. I've brought in live 
entertainment for our roof picnics and 
everyone seems to thoroughly enjoy it. Some 
patients really prefer not to go out the front 
door, but after a barbecue on the roof will say 
what a terrific outing they've had and talk about 
it for weeks. 
The first real barbecue I had on the roof 
was comical. All the staff brought in their 
barbecues. Now Hamilton has a CHML 
helicopter flying around at 4 p.m. We lit the 
barbecues and smoke was pouring from the 
roof... I'm sure they were ready to call the fire 
department from the helicopter. We turned on 
the radio and sure enough we heard 'there's a 
barbecue being held on one of the rooftops.' 



O. What types of community input do you 
get? 
Mary Ann: We have church groupe; coming in 
.. the Senior Citizen Band in Hamilton comes 
in to entertain the patients .._ School groups 
come in with their performances. Two 
volunteers entertain at our monthly birthday 
parties. A couple come in to help with the crafts 
program... We also call on the V.O.N. 
occupational therapy department to help uS 
with OT or speech therapy, or Chedoke 
Hospital to help with rehabilitation. School 
groups come in and sing a few songs or talk to 
the patients and visit. The patients really enjoy 
having young people around ... 
Sophie: .., Some of them go out with their 
families - out for supper during the week or 
home for the weekend. 
Mary Ann: Occasionally patients are alert 
enough to take responsibility to go out alone- 
usually these are the patients getting ready to 
go back into community life. 
O. What about exercise for the patients? 
Mary Ann: Every morning there's a whole 
routine that they go through - hands, arms, 
legs, breathing... even patients in wheelchairs 
are still encouraged to move their legs around 
and keep their circulation going. 


O. Do all these activities bring everyone 
together? 
Joan: ...1 feel that more should be involved. 
The ones that are more interested or capable 
go in for the more active partiCIpation. 


O. Is there a lot of interaction between 
patients? Do they really get involved with 
one another? 
Sophie: Oh yes. They'll care for one another. 
One that is in a wheelchair will call on one that 
'floats around,' who acts as a kind of 
babysitter. And sometimes you'll find that the 
one in the wheelchair can get quite demanding 
_.. they get so used to someone catering to 
them. The patients seem to really care for one 
another once they get to know each other a 
little better. They feel responsible. 


O. I was wondering if it wouldn't help new 
residents to get used to the nursing home 
... just the fact that there are other people 
around and everyone is doing things 
together. Probably part of getting used to 
the home would be through interaction 
with the nurses ... knowing that they are 
cared for. Another part would probably be 
the other residents. It must be difficult to 
get into a community after you have lived 
independently for such a long time. Do the 
other residents help? 
Sophie: Well this sure is a real community in 
itself. We have several residents who are 
usually the 'floaters' on the floor ... they know 
what is going on, and keep an eye out for who's 
doing what, they know who's going out, when 
they get back, they notice if they don't see 
someone in the lounge or the dining room. 


If a new patient comes in there is a little 
time necessary for the older patients to accept 
the new ones. They wonder where, for 
example, the new patient will sit in the dining 
room. I have one patient who will say 'You 
can't sit there, that chair isn't yours, it belongs 
to Mrs. So and So.' After a while though, they 
get friendly, and acceptance comes. 
Mary Ann: ... We have two patients who take 
an afternoon rest together. If I am showing 
visitors through the home at about 2:30, they 
sometimes ask if we have two patients to a bed 
here. The two of them take turns resting in 
each others' room. They lie side by side and 
just talk to one another. rve asked them if they 
would like to share a room but they say 'No that 
would break up our friendship' but they 
continue to rest together and are really close. 


O. What about bedtime? Because this is an 
institution, is there a certain time 
everybody has to go to bed? 
Mary Ann: Oh no, they are free to go to bed 
when they choose. 
O. That's good for night owls ... What are 
some of the reactions you get from people 
when they first arrive here? 
Joan: Oh that really varies. Some people are 
really belligerent - they're not going to have 
any part of it; some are quiet. Then others just 
seem to fit in right away as if it was just the 
natural thing for them. 
Mary Ann: Often a patient who accepts the 
home from the beginning is one... who has 
visited the home with the family before. He 
comes to live here having had some say in 
where he is going. The patient who wants to 
get out and feels rejected by his family is one 
whose family says we.re going to leave you 
here for a couple of days' with no explanation. 
If they say to us 'Don't tell mother that this is a 
nursing home, we.vetold her it s a hospital,'we 
can expect problems. This takes away the 
patient's rights and responsibilities. Patients 
with any sense of reality at all need to have a 
choice In what they are doing with their lives. 


0.1t must be tricky for you ifthe family tells 
you not to tell mother. 
Sophie: You have to let your staff know that 
the family is keeping the truth from the patient. 
It's really difficult if you know that the patient is 
someone who will not return to the community. 
It's unfair because it takes longer for these 
people to adjust '" so much longer. The family 
is also making it so difficult for themselves- 
they feel guilty to begin with and it's worse 
because they have to live with this lie. 
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0.1 suppose that the problem might be that 
the family feels that their mother can't 
accept the fact that she is in a nursing 
home. 
Joan: I think the problem is guilt ... and the 
family just can't face it '" 
Mary Ann: The family feels that they are 
rejecting a family member and they feel so 
guilty It takes approximately 6-8 weeks to 
settle the patient and family. You may have a 
patient very nicely settled, but the moment the 
family shows up, the patient gets upset - and 
it takes a while to settle them again. It happens 
all the time ... it's a natural reaction and the 
patient soon grows out of it. 


O. Do relatives generally keep visiting, 
even if the patient gets upset? 
Mary Ann: I tell the relatives very clearly that 
this is not a drop-off center. Once a patient is 
admitted, we want to see his relatives visit 
frequently and if we don't get frequent visits, I 
tell them that they can expect a phone call. 
Sophie: Sometimes we get a situation where 
we are told that the patient is not to know he is 
in a nursing home. and many times this patient 
will get really agitated when his visitors show 
up. Sometimes then you have to ask the family 
to stay away for a few days because it's 
upsetting the patient too much. It always 
makes me wonder - if they had told the 
patient the truth from the beginning - would 
the adjustment be that much easier. I think that 
probably it would, for both the family and the 
patient 
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a. Could you tell me about the way a patient 
adjusts to the home- perhaps a particular 
patient? 
Mary Ann: Something we really like to see .., 
well,l'Il use Mrs. M. as an example. When Mrs. 
M. came to us, she was a chronic complainer 
.,. very down, not too much going well for her, 
she wanted to see her doctor constantly. 
When she was at home, her doctor heard from 
her daily with complaints. Meeting Mrs. M. now 
is like meeting a different person - she 
doesn't use her walker any longer, she is one 
of the most active people in our programs, both 
crafts and physio, she always goes to the 
dining room. Occasionally she'll complain of 
her leg bothering her, and then say 'well, it's 
probably the weather'. Irs really gratifying to 
see her accept us and her present life 
situation. 
Sophie: She gets so involved with other 
patients - she has to know what is going on 
on the floor. As soon as she finds out, - she's 
the news messenger - she goes and tells 
everybody else. 
Mary Ann: When she first came, she would 
hardly ever leave her room, and she constantly 
complained of her own ill-feelings. Now you 
can't find a happier, more involved patient. 


a. She sounds like she feels very useful... 
Joan: She really likes to be ... 
Mary Ann: At home she was by herself. with 
her family. All she had to think about was 
herself, her leg, her arthritis. She couldn't do 
this and she couldn't do that. The family 
comments now that they find her so enjoyable 
to vi sit. 


a.lt sounds as if she feels that this is really 
her home. 
Mary Ann: Oh yes, that goes for other patients 
too. If they go to the hospital from here. they 
always say they want to come home, and they 
mean here: or they will say 'I'm so glad to be 
home' when they come back. Even visiting 
relatives on the weekend, they will tell them 
'It's time to go home now,' and they mean here. 


a. That's good to hear. So many people 
tend to think that a nursing home is an 
awful place, depressing, with so many old 
people around - maybe that's why 
families feel so guilty. 
Joan: Old people? You know, it's really 
amusing to see that some 99 year olds around 
here don't think of themselves as old ... 
Sophie: ... and you don't dare call anyone 
Grandma. They'll say 'Who do you think you're 
calling Grandma?' They. like anyone else I 
suppose, don't feel the age they actually are. 
Mary Ann: Only one person here likes to be 
called Gran ....Sometimes patients request 
you to call them by their fi rst names, butfor the 
most part they like to be called Mr. or Mrs. 
Sophie: One patient, Mrs. S. used to be a 
school marm in England and you just would 
never call her by her first name. Irs respect '" 
Joan: When these people were young, first 
names weren't used as freely as they are now, 
and it's only respect to call them by their Mr. or 
Mrs. .... 
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a. Mary Ann, what do you go through with 
families before their relative is admitted to 
a nursing home? 
Mary Ann: I have quite a lengthy discussion 
with them, explain to them what is available for 
them in our nursing home, what activities there 
are. I also try to help them let go - to allow 
professionals to take over... I try to see how 
they feel, talk to them and let them know that I 
am aware of the feelings that they are going 
through. I try to put them at ease and tell them 
that if they have any questions at all after they 
leave that they needn't hesitate to call. Once 
the relative is admitted to the nursing home, I 
encourage the family to come and talk to me to 
ease them through this change. We have 
some really good relationships with families, 
when they get to know that they can talk to us. 
We get to know each other well. 
a. What would you say makes your job 
interesting and satisfying? 
Joan: It's a friendly atmosphere. In contrast to 
a hospital- to me a hospital is like a factory- 
the more you can produce the better they like 
you. Here, I enjoy my work. I laugh a lot. I like 
the things the patients do and say... I get so 
much enjoyment out of just trying to help... 
doing little things. Some days, I don't seem to 
do so much... I do my routine work, but haven't 
done anything extra, and that frustrates me. 
But there is always the next day to try again. I 
just enjoy it - I can't give you any specific 
reason, 
Sophie: I think the personalities of the patients 
themselves are really interesting. The 
satisfying part of it is in having patients come in 
and working with them for a long period of time. 
Over a long term, if you set a goal forthem, you 
see them progress to a point where they will 
take the initiative and say 'I am ready to do 
such and such a thing.' It's great even if they 
start participating in physiotherapy and loosen 
up their limbs, or start walking. This is where I 
find satisfaction ... in seeing a person 
developing, in taking a part in it. 
Mary Ann: We get patients from rehab 
centers and we will be told' We have taken this 
patient as far as he can go '" he will no longer 
be able to walk ... he is a wheelchair patient ... 
he will never be able to use his hands, etc. __ 
When we get them into our nursing home we 
start activating them again. We work with them 
and work with them and we never set a 
short-term goal for the patient, say that he has 
to attain this goal in six weeks or six months. 
We take as much time as the patient needs. 
We have patients now - we were told they 
would never walk - and they are walking ... 
because we never set a time limit. We have as 
much time as they do. For myself, that's where 
I get great satisfaction .... 
Sophie: And yet, we don't have the elaborate 
physiotherapy equipment thatthey do in some 
places ... 
Joan: But don't you think it's because it's the 
same familiar person looking after them all the 
time ... the same face, the same voice, ... and 
that helps them ... 


Mary Ann: T!.at familiarity helps with reality 
orientation too. If the patient is confused, we 
tell him who he is, where he is ... Earlier, we 
were talking about families who didn't want to 
tell a relative that he was in a nursing home. It 
only makes it difficult to orient a patient if you 
can't tell them that they are in a nursing home. 
And it makes it difficult for us to build a 
relationship with the patient too. 
a. I think after visiting the different floors 
here that I can see a friendly relationship 
between yourselves and the patients and 
among the patients themselves. That must 
be satisfying. 
Joan: You do some silly little thing during the 
day - to other people it's silly - but the 
patient really thinks a lot of it ... 
Sophie: I think the patient gets used to the 
staff '" to certain people for certain things ... 
they know the channels of communication ... 
Here the patients really tune in to you, pick up 
your moods '" It's really like a family in that 
respect. 


a. It seems to me that you really enjoy 
working with the patients here. How do 
other nUrses that you know react when you 
talk about working in a nursing home? 
Joan: They think I'm crazy. They just say... 
'oh, that place ... 
Sophie: ... or, 'How can you stand to work with 
all those old people?' 
Joan: I've had a doctor say that to me. Once 
people know where you work they never seem 
to ask any more questions ... It seems to end 
everything as soon as you say where you 
work. 
Mary Ann: Hospital nurses go on and talk 
about what is going on where they work ... 
Maybe they think that we have nothing to say. 


a. Maybe it's because our attitudes about 
getting old are really negative. Nursing in a 
nursing home seems to be considered a 
dead end. In hospitals we take so many 
extreme measures to continue life. No one 
wants to admit that aging is taking place... 
Mary Ann: We've had relatives and doctors 
ask us, when patients are getting towards the 
end of their lives... they want them to stay with 
us, to let them die with friends around, to die 
with dignity. . It's missing in a hospital... 
there's just so much confusion. Here the 
patients are also quite open. They say they are 
ready to die - and there are no heroics... It's 
personal here, no room numbers, no bed 
numbers. no disease labels. It's more 
understanding .. 


Acknowledgement 
I would like to thank the nurses at the 
MacKenzie Nursing Home who took part in 
what turned out to be a very enjoyable 
interview: Mary Ann Smith, the Director of II 
Nursing; Sophie Godzisz, who works on the \I 
second floor of the home; and Joan Harding, 
who works part time on all three floors of the 
nursing home. All are graduates of St. 
Joseph's Hospital School of Nursing in 
Hamilton. '" 



Authoritative texts for todaY's students. 


INTRODUCTORY 


FUNDAMENTALS OF NURSING: 
The Humanities and the Sciences of Nursing, 5th Edition 
By E. V. Fuerst, R.N., M.A. et a/ 
The content has been thoroughly revise<! and reorganIzed. and 
much new matenal reflecting current nursing concepts and 
practice has been added. There is greater emphasis on a holistic 
approach to nursing practice, and on preventive care. A major 
innovation 15 the inclusion of the first application of systems 
theory to nurSing care to be found In a textbook on funda- 
mentals of nursing. 
Lippincott 512 Pages Illustrated 1974 511.50 
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FUNDAMENTAL SKILLS IN PATIENT CARE 
By L. W. Lew,s, R.N., M.A. 
This excellent mtroductlon to thp fU'1dame'1tals of patient care 
is an entry-level book for any type of nurSing program. It 
presents the basIc nursing concepts and skills which every 
nurse needs to know, regardless of the educational program In 
which she IS enrolled. Holistic in approach, the text touches 
upon matenal that students have learned in related courses, 
i.e. anatomy and physiology, and applies that knowledge to the 
performance of nursing skills. 
Lippincott 495 Pages Illustrated 1976 510.40 


COMMUNICATION IN NURSING PRACTICE 
By E. C. Hem, R.N., M.S. 
Covers a wIde range of skills that nurses must use to commun- 
Icate effectively with an infinite variety of patients, and she 
analyzes a communication model that takes the reader along a 
sequential route compnslng the component parts of the comm- 
unication process. The text goes beyond the theoretical level, 
however, and presents in a lively fashion the human element in 
the nurse-patient relationship. Numerous examples from actual 
nurse-patrent interactIOns are included. 
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By means of its highly engaging style and format, COMMUN- 
ICA TlON IN NURSING PRACTICE involves the student as well 
as the practicing nurse in the process of communication and 
creates in them an awareness of their own personalities and how 
they affect theIr relationships with patients 
Little, Brown 242 Pages 1973 $7.30 


BASIC SCI ENCES 


BASIC PHYSIOLOGY AND ANATOMY, 3rd Edition 
By E. E. Chaffee, R.N., M.N., MLitt. et a/. 
This edition offers a generously expanded coverage of human 
physiology. and IS enhanced by some two-hundred-twenty new 
drawings by the eminent medical Illustrator, Neil Hardy. Much 
new material has been added, including an entirely new chapter 
on body fluids and electrolytes and the book has been com- 
pletely redesigned with an attractive new format. 
Testing Program with answers available to instructors upon 
request. 
Lippincott 559 Pages Illustrated 1974 $14.70 


LABORATORY MANUAL IN PHYSIOLOGYAND ANATOMY, 
3rd Edition Revised 
By E. E. Chaffee, R.N., MN., MLitt. 
Practical applications and provocatIve study questions support 
the teaching.learnlng process (Answer section available to 
instructors.) 
Lippincott 236 Pages Illustrated 1974 56.60 


BASIC MICROBIOLOGY, 3rd Edition 
By W. A. Volk, Ph.D.; and M. F. Wheeler, M.A. 
E;<tensively revised, reorgaOlzed for greater sequential 
and updated to include recent research findings, this 
EditIon meets all of the critena for a one-semester course 
Lippincott 592 Pages Illustrated 1973 


logIc, 
Third 


$15.25 


LABORATORY EXERCISES IN MICROBIOLOGY 
By R. B. Dtero, Ph.D. 
For introductory courses .t provides students with adequate 
I<nowledge of clinical microbiology 
Lippincott 165 Pages 1973 55.20 


THE HUMAN BODY IN HEALTH AND DISEASE, 4th Edition 
By R. L. Memmler, M.D.; and D. L tlood. R.N., B.S., P.H.N. 
A wealth of study aIds, '1 full-color IllustratIons by 
Anthony Ravlelli. not ledl\.ð artl"t, spotlight thIs completely 
revised and UpdptM l "t. 10 Ip students understand normal 
body processes nd no me states and conditions, it skillfully 
integrates the sci es of anatomy, physiology and pathology 
. and includes elements of microbiology, chemIstry and 
physics. 
Lippincott About 350 Pages Over 100 Illustrations 1977 


New 2nd Edition - Workbook for 
THE HUMAN BODY IN HEAL TH ANI) DISEASE 
Lippincott About 200 Page5 Illustrated 
, 
STRUCTURE AND FUNCTION OF T..:jE HUMAN BODY, 
2nd Edition , 
By R. L. Memmler, f D., and D. L. Wood, R.N., B.S., P.H.N 
For those requiring a beginning level text on normal anatomy 
and physiology, this concise, up-to-date book integrates lively, 
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lucid text with beautifully rendered color IllustratIons to famil. 
iarize students with the parts of the human body and how they 
work together. 
Lippincott About 25 Palles Over 90 Illustrations 1977 
New - Workbook for 
STRUCTURE AND FUNCTION OF THE THE HUMAN BODY 
Lippincott About 200 Pages Illustrated 1977 


MEDICAL-SU RGICAL 


TEXTBOOK OF MEDICAL.SURGICAL NURSING, 3rd Edition 
By L. S. Brunner, R.N.; and D. S. Suddarth, R.N.. B.S.N.E. 
Outstanding In Its depth of scientific content and in the practi- 
cality of its applications, this leading text has been heavily 
revised and updated, with much new material. 
Lippincott 1156 Pages Illustrated 1975 $20.50 


CARE OF THE ADULT PATIENT: 
Medical-5urgical Nursing, 4th Edition 
By D. W. Smith, R.N. Ed. D.; and C. P. H. Germam, R.N., M.S. 
A superbly useful tool for nursing education and practice, this 
well established text has been massively revised, updated and 
expanded, and provides an authoritative basIs for understanding 
tha patient's therapeutic regimen. 
Lippincott 1228 Pages 
Paper, S17 .80 


Illustrated 
Cloth, $22.85 
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THE CLINICAL PRACTICE OF 
MEDICAL-5URGICAL NURSING 
By M. Beyers, R.N., and S Dudas, R.N., M.S.N. 
A major new classroom text that focuses on patient care exper- 
Iences, this highl r"..dable book incorporates all the scientific 
background necessary for a full understanding of nursing respon- 


sibillties The authors integrate the physical, psychological, 
social, and technological components of nursing into the clinical 
nursing procedures. Each chapter includes the full spectrum of 
nursing care, assessment, primary care, acute care, chronic care, 
and rehabilitation. Extensively illustrated with line drawings, 
photographs, diagrams, and color illustrations, thIs book 
provides students with a comprehensive picture of this most 
essential nursing field. 
Little, Brown Abt 1.200 Pages 
Paper, Abt. $18.00 


Illustrated 
Cloth, $26.00 
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A GUIDE TO PHYSICAL EXAMINATION 
By B. Bates, M.D. 
An expertly-illustrated "how-to" text that bridges the gap 
between anatomy and physiology and their application to the 
physical examination 
Lippincott 375 Pages Profusely Illustrated 1974 $19.70 
Also available. . . 
PHYSICAL EXAMINATION FILMS 
A series of twelve sound motion pictures, correlated with the 
content of A Guide to Physical Examination. 
(W"te to tfie Marketing Coordinator, A/V Media for infor- 
mation.! 


NURSES' HANDBOOK OF FLUID BALANCE, 2nd Edition 
By N. M. Metheny, R.N S. . and W. D. Snively, Jr., M.D., 
F.A.C.P. , 
The nurse's expar,-led rolE if' diagnosis, treatment and evaluation 
of lab findings IS reflected in this edition. 
Lippincott 313 Pages 89 Illustrations 1970 $9.20 


ADVANCED CONCEPTS IN CLINICAL NURSING, 
2nd Edition 
By K. C. Kintzel, R.N., M.S.N. 
Written by professionals active in their respective fields, this 
revised second edition continues to assist students and prac. 
titioners In developing expertise in the more complex and 
challenging aspects of clinical nursing 
Lippincott About 550 Pages 153 Illustrations 1977 


Commg Soon: 
INTRODUCTORY MEDICAL-5URGICAL NURSING 
By J. C. Scherer, R.N., M.S. 
Lippincott 


S ring 1977 


Also: 
Workbook for 
INTRODUCTORY MEDICAL-5URGICAL NURSING 
By J. C. Scherer, R.N., M.S. 
Lippincott 


, 


Spring 1977 


MATERNAL CHILD HEALTH 


MATERNITY NURSING, 13th Edition 
By S. R. Reeder, R.N., Ph.D. et al. 
This outstanding text integrates nursing assessment of both 
physical and emotional factors, applies evaluation and diagnostic 
skills, and provides thorough coverage of current concepts in 
maternity nursing. New and revised matenal covers society's 
changing attitudes toward child bearing in light of soclo.econ- 
omic factors, physical problems and psychological stresses; 
recent advances in maternal physiology, development and 
physiology of the embryo and fetus; and clinical aspects of 
human reproduction. 
Lippincott 706 Pages Illustrated 1976 $15.50 
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9TH EDITION 


Waechter and Blake 


NURSING CARE OF CHILDREN, 9th Edition 
BV E. H. Waechter, R.N., Ph.D. et a/. 
Completely revised and expanded, this edition IS withOut peer 
as an in-depth study of pediatric nursing. The text is organized 
by age groups, from infancy to adolescence, with emphasIs On 
physical and psychosocial growth, development, and health care 
planning for each age. Major revisions reflect Increased nursing 
responsibilities in assessment and management of the well child, 
children at risk, and the ill child. 
Lippincott 894 Pages Illustrated 1976 $18.85 


NURSING CARE OF THE GROWING FAMILY: 
A Maternal-Newborn Text 
BV A. Pillitteri, R.N.. B.S.N.. M.S.N., P.N.A. 
The first of two comprehensive and extremely well written 
texts designed to meet the needs of today's nursing student in 
maternal-newborn and child health nursing, respectively. The 
author covers such tOPICS as the prepartal period. parturition, 
the post-partum family, the newborn, hiqh-nsk pregnancies, 
and the high-risk infant. 
Little, Brown 445 Pages Illustrated 1976 $15.75 


NURSING CARE OF THE GROWING FAMILY: 
A Child Health Text 
BV A. Pillitteri. R.N., B.S.N.. M.S.N.. P.N.A. 
A major new student text in pediatric nursing that comprehen- 
sively covers family-centered child health care with extensive 
attention to normal growth and ðellelopment and emotional and 
social dimensions of the famil _ This second of two volumes 
discusses thoroughly the latest nursing techniques and pro. 
cedures and emphasizes the broader role for nurses in today's 
health care system. Topl<:s covered include th!! growth and 
development of the c11ild at all ages, newborn through adol- 
escent, health assessment of children, and nursing intervention 
with the ill child. 
Little, Brown Abt. 800 Pages Illustrated 1977 $19.25 


THE CHILDBEARING FAMIL Y: A Nursing Perspective 
BV M A. Miller, M.S.N.. and D. Brooten. M.S.N. 
The well.organlzed and easy-to-follow chapters of this important 


new text focus on the biologi<;al changes in the expe<;tant 
mother as well as on the emotiof1al needs of the mother and 
father. A unique featur of this major book is its cogent dis- 
cussion of su<;h current liaJes ir maternity nursing as psy<;ho- 
logical adjustme{'" to pregn cy, the unwed mother, the unwed 
father. single pa ents, and the father's role in pregnancy and 
childbirth. , 
Little, Brown Abt. 500 Pages Illustrated 1977 $15.95 


EMOTIONAL CARE OF HOSPITALIZED CHILDREN: 
An Environmental Approach 
BV M. Petrillo. R.N., M.Ed.;and S. Sanger, M.D. 
This book deals knowledgeably with the reduction of psy<;hi<; 
trauma in hospitalized <;hildren and their parents. Te<;hniques 
of <;ommun,<;ation are presented realisti<;ally and specifically. 
Preventive approa<;hes to minimizing unhappy experien<;es are 
supported by analyses of actual clini<;al situations. 
Lippincott 259 Pages Illustrated 1972 
Paper, $6.60 Cloth, $8.95 


FOUNDATIONS OF PEDIATRIC NURSING, 2nd Edition 
BV V. Broadnbb, R.N.. M.S. 
A <;onClse, practi<;al presentation emphasIzing the cardinal 
princlpl<!s Involved In the nursong of <;hlldren; and organized by 
age groups. birth to adoles<;en<;e. 
Lippincott 500 Pages 
Paper, 59.40 


Illustrated 
Cloth, $10.50 


1973 


PHYSICAL GROWTH AND DEVELOPMENT: 
From Conception to Maturity. A Programmed Text 
BV /. Va/adin, M.D., M P.H., and D Porter. Ed.D. 
This book covers basl<; pnnclples of growth and development 
methods of assessment, and the functioning and development 
of the major body systems. 
Little, Brown 539 Pages Illustrated 1977 $15.75 


MENTAL HEALTH 


BASIC PSYCHIATRIC CONCEPTS IN NURSING, 3rd Edition 
By J. J. Kyes, R.N.. M.S.N.; and C. K. Hofling, M.D. 
This revised edition fo<;uses on the dynami<;s ot the nurse's 
role and fun<;tlon. and facilitates student progress from the 
theoret,<;al to the operational level. 
Lippincott 600 Pages 1974 $10.25 


THE PRACTICE OF MENTAL HEALTH NURSING: 
A Community Approach 
By A. J. Morgan. M.D.; and J. W. Moreno, R.N., M.S.N. 
Written by a nurse and a psy<;hlatrist actively engaged 10 the 
practice of community mental health, content focuses on realitll- 
oriented practi<;e and the presentation of <;on<;epts basic to the 
delivery of patient <;are. 
Lippincott 211 Pages 1973 56.25 


MENTAL HEAL TH AND MENTAL ILLNESS. 2nd Edition 
BV A. J. Morgan, M. D.; and M. K Johnston. R.N.. M.S.Ed. 
Designed to serve those studying the <;oncepts of mental health 
and illness for the first time, this ex<;ellent text has been thor- 
oughly revised and expanded. 
Lippincott 301 Pages 1976 $7 30 



NURSING OF FAMILIES IN CRISIS 
BV J. E. Hall, R.N., M.S.; and B. R. Weaver, R.N., M.S. 
With 20 Contributors. 
This unique book is designed to increase the student or practi- 
tioner's understanding of crisis theory as it appl ies to nursing 
situations, and to provide examples of strategies and tactics 
useful to the nurse, In any area of practice, In helping families 
to resolve crises. 
Lippincott 264 Pages 1974 $7.30 


THE NURSE AND HER PROBLEM PATIENTS 
BV G. B. Ujhely, R.N., Ph.D. 
Whether a nurse-patient difficulty stems from the patient. 
the nurse, or both. there is help for the situation in this widely- 
used book. 
Springer 192 Pages 1972 $5.80 


PHARMACOLOGY 


CLINICAL PHARMACOLOGY IN NURSING 
BV M. J. Rodman, B.S., Ph.D.; and D. W. Smith, R.N., M.D., 
Ed.D. 
This entirely new text by the authors of Pharmacology and Drug 
Therapy in Nursing offers quick. easy access to information 
needed for expert patient care. Essential scientIfic material 
is clearly, concisely presented. 
Lippincott 701 Pages 1974 $13.90 
Included: 
NURSES' GUIDE TO CANADIAN DRUG LEGISLATION 
Bv D. R. Kennedv, Ph. D. 
Lippincott 1973 


PHARMACOLOGY AND DRUG THERAPY IN NURSING 
BV M. J. Rodman, B.S., Ph.D.; and D. W Smith, R.N., M.A., 
Ed.D. 
Lippincott 738 Pages Illustrated 1968 $12.10 
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INTRODUCTORY CLINICAL PHARMACOLOGY 
BV J. C. Scherer, R.N., M.S. 
This practical book is va able as . ner a brief introductIon to 
pharmacology or a hand,. iew. It offers a concise overview of 
modern pharmaco ogy focu
ng on clinical aspects, plus a sum- 
mary of drugs commonly used in patient care. 
Lippincott 367 Pages 1975 $10.00 


REVIEW AND APPLICATION 
OF CLINICAL PHARMACOLOGY 
BV S. E. Ralston, R.N., B.S.N., M.Ed.; and M. Hale, R.N., M.S. 
Suitable for anv nursing program that integrates pharmacolog\' 
throughout its nursing courses. this text allows students to study 
drugs In an applied and associated manner. 
Lippincott 260 Pages 1976 $8.35 


PROGRAMMED MATHEMATICS OF DRUGS 
AND SOLUTIONS 
BV M. E. Weaver, R.N., M.S., and V. J. Koehler, R.N., M.N. 
Lippincott 109 Pages 1966 Printing with Revisions $2.90 


DIET THERAPY 


NUTRITION IN HEAL TH AND DISEASE, 16th Edition 
BV H. S. Mitchell, A.B., Ph.D., Sc.D. et al. 
Presents a comprehensive survey of the science of nutrition, 
wIth special emphasis on the application of theory to practice. 
Lippincott 652 Pages Illustrated 1976 $15.20 


NUTRITION IN NURSING 
BV L Anderson, M.P.H. et al. 
A compact text that provides the essentials of normal nutrition 
and patient-centered clinical nutrition, without extensIve cover- 
age of bIochemIstry research data. or food preparatIon. 
Lippincott 406 Pages Tables and Charts 1972 $10.25 


Prices subject to change without notice. 


Instructors are invited 
to write to our 
educational consultant 
NANCY C. CASHIN, R.N., M.Sc., 
concerning their requirements. 


Lippincott 


J. B. LIPPINCOTT COMPANY OF CANADA LIMITED 
Serving the Health Professions in Canada Since 1897 
75 Horner Ave., Toronto, Ontario M8Z 4X7 (4161252.5277 
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Mike Grenby 


There's free money for the asking when 
you're a semorclt/zen -but you've got to 
ask... 
Nurses involved with senior citizens 
can playa vital and rewarding role in 
helping these patients to get all the 
benefits to which they are entitled. After 
all, financial health (real or imagined) and 
physical health are often closely 
interwoven. 
While govemment pension benefits 
may be regarded as inadequate, what's 
even worse is not getting those benefits 
for which somebody does qualify. 
Don't take for granted that people 
know about and are collecting such 
benefits: all too often they don't know 
and/or aren't collecting. 
To find what's available, contact the 
local Canada Pension Plan and Old Age 
Security offices plus any provincial and 
municipal government departments 
which offer retirement or low-income 
benefits. 
Some groups and companies have 
gathered this information. For example, 
City Savings and Trust Company has 
published Dollars and Sense of 
Retirement, originally compiled by the 
Vancouver Resources Board. 
It deals with topics like the following 
- and these apply right across Canada 
- telling what is available and how to get 
it: 
Veterans' benefits: There are 
dis<.:bility pensions and allowances for 
certain civilians as well as for veterans, 
widows and dependents. Benevolent 
funds for veterans also exist. 
Canada Pension Plan: In addition to 
the retirement pension, there are also 
widow's and widower's pensions and 
death benefits. 
Old Age Secuflty: If one has little or 
no income, in addition to the old age 
pension, there is a Guaranteed Income 
Supplement. And there is a spouse's 
allowance. 
Documents: This is a list of the vital 
documents needed when one applies for 
the various benefits - also, what 
alternate documents will be accepted for 
proof of age, for example. 
Income tax: Irs important to know 
what income is taxable and what is not. 
This booklet also provides 
information on provincial, municipal and 
community services for seniors. 
While this part will be of specific 
interest only in B. C., it could also be useful 
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in other provinces: to give an idea of the 
types of resources which are available. 
(Copies - single or in reasonable 
quantities - of Dollars and Sense of 
Retirement are available free from City 
Trust, 777 Hornby Street, Vancouver, 
B.C. V6Z IS4.) 
You could also check your local 
community groups and appropriate 
government departments to see if 
anybody has put together a similar 
booklet for your province or community. 
Even if you don't uncover a handy 
list, the search in itself should help you to 
compile your own list of services. 
This is an invaluable asset. If you 
cannot help someone yourself, the next 
best thing is to know where to turn for help 
or to whom to refer a patient. 
Here's a quick rundown of the types 
of things you might look at, in addition to 
the points mentioned earlier: 
Banking privileges, customer 
services, housing, health care, help at 
home, legal services and information, 
congratulatory messages, action on 
issues, transportation and travel, senior 
citizen organizations, learning 
opportunities, libraries, clubs and centers, 
immigrant and interpretative services, 
and volunteer opportunities. 
Many services are free or offered at 
reduced cost to senior citizens - bank 
services, bus transportation, drugs, 
movie admission - but again, you have 
to know about them and know how to get 
them. 
It's extremely important for everyone, 
but particularly older persons. to have a 
record of personal and other important 
financial documents. 
There could be pension money 
building up rather than being paid out, or 
bond coupons going unclipped, for 
example. 


Many banks, trust companies, credit 
unions and other financial organizations 
produce free booklets to help the 
individual compile such a personal 
record. 
One of the best I've run across is 
Knowing, available free from The Institute 
of Chartered Life Underwriters, 41 Lesmill 
Road, Don Mills, Ontario, M3B 2T3. 
The first half of its 24 pages deals 
with personal papers, a household 
inventory. will executors, being an organ 
donor, funeral arrangements and 
knowing whom to contact. 
The other half of the booklet contains 
forms to fill out, detailing the particulars of 
topics like personal papers, insurance, 
investments and personal advisers. 
To keep control of money, you must 
know how much is coming in and going 
out. Only then can you make decisions as 
to arranging and planning your affairs. 
Again, financial institutions produce 
free budget books. I'd recommend Your 
Scotiabank Budget Book, from the Bank 
of Nova Scotia 
Find out who handles the patient's 
financial affairs. 
If nobody, look around for a 
sympathetic, intelligent adviser - 
somebody you could probably use for 
your own affairs, too. 
Finally, make sure there's a recent 
will. 
Don't take the patient's word for it. 
Find out who drew up the will and check 
with that person to see if the will is 
adequate. given the patient's current 
situation and outlook. 
Especially where there are 
dependents. it's vital to have a properly 
drawn will so that the financial as well as 
the emotional grief following death will be 
minimIZed. '" 


If you have any questions on your 
personal finances - involving 
investment, insurance, banking, credit or 
any other such matters - write to me 
c/o The Canadian Nurse 
While I cannot reply individu ally, I will 
answer as many Questions as space 
allows. 
Letters must be signed, but only your 
initials will be used if you so request. 


Copyright 
M & M Creations Ltd., 
585 Hadden Drive, 
West Vancouver, B.C. 
V7S IG8. 
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John Duffie 


For many older Canadians, life has become a 
nightmare. There are now three million people 
in this country 60 years of age or older. and far 
too many of them are living at or below the 
poverty level - lonely, demoralized, and 
frightened by a runaway inflation that is 
robbing them of the fruits of their life.s work. 
The economic consequences of aging are 
only one aspect of the problem. We are now 
beginning to realize that the emotional and 
psychological impact of retirement is, if 
anything, more important. Many of us derive 
our place in society, our very identity, from our 
jobs. With retirement, there is a terrible feeling 
of loneliness, a feeling that we have been cut 
off from the mainstream and have become a 
little less than human. One of the most 
destructive features of our society is the way 
we equate chronological age with biological 
and physical age, thus depriving the old of their 
independent status and their right to use their 
talents and abilities. 
Young people tend to regard the old as 
obsolete or useless. Dr. R.N. Butler, winner of 
the 1976 Pulitzer Prize for his book ''Why 
Survive?". coined the wordagism to describe 
this negative attitude toward the elderly. He 
considers agism to be on a par with racism and 
sexism, and states that in its simplest form it is 
just "not wanting to have all those ugly old 
people around." 


tô":'AII those ugly old people..... 
U A negative attitude towards old people 
may be based in part on an underlying fear of 
growing old ourselves. Our tendency to. oid 
the word old and substitute euphemisms such 
as "harvest years" or "golden years" may be a 
kind of denial of this fear. 
Agism is also reinforced by our economic 
system. In orderto keep this system operating, 
there must be constant growth, 
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ever-increasing production, a high level of 
consumption, and corresponding waste. 
Products are designed to wear out quickly orto 
be superseded by new models. Everything 
must become obsolete and be discarded 
quickly. and it follows that the same attitude 
carries over into the value we place on human 
beings: the old, labelled useless and 
non-productive, have no other destiny than the 
scrap heap. 
How do we rationalize our collective and 
unconscious cruelty? Looking at the image we 
have of the 'old' we find a stereotype that runs 
somewhat along these lines: 
Most old people are sick and confmed to 
institutions. They are unproductive, and 
unemployable because they miss too 
much time due to illness, besides being 
accident prone. Intelligence declines 
with age, sexual desire and ability 
disappear, and most elderly people 
become cranky and disagreeable. 
It's not a pretty picture. How much of it, if 
any, is true? 



Investigating the myth 
\.9'The fact that about five percent of the 
elderly population is confined to institutions 
usually comes as a surprise to most of us. 
Furthermore, many of our Institutionalized 
elderly are suffering from conditions 
contracted earlier in life, conditions that are not 
the result of old age per se. 
Are the old unproductive? They may not 
be prominent in areas requiring physical 
strength or innovative thought, but in fields 
calling for knowledge, experience and 
judgment, there are thousands of people who 
have made tremendous contributions to 
others in their later years. We have only to 
think of people like Picasso, Bertrand Russell, 
and Golda Meir - people whose quality of 


aci uevement has certainly not been limited by 
age. Artur Rubenstein, one of the greatest 
pianists of all time, undertook a lengthy tour of 
one-mght stands at 82 years of age that 
younger musicians have described as 
"killing." 
Studies of industrial workers have shown 
that production per man-hour is greater among 
employees over 60 than among those under 
20. A!so, older workers have better 
attendance records and suffer fewer disabling 
injuries; nor do they switch jobs as frequently 
as their younger counterparts. 
The only real cause of unproductlvity 
among the old is the absurd barrier against 
employment erected by govemments, in the 
selection of the arbitrary age of 65 as the start 
of what has been called "statutory senility." 
The myth of declining intelligence 
became part of our folklore about a generation 
ago when investigators drew some doubtful 
conclusions on the basis of tests they were 
carrying out. These tests were cross-sectional 
in nature: identical questions were asked of 
subjects of different ages at the same time. 
Invariably, the younger candidates outscored 
the older. More recent longitudinal studies, 
testing the same individuals at intervals along 
their life spans. have shown that the original 
studies overlooked many important factors: 
. older people had received less schooling 
than the young, what they had received had 
relied more on memorization than on problem 
solving. 
. the old were more subject to fatigue 
. they were generally more cautious, 
reluctantto blurt out what mightturn out to be a 
wrong answer. 
. generation differences were important: a 
test involving the vocabulary of the space age 
or of computers naturally favored the young. 
To quote Dr. Jack Botwinick of Duke 
University, 'The elements of wisdom and 
sagacity are not represented in the scientific 
data and were not given the emphasis they 
deserve." In other words, there is no space on 
a punchcard for qualities such as judgment 
and insight, qualities that develop with 
experience. 
The young and middle-aged share in a 
belief that the old have no interest in sex. It is a 
strange paradox that a younger generation 
that has brought about such a revolutionary 
change in our sexual attitudes is so puritanical 
in the way it regards sex on the part of its 
elders. 
Often people refuse to recognize the fact. 
that sexual desire can continue long into later 
life. It is true that sexual activity dedines 
among many of the old, but in most cases this 
is due to the acceptance of the old age 
stereotype on the part of the elderly 
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Adapted from an article by John Duffie in 
Victoria's Monday Magazme July 28-August, 3. 
1975. 


themselves. Impotency becomes a 
self-fulfilling prophecy, and desire disappears. 
Proof of the enduring power of sexual 
feeling can be seen in the fact that, despite a 
negative attitude on the part of society and the 
lack of appropriate atmosphere for courtship, 
marriages among the elderly continue to take 
place. Dr. Isidore Rubin, in "Sexual Life After 
Sixty," tells of one home for the aged in which 
there were 29 marriages in a 21-year period, 
these marriages proving more durable and 
congenial than most unions contracted at 
younger periods. 
As to the charge that old people become 
cranky and disagreeable, - it can be argued 
that there are just as many disagreeable 
young people. Cicero, in his essay on Old Age, 
said: "Old men are said to be peevish and 
fretful and irascible .__ but these are faults of 
character, not of age." After 2,000 years, his 
words still ring true. The kind of old person you 
become depends entirely on the kind of young 
person you have been, on the kind of person 
you are. 


C\From the Age of Aquarius... 
\Q/'while the 20th century stereotype 
persists, there are signs of change 
everywhere. The old are becoming news and 
after years of total preoccupation with the 
young, television, magazines, newspapers 
and radio, are adjusting their sights and 
beginning to pay attention to the old. There is 
evidence on all sides that the Age of Aquarius 
is over and that we may be entering the Age of 
the Elderly. 
The reason for this surge of interest is 
obvious. The older segment of the population 
is still growing but the widespread use of birth 
control devices is reducing the proportion of 
young people. The statistics are impressive: In 
1971 Canada had 2.5 million citizens aged 60 
or over, or about 11 % of the population. This is 
expected to rise to 1 S% by the turn of the 
century. The United Nations predicts that by 
the year 2000 there will be 600 million people 
in the world over 60, and the report adds, 
"Aging may be one of the crucial policy 
questions of the last quarter of the 20th 
century. .. 
A society that stresses "health," is also 
likely to produce a different breed of old 
person, more vigorous and alert than every 
before in history. The "new" old will be the 
same persons who made up the baby boom of 
the 1940s, were responsible for the campus 
confrontations of the 1960s, and who changed 
our entire moral and ethical standards. Soon 
after the turn of the century they will be the 
6O-year-olds, and it is my opinion that it is 
unlikely that they will accept passively any 
attempt to consign them to geriatric ghettos. 


The potential economic problems may be 
serious. As the proportion of old people in the 
population becomes larger. the younger, 
working group grows smaller with a resultant 
reduction in the tax-paying base that supports 
the group at the top. Already rumblings are 
being heard. A labor spokesman at a 
conference in Florida suggested recently that 
the American Constitution be amended to 
provide for a maximum voting age, so that the 
voting power of the old might be kept under 
control. 
Aside from the huge sums needed for 
pensions and welfare, there will be an 
overwhelming demand for more and better 
nursing homes, extended care hospitals, more 
provision for home care, and a growing need 
for doctors and other medical personnel to be 
trained in the special needs and problems of 
the old. 


r:::-.. A Sleeping Giant 
\..9JThe basic needs of the old are not 
unreasonable - freedom from want, 
affordable housing, the right to share in the 
community's recreational, educational and 
medical resources, the right to work for those 
who want to work and are capable of working 
and, above all. the right to be useful, respected 
members of the community, with a voice in the 
way society is run. 
The elderly may be likened to a sleeping 
giant, just beginning to stir and rub his eyes. 
They have accumulated experience, wisdom 
and vision during their many years on earth, 
and the failure of society to make use of these 
qualities is a waste of human resources, 
destructive to the elderly themselves and 
signifying an enormous loss to the country. 
There are difficult, complex problems to 
be solved, and people of all ages should be 
working together now to find solutions. Time is 
running out. oi' 


John Duffie, (Victoria, B. C.) is a member of 
the American Association of Retired Persons, 
the National Council on Aging, International 
Federation on Aging, the B.C. Old Age 
Pensioners, the Canadian Authors' 
Association, and numerous other groups. 
Retired from his position of Property Tax 
Manager with Canadian Pacific, Duffie has 
channelled his energies into other areas: 
"Believing strongly in varied interests for 
retired persons, I am trying to develop a sort of 
second career as a free-lance writer, 
specializing in the field of aging and 
retirement. "His work has appeared in several 
weekly papers in the Victoria area. and he has 
had some speaking engagements and a 
couple of T. V. appearances, all concerned 
wIth problems of the elderly. 
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llllllllilllli: NUTRITION 
for SENIOR CITIZENS 


Mike Grenby 


Here's food for thought for nurses involved in 
the care and feeding of the elderly: 
Seniors (65 and older) appear to be one of 
the most poorly nourished groups in the 
country, according to the Nutrition Canada 
survey. 
Senior males in particular seem to be the 
most vulnerable of any group to nutrient 
deficits. 
The cheerful side of this discovery is that 
the only way we can go is up. 
According to Wendy McDonald, public 
health nutritionist for the Nova Scotia 
Department of Public Health, diet in old age 
appears to be more for maintenance than 
change. 
"As a person ages," she says, "his needs for 
calories decrease because of both reduced 
physical activity and decreased cell mass. 
"Data collected over the past decade have 
indicated reductions in weight and height 
beginning at age 55. 
"Active protein tissue is slowly replaced by 
fat even in a person who is not overweiÇjht. At 


the same time, however, the needs for 
nutrients do not decrease," 
This means that while old people don't 
need as many calories, they still need their 
nutrients. In fact, the elderly need just as much 
protein as the young. 
"Also, suffident roughage and water must 
be consumed to preserve bowel regularity:" 
Wendy McDonald says. 
"Avoid excessive salt to prevent fluid 
retention and elevation of blood pressure. And 
reduce intake of saturated fat and cholesterol 
to prevent arteriosclerosis." 
Although there is no clear evidence that 
aging can be slowed down through nutritional 
means, the aging process can certainly be 
made a more pleasant one through adequate 
nutrition. 
"The aged have the highest prevalence 
rates for illness and disability," Wendy 
McDonald noted. '.Although they represent 
barely 10 percent of the total population, they 
account for a far greater percentage of health 
care dollars. 


"The point here is that almost one half of old 
people's health problems are related to 
nutrition. " 
Compounding and often causing nutrition 
problems are low income, loneliness and lack 
of incentive to eat, food fads or cultural habits, 
chronic invalidism and/or lack of mobility, poor 
dental health and deteriorating or vanished 
taste buds. 
Studies have shown the most commonly 
neglected foods are cheese, whole grain 
cereals, citrus fruit, eggs, milk and vegetables 
and fruit, according to the public health 
nutritionist. 
"Of those living alone, the women tend to 
eat better than the men, while the men eat 
better if living with family or relatives," she 
said. 
"As people grow older, they may lose the 
motivation to apply the knowledge they 
already have. 
"When you try to improve nutrition, you must 
also try to improve the individual's desire to 
help himself - as well as providing accurate 
 


"EATS" IN MY FURNISHED ROOM 
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. Reprinted with permission of the Vancouver 
Resouræs Board 


* I keep these foods on my shelf : 
 
1-2 
;::"<a", = 
=g
.., 
':':"" 'if, 
- sardines - green beans equals 1 cup) 
 ' 
j 
- canned beet' - gleen peas 
1 small jar 2-3 wedges of portion-wrapped . 
- peanut butter cheese i 
- honey or molasses 
 , : 1 
- salad oil 
- vinegar 
1 box or package of dried fruits 
- apricots - raisins 
- dates - prunes 
- figs - shelled nuts 
- mixed fruits They're wonderful snacks! 
- evaporated milk 
- non-fat dry milk 
- tea bags 
- instant coffee 
- instant cocoa 


I can have nourishing meals and snacks in my 
furnished room even though I have . no stove 
. no refrigerator 
. and only a little money for food 
Occasionally I can have a guest, too! 
.rSuggestions for Meals and Snacks 


. Breakfast 
Sliced orange or orange sections 
Ready-to-eat cereal with milk 
Melba toast with peanut butter or cheese 
Glass of milk (fresh 01 dry-skim) 
Instant tea or coffee (if the tap water is hot) 


.Supper 
Salad plate of 
- salmon or tuna or cold cuts 
- tomato slices or wedges 
- green pepper rings 
- canned peas or asparagus with lemon JUice, salt, 
pepper, or salad dressing 
Milk. tea or coffee 
Bread or crackers with cheese 
Fruit in season 


. Bedtime or Afternoon Snack 
Banana milk shake 
Molasses milk shake 
Fruit and cheese 
Crackers and milk 
Cereal and milk 
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1 box or package portion size 
- ready-to-eat cereals 
- Melba toast 
- whole wheat bread 
-rye 
- white or plain 


... 
 
7.... 
* I want fresh fruits and vegetables, 
too, so: 
I buy one pound of - apples 
- bananas 
- oranges 
- fruits in season 


I buy one-halt - tomatoes 
pound at a time - green peppers 
- grapes 


Occasionally I buy - strawberries 
a small box of - blueberries 
- raspbemes 
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,evel of government in every province - but 
you must ask for it. 
The B.C. Department of Health, for 
example, produces The Senior Chef with, for 
example, such basic easy-to-understand 
advice on buying vegetables as: 
"Some vegetables are better buys than 
others because they contain such a large 
amount of some vitamins that only a small 
serving is needed. 
"Some examples are carrots, broccoli, 
spinach, sweet potatoes and squash. Buy 
small quantities of these often. 
"Cabbage has much more vitamin C than 


lettuce. Serve it often raw as coleslaw. It is 
much less expensive than lettuce." 
Arlene T olensky also touched on ways to 
motivate seniors to use information on 
nutrition. 
"If an old person feels lonely or apathetic, he 
or she isn't going to care much about food," 
she said. "The idea then is to make eating a 
social event with other people. 
"Loss of appetite can be countered by 
serving regular meals at regulartimes, serving 
hot food hot and cold food cold, including an 
appetizer before lunch or supper, trying five 
meals a day instead of three, and so on. 


Sometimes, baby gets 
more air than formula. 



 


That's why we make soothing, 
peppermint-flavoured Ovol 
Drops. 
Ovol is simethicone, an 
effective but gentle antiflatu- 
lent that relieves trapped air 
bubbles in baby's stomach and 
bowel without irritating gastric 
mucosa. 
Ovol works fast. And that's a 
relief for baby. And for mother. 


, 


Also available ,n adult-strength 
chewable tablets. 


OVOL DROPS 
FOR INFANT COLIC 
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"If chewing is a problem, there are many 
nutritious soft foods: fish, eggs, cheese, 
hashes and stews, peanut butter, cooked 
vegetables, canned fruits, soups, hot cereals, 
puddings. etc." 
Perhaps the nurse's approach to nutrition 
for the elderly can best be summed up this 
way: 
Try to avoid the philosophy of merely 
eating to live and encourage as much as 
possible the idea of living to eat.... 


Mike Grenby, author of "Making the 
Most of the Golden Years" and "Living to 
Eat: nutrition for senior citizens, " both of 
which appear in this special issue, is on 
the staff of the Vancouver Sun, lectures 
and appears regularly on both local and 
national radio and television, and has 
done consulting work for the federal 
government. 
He is the author of a nationally 
syndicated column that he says he writes 
"to help ordinary people understand, 
manage and get the most from their 
money." His last article in The Canadian 
Nurse was a column which appeared in 
the January issue on income tax tips. 
A graduate of the University of British 
Columbia and Columbia University 
Graduate School of Journalism, he is the 
author of "Mike Grenby's Guide to 
Fighting Inflation in Canada" 
(International Self-Counsel Press Ltd.). 
He and his Australian-born wife, Mandy, 
who is a nurse, live with their son, 
Matthew, in West Vancouver. 
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and M.B. Loeb. Gerontologist 9:3:1-122, Autumn 
1969. 
Rao, D.B. Problems of nutrition in the aged. J. Amer. 
Geriatr. Soc. 21:8:362-367, Aug. 1973. 
Nutrition: a national priority. A report by Nutrition 
Canada to the Dept. of National Health and Welfare. 
Ottawa, Information Canada, 1973. 
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A nEW WAY OF I,ELPlnG 


For many of our "senior citizens," the decision to enter a residential or care home is not based on 
medical reasons, but rather on problems arising from social isolation, financial insecurity, or the lack 
of availability of a "caring person" to help look after them. In Canada, "home help" care workers are 
almost non-existent compared, for example, to Sweden where more than a quarter of the elderly 
population receive some form of in-home assistance. 1 Making "home help" more readily available is 
just one approach to the question of care that is now being studied by a variety of experts at all levels 
of govemment. 


Richard McAlary 
Many observers consider Canada to be less 
advanced than other Western countries in the care 
alternatives that it presently offers its elderly citizens. 
If, as seems inevitable, the number of people over 
the age of 65 (now estimated at 1,975,000) and the 
ratio of senior citizens to the rest of the population 2 
(currently 8.7 percent of the total)3 both increase at 
the rate that is predicted, there is little likelihood of 
significant improvement in this standard of care 
unless all of the agencies concerned are prepared to 
give this problem the attention it deserves. Already, 
attempts to shift responsibility from one level of 
govemment to another, from one agency to another, 
have begun. 
o What resources are currently available? 
"Homes for the aged" are now the most 
frequently used method of providing care for the 
elderly. Federal-provincial govemment agreements 
divide these into five levels or classifications of care: 
TYPE 1- Often called "personal care" and the most 
common type of home. These are staffed by 
non-medical attendants under a medical supervisor. 
TYPE II - commonly referred to as "nursing home 
care," offers intensive personal care using 
professional nursing supervision. 
In 1976, facilities classified Type I or Type" 
provided a combined total of 134,791 personal care 
beds in a total of 2,252 homes. This included 48,183 
beds in 826 Type II nursing homes. 4 
TYPE III-;:>rovides for care of chronically ill patients 
under 24-hour technical nursing supervision. 
Generally, these patients must show potential for 
rehabilitation through a slow-paced program. 
TYPE IV - homes providing care for patients and 
requiring rehabilitation. 
TYPE V - acute hospital care. 
The most popular alternative to institutionalized 
health care iscare in the home and, in countries such 
as Sweden, this is already a viable alternative. In 
Canada, Saskatchewan leads the way among the 
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Author, Richard McAlary, is 
currently working for the federal 
government as a policy planner in 
the housing field. His main area of 
interest is urban economics. 
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provinces in promoting care at home. Instead of 
continuing to build more special care homes offering 
Type I and Type II care, the Saskatchewan 
Department of Social Services is endeavoring to 
work with the Saskatchewan Housing Corporation 
(S.H.C.) and the provincial Department of Health to 
provide a more flexible approach to accommodation 
combined with personal care services in the form of a 
Home Care Program. 
For senior citizens who wish to remain in their 
homes, Central Mortgage and Housing Corporation 
(C.M.H.C.) offers help in upgrading individual homes 
through the Residential Rehabilitation Assistance 
Program (R.RAP.) which gives partly forgivable 
loans to families, individuals and landlords who 
reside in specific sections of most Canadian cities 
(Neighbourhood Improvement Areas (N.I.P.)) and 
communities of under 2,500. To date those over the 
age of 65 have been the largest beneficiaries of this 
program. The "retrofit" program to assist in the 
upgrading of homes to conserve energy is also 
expected to attract many senior citizens. 
Since 1967, the federal government, through 
C.M.H.C., has made loans and contributions of 
approximately $1.5 billion to senior citizen housing 
projects of one type or another. Now federal 
officials have announced that they intend to obtain 
reassurance that they are providing the type of 
shelter and aid to the elderly of Canada that is most 
needed. As a step in this direction, Urban Affairs 
MInister André Ouellet has called for a dialogue 
between senior citizens and representatives of the 
federal government. 
Last year, Central Mortgage and Housing 
Corporation commissioned a study to investigate its 
role in this area. Among the questions the crown 
corporation asked itself were: 


1. What are the needs and/or demands for health 
care facilities? 
2. What location, design, and operational guidelines 
for care facilities should C.M.H.C. adopt? 
3. What is the relationship between federal funding 
and provincial health funding in the field of geriatrics? 
4. What level of care should the federal housing 
agency fund, considering it is a "housing agency" not 
a health care organization? 


In the report, Non-Profit Housing for the Aged 
and Other Special Care Groups by George Hart, 
Consultant released in the Fall of 1976, he 
recommended, among other things, that: 
. the govemment take steps to ensure that most 
of the elderly become financially independent in their 
own right, especially through a greatly strengthened 
Canada Pension Plan and flexible retirement. 
. C.M.H.C. confer nationally and regionally with 


social service and health authorities on the timing 
and force of the new social service program and its 
implications for housing. 
. C.M.H.C. question and propose on the social 
side of housing as well as legal, financial and 
architectural aspects: it should not react passively to 
proposals for certain kinds of unneeded but costly 
institutions. 
. As the new community-based home-helps 
program takes effect, C.M.H.C. should: 
a) continue building self-contained housing, not in 
teo large segregated islands but as small and as well 
integrated into the community as possible; 
b) work with appropriate provincial and municipal 
authorities to develop sheltered housing adopted 
perhaps from the British model; 
c) fund no more boarding residences as such 
(without care services or close connection to a care 
home): 
d) fund no more homes providing light personal care 
only; 
e) try to hold down the size of congregate institutions 
and multi-functional complexes: 
f) make suitable exceptions and adaptations in cases 
of sparse populations, isolated communities, and 
harsh climate. 
. C.M.H.C. continue to capital fund nursing 
homes providing Type II care. 
. C.M.H.C. not classify as health facilities homes 
receiving support from a provincial health insurance 
plan because, however they are financed and 
supervised operationally, they are in fact intensive 
personal care facilities with nursing supervision. 
. C.M.H.C. continue capital funding of care 
homes where insurance obtains, even though some 
well-off elderly will pay low fees, because poor to 
low-moderate income is the present lot of most aged. 


o Summary 
Whatever the outcome of the various 
government decisions, one thing is certain, a 
great deal of investigating remains to be done and 
many important questions remain to be answered. 
We must find the best way of helping our senior 
citizens today while, at the same time, remaining 
flexible in our approach to the changes that will be 
required in years to come... 


References 
1 Hart, George. Non-profit housing for the aged and 
other special care groups. A policy study for Central 
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Mortgage and Housing Corporation, 1976. p. VIII. 
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The number of choices available to an individual, including alternatives for care, seem to 
diminish dramatically with age, illness, and disability. For many elderly people, maintaining 
an active life within their own homes or communities, is impossible. Because they need some 
assistance, they turn to what is offered to them, and in many cases, this means 
institutionalization. 
Here, two authors describe some services which help maintain people in their 
communities. Both the Day Therapy Centre in Hamilton, Ontario, and the Day Hospital in 
Edmonton, Alberta offer the elderly person and h is family a choice... both have helped to give 
the elderly a greater chance to live productive lives in their own homes, their own 
communities. 


Day Hospital 
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Hazel Schattschneider 
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Mrs. A. is an BB-year-old lady livIng in her 
own home, the home she has INed in for 
over 50 years. She is a former teacher 
who had been married for 32 years when 
her husband died in 1956. They had no 
children. Mrs. A's brother, now B6 years 
of age, and sister, now 83 years of age, 
have lived with her for many years and 
are now managmg the home. They are 
Mrs. A's principal helpers. They have 
found the task an increasingly 
demanding one, particularly when Mrs. 
A's sister became ill and reqUIred surgery 
last summer. They have been receiving 
support from the Edmonton Home Care 
Program for nearly two years. primarily 
through weekly home help services, and 
periodic V.O.N. services. 
Mrs A. came to the attention of the 
Day Hospital staff when an applicatÌon 
was completed requesting short-term 
holiday nursing home placement for Mrs. 
A. so that her brother and Sister could 
have a rest. At the time of assessment, it 
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was feft that in addition to short-term 
relief, Day Hospital support would be 
most appropriate in assisting this family 
to continue coping in this situation and in 
allowing Mrs. A. to continue living in her 
own home. 
On Mrs. A's admission to Day 
Hospital the following problems were 
identified and plans made: 
. Unsteadiness with walWng and lack 
of awareness of her right side as a result 
of a stroke two years earlier. A 
physiotherapy program of actÌve 
exercises and assistance with walkmg 
encouraging her to walk independently 
with a walker was planned. 
. Need for assIstance with bathing 
and personal care. Plans were made for 
Mrs. A. to have tub baths at Day HospItal. 
She had been unable to have tub baths at 
home because of difficultÌes in getting 
upstairs to the bathroom. 
. Arteriosclerosis, and Congestive 
Heart Fælure. She presented WIth pitting 
edema of her legs and right arm. Her 
medications (digoxin and lasix) were 
revIewed and the dosage adjusted. 
. Ulcers on her legs. Plans were made 
for regular observation and dressing of 
areas. 
. Moderate confusion. Through 
involvement in aCtÌvities. social 
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interaction, reinforcement of reality, the 
stimulation and encouragement 
provided in the Day Hospital program, it 
was hoped that Mrs. A. would be 
motivated and encouraged to increased 
awareness of reality and increased 
independence. 
. Family's need for support and 
assistance with Mrs. A's care. Through 
Mrs. A's attendance at the Day Hospital 
twice weekly, her brother and sister are 
not only given relief from her care but also 
the reassurance that her needs are being 
identified and attended to. They are also 
encouraged to discuss any of their 
concerns with the Day Hospital staff. 
Now, after attendance at the Day 
Hospital for nearly three months, Mrs. A. 
has shown significant improvement in a 
number of areas. 
She is walking more mdependently 
with her walker at home. The edema in 
her arm and legs has decreased 
markedly. The ulcers on her legs are 
healing well. She is showing a greater 
awareness and interest in activities 
around her. Her brother and sister report 
that with this support they are able to get 
a break and are therefore better able to 
cope with their responsibilities. 
It is apparent that Day Hospital is 
rovidlng significant care and support for 
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this lady and her brother and sister. Plan 
are to continue in the present plan of 
care, working towards contmued 
ITnt-"ovement of Mrs. A's health and 
actiVity level. Together with the home 
help services provided by the Edmonton 
Home Care Program, Day Hospital is at 
this point contributing significantly to the 
quality of life for this family and allowing 
Mrs. A. to remain living at home - the 
place she prefers to be 


The Edmonton and Rural Auxiliary Hospital 
and Nursing Home District No. 24 has 
provided a Day Hospital program for up to 25 
individuals per day for the past three years at 
the Norwood Auxiliary Hospital in Edmonton. 
The program gives each participant, each with 
his or her own individual needs, the 
opportunity to come together with others who 
have similar problems. As a group, they work 
together towards a common goal- to become 
and remain as independent as possible and to 
continue living in their own homes and 
communities. 
The program began in May 1973 as part 
of a pilot project of the Alberta Hospital 
Services Commission. The main goals of the 
project were: 
1. To provide an alternative and more suitable 
form of care, other than institutional care for 
handicapped persons, particularly in older age 
groups. 
2. To enable these persons to function more 
independently in the community. 
3. To reduce the costs of providing health _ 
services to persons in older age groups.'" 
Plans forthe project began in 1971 as the 
possibilities for the development of such a 
program were examined. In reviewing the 
experience of others in implementing a similar 
program, evaluators found that the "Day 
Hospital" concept has been utilized in Britian 
since 1962 in response to a need to release 
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hospital beds and to assist the individual to 
remain in his own community! Since then, 
several hospitals in the United States and 
Canada (including !he Maimonides 
Psychogeriatric Day Hospital in Montreal) 
have introduced similar programs. 3 ,4 
Often there is confusion about the terms 
"day hospital" and "day care center." In the 
context of the Canadian health care system, it 
is important to distinguish between these two 
types of care. A Day Hospital is a therapeutic 


setting with professional staff working with 
patients and families towards a therapeutic 
goal of reaching and maintaining a maximum 
level of independence. A Day Care Center, on 
the other hand, functions in a somewhat 
different way - providing care and 
supervision, recreation and social activities 
but not necessarily by professional 
medical/nursing staff. In this way, it meets the 
needs of people who no longer require Day 
Hospital care but who might require support in 
a social setting. As well, it provides care and 
supervision to individuals who are unable to 
remain at home alone while family members 
are at work. 
Initially, the Alberta program was called a 
Geriatric Day Hospital. Today, it has widened 
its scope to include the needs of younger 
individuals but the program is still primarily 
geared towards the older person. Those 
attending the Day Hospital have a variety of 
medical problems and disabilities; the most 
common ones are those associated with 
strokes, diabetes, arthritis, multiple sclerosis, 
Parkinsonism, arteriosclerosis, organic brain 
disease and depression. 
LJ Planning for the individual patient 
At the Norwood Day Hospital, a program 
of care is planned for each patient. His 
individual physical, social and emotional 
needs are considered by the patient care team 
that includes medical and nursing staff along 
with the patients themselves, their families and 
related community agencies. Team 
conferences are held regularly for assessment 
and review purposes; family conferences are 
held on admission and as indicated. 
Community agencies are encouraged to 
participate in the patient's plan of care and in 
its implementation. 
Patients attend the program for a period of 
six hours, one, two or three days a week 
arriving by 9:00 a.m. and leaving after 3:00 
p.m. They travel either by taxi (on a pool 
basis), the Disabled Transportation System 
operated by the City of Edmonton or by 
transportation provided by family or friends. 
The Day Hospital staff consists of the 
coordinator who is a nurse, one staff nurse, 
one certified nursing aide, one occupational 
therapy aide, one part-time medical consultant 
and one part-time clerk typist. As part of a 
larger complex consisting of an auxiliary 
hospital and nursing home, the Day Hospital 
utilizes the physiotherapy, occupational 
therapy, dietary, housekeeping, laundry and 
maintenance services of the larger unit. 
The services provided in the program 
include medical and nursing assessment, care 
and supervision. This would include 
monitoring of the patients' medical status such 
as observation of general health status, vital 
signs, blood tests and other diagnostic 
procedures and the review and supervision of 
diet and medication. Teaching the Activities of 
Daily Living is an integral part of the program 



as patients are encouraged towards 
self-responsibility. Patients are assisted with 
personal care Including bathing as necessary 
Podiatry and dental services are also 
available. 


LJ Special activities 
Physiotherapy and occupational therapy 
services are available from the auxiliary 
hospital on an outpatient basIs. When 
indicated, the physiotherapist and the 
occupational therapist instruct the staff, family 
and the patient about the appropriate 
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therapeutic measures thus encouraging both 
consistency in treatment and increased 
independence. 
Recreational activities are an integral part 
of the Day Hospital program and provide a 
means through which a number of objectives 
may be met. By observing and working with a 
patient in both individual and group activities, 
the staff are able to assess his physical, 
mental, emotional and social capabilities as 
well as leaming something about the 
individual"s lifestyle. By participating in 
activities suited to his interests and 
capabilities. in a therapeutic environment, he 
may become motivated to reach a higher level 
of independence. 
The joy and satisfaction of a lady leaming 
to do cross stitch again following a stroke or 
the interest and competitive spirit of a group of 
men, all once avid curlers, over a game of 


shuffleboard are demonstrations of the value 
of such activities. The excitement of planning 
and anticipating special events such as 
picnics, teas, Klondike festivities, Day Hospital 
birthday and Christmas celebrations are high 
points of excitement and involvement for both 
patients and staff. Through all these activities, 
emphasis is placed on the patients' 
capabilities rather than his disabilities. The 
patients support each other in the group and 
as a result, friendships have been established 
which extend beyond the Day Hospital setting. 
A most significant aspect of the Day 
Hospital program is its family-centered 
approach which involves, the family as much 
as possible in the program of care. Many 
individuals are able to remain in their own 
homes only with the support and care given by 
family members. By listening, teaching and 
offering counselling when needed, the Day 
Hospital staff supports families in continuing 
with their responsibility. At the same time, 
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other individuals without family support may 
look to Day Hospital for the care, support and 
encouragement they require to live 
independently in their own homes. 


LI Achieving independence 
In providing all these services, one of the 
greatest resources is the hospital staff. They 
not only care for but care with and about each 
individual patient. While leaming to recognize 
the strengths and limitations of themselves as 
well as of the patients, the challenge of 
encouraging and then allowing patients to be 
as independent as they can be is an ongoing 
one. 
As patients reach a higher level of 
independence, they may attend Day Hospital 
less frequently and may eventually be 
discharged. At this point they are encouraged 
to utilize the social and recreational services in 


their community. Other patients may require 
care in a nursing home or an aL.:xiliary hospital 
The need for some elderly persons to receive 
continuing care and support in order to remaIn 
at home remains apparent. 


Since its beginning, the Norwood Day 
Hospital has grown and developed through the 
involvement and contributions of patients. 
family and staff. Besides having been 
evaluated officially as a pilot project, the 
program has been evaluated on an ongoing 
basis by all involved in the experience. While 
participation in that experience has not been 
without frustration and occasional 
discouragement, it has also proved to be most 
rewarding and we hope that as a result others 
too may benefit. "i> 
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Hazel Schattschneider received her basic 
nursing diploma from the University of Alberta 
Hospital School of Nursing, Edmonton. She 
has also received diplomas in Outpost 
Nursing and Public Health Nursing, Dalhousie 
University, Halifax and her B. Sc. from the 
University of Alberta. She has worked as a 
staff nurse in Edmonton and Alaska and as 
municipal nurse in Fort McMurray, Alberta 
and Supervisor of Nurses in Vegrevi/le Health 
Unit, Vegrevi/le, Alberta. 
She is presently the Nursing Home 
Consultant with the Edmonton and Rural 
Auxi/liary Hospital and Nursing Home District 
No. 24. Previously, she was their Day Hospital 
Coordinator. 
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Day Therapy 
Centre: The Role 
of The Primary 
Care Nurse 


M Ann Mar/ok 


Mr Thomson first attended the Day Therapy 
Centre at St. Peter's just after the death of his 
wife. Because of peripheral circulatory 
problems involving his hands, he had recently 
resigned his job as a brick layer. 
A social worker referred him to the Centre 
when she saw that his life seemed so 
meaninglf.ss to him, that he was lonely, and 
very depressed. She thought that some 
association with others, some involvement in 
recreational activities at the Centre, might be 
of help to him. 
From his first day at the Centre, Mr. 
Thomson began to find support from the other 
men that he talked to. At coffee breaks, he was 
quick to join in lively discussions about sports, 
politiCS, and the 'good old days: 
The occupational therapist discovered 
that Mr. Thomson was a man of many talents, 
whose interests included carpentry, 
mechanics, plumbing and cooking. With the 
encouragement of the staff and other clients at 
St Peter's, life began to fall into place for Mr. 
Thomson. 


The Day Therapy Centre 
The Day Therapy Centre is located in 
Hamilton, Ontario, within St. Peter's Centre, a 
hospital devoted to the care and rehabilitation 
of the chronically ill. The programs and 
organizational structure of the Day Centre are 
closely affiliated with those of the hospital, so 
that the clients enrolled in the Day Therapy 
program can take advantage of the 
therapeutic benefits of the hospital, as well as 
taking part in some of the hospital activities. 
From its beginning, the geriatnc day 
centre was seen as an active means to ensure 
the maintenance of the elderly within the 
community, to encourage the use of as many 
of their physical and emotional strengths as 
possible, and to build on their talents, by these 
means renewing purpose and meaning in their 
lives. The purposes outlined for the centre are: 
. to provide for assessment of the disabled 
and/or senior person's ability to function at 
home, with the support of a program focusing 
mainly on group activity 
. to provide continuing support and therapy 
in order to assist the client to remain in the 
community, living in his own home setting 
. to provide an opportunity for 
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resocialization of the isolated and/or disabled 
seniors within the community. 
In order to become enrolled in the Day 
Centre, the client is referred by the community. 
through a family physician, social worker, or 
commumty nurse. As soon as he is accepted 
into the Centre, a program of recreational and 
therapeutic activities is scheduled by the 
coordinator and Day Centre staff. The 
schedule is organized so that the client 
becomes Involved in activities that are 
interesting and stimulating to him, with the 
purpose of renewing his feelings of usefulness 
and worth. Once the. appropriate team 
members have assessed and worked with the 
client, they compose a problem list to be used 
as a guide in assisting the client in his 
rehabilitation. 
The staff of the Day Centre, consisting of 
a coordinator, community planner, social 
worker, recreation assistant, and myself, a 
primary care nurse, work very closely with the 
multidisciplinary hospital team to ensure that 
the client receives the benefits of the 
therapeutic resources appropriate to his - 
needs. The hospital team includes a family 
physician, physiotherapist, occupational 
therapist, social worker, and recreation 
worker. 
During our association with the client, the 
Hospital and Day Therapy team functions as a 
unit, so that each member is cognizant of the 
others' ideas, plans, management and 
difficulties encountered. Through the team 
function, the client is the recipient of shared 
knowledge and resources. 


V.C.N. Input 
The role of the nurse within the Day 
Centre evolved with the program itself. While 
the program was still in its infancy, It became 
obvious that this type of setting was an ideal 
focus for an experimental program of the 
Hamilton-Dundas Branch of the Victorian 
Order of Nurses - to explore the greater use 
of their services in prevention of health 
deterioration among elderly people living at 
home. 
Many V.O.N. patients have reached some 
stage of deterioration in their health and many 
are facing the prospect of a major change in 
their living style and accommodation. When 
health breakdown can be prevented or slowed 
down, the nurse has played a significant role in 
assisting the senior citizen to remain a part of 
his family within his own home setting. 
Familiar with all facets of nursing within 
the community setting, the V.O.N. nurse was 
seen as an ideal person to assume the role of 
primary care nurse within St. Peter's Geriatric 
Day Therapy Centre. Asa V.O.N. nurse, I was 
enthusiastic about taking on this new role, a 
role that expanded quickly. 


The Primary Care Nurse 
As primary care nurse I function as team 


leader at an admission conference held after 
the client has been attending St. Peter s 
program long enough for all of us on the team 
to have assessed him. At this conference, 
treatment plans and goals are discussed with 
the client and his family. When this conference 
is completed, a review conference is 
scheduled for a later date to assess areas of 
progress and those that need further attention. 
Hopefully by the time of the review conference, 
the chent will have taken some steps in 
reaching a greater degree of independence 
within the community, with less dependence 
on St. Peter's Centre. 
Other facets of the nurse's responsibilities 
at St. Peter's may perhaps best be illustrated 
by returning to my discussion of Mr. Thomson: 
Mr. T. progressed quickly and took on 
many activities at St. Peter's. However, with 
this dramatic increase in his activity. I noted 
increasing dyspnea on exertion, some 
bilateral ankle edema, and increasing fatigue. I 
referred him to his family physician, who in turn 
directed him to a cardiologist. Mr. Thomson 
was started on a regime of diuretics and 
cardiotonics, but the treatment was not very 
successful. 
One day he arrived at the Centre in 
obvious respiratory distress, with pulmonary 
congestion and bilateral ankle edema. I 
contacted his doctor, and he was immediately 
admitted to the coronary unit of an acute care 
hospital. With further assessment and 
management of his cardiac status by the 
hospital team, he began to show some 
improvement. While Mr. Thomson was in the 
hospital, I was able to report pertinent details 
to the hospital team concerning his home 
situation, his progress at the Day Centre, and 
the ease with which nursing care serviæs 
could be implemented in his home, if 
necessary, upon his discharge from hospital. 
Following three weeks of Home Care 
management, including V.O.N. and 
Homemaker services, Mr. T. was able to return 
to regular attendance at the Day Centre. This 
time, his treatment program was more 
successful. During his attendance at the 
Centre, I was able to monitor important 
aspects of his medical management: his diet, 
daily weight, medication compliance, and 
activity level. 
All of us at the Day Centre were pleased to 
see both physical and mental improvement in 
Mr. Thomson. We felt even more satisfaction 
when Mr. T. stated that he had accepted ajob 
offer as a security officer in a downtown office 
complex. He arranged to see his family 
physician for his medical opinion and advice, 
and once he received approval, he began work 
on a part-time basis. He dropped into the Day 
Centre when he could, reporting any weight 
changes, diet and medication compliance and 
his tolerance of his gradually increased 
exercise regime. 
By the time Mr. Thomson was discharged 



from the Day Centre, he had returned to 
full-time employment with regular health 
supervision being provided through referral to 
the Hamilton-Wentworth Health Unit. 


One of my important tasks as primary 
nurse at the Centre lies in assessment of the 
client s needs. At the time of his admission, J 
assess the client's health status and his home 
environment, along with health services 
available to him. From there, I contact the 
client's physicians and other services that he 
may need, and begin to compile a problem list. 
As primary nurse, I am also responsible 
for implementing emergency nursing 
measures as necessary, and for instructing 
other staff and volunteers in appropriate 
response to emergencies. I provide ongoing 
education to volunteers through organized 
workshops. 
Occasionally assistance with personal 
care and treatments is provided during the 
client's attendance at 5t. Peter's if the facilities 
for such treatments are not available at home 
Or if the family situation is not conducive to 
such care. 
Referrals are an important component of 
my duties. I make referrals to visiting nurse 
agencies for nursing care in the home, to 
health units, and/or other allied disciplines for 
family and client follow-up, especially upon the 
client's discharge from the program. 
When the chent has achieved some of the 
goals worked out between himself and the Day 
Therapy team, and gained enough 
independence to function in the community 
without the Day Therapy Program, I notify his 
physician of his progress and eventual 
discharge. Liaison with appropriate 
community health resources is organized so 
that the client will have suitable health and 
social backup. 
Education of client's families, staff and 
volunteers make up a large part of my 
responsibilities. This may consist of group 
and/or individual discussion about: 
. health problems 
. knowledgeable approaches to care 
. information about medications 
. food and fluid intake 
. disabilities and the restrictions that they 
impose on life-styles. 


Patient's advocate 
As primary care nurse at the Day Therapy 
Centre, I have found an opportunity to provide 
ongoing support to the client and his family in 
conjunction with the social worker when major 
changes have to be made, changes such as 
admission to a nursing home or hospital. I am 
also in a position to provide data about the 
client's needs to that admitting institution. 
Evaluation of the program is an ongoing 
process. While I provide input into the activities 
of the Centre, I also monitor the effect of the 
program on the client and the benefits derived 
by his family, and report this information to the 
team and related medical personnel I hold a 
unique liaison positicn between the Centre 


and the community on behalf of the client and 
his family, acting as advocate for both. 
The Day Centre IS still growing rapidly. All 
members of the team feel that they playa 
significant part in assisting the senior citizen to 
remain very much a part of his own community 
through the Day Therapy Program. '" 


CASE STUDY 


Mr. C. was originalfy referred to the Day 
Therapy Centre for socialization and 
assessment of his health status. He had 
no family, and had been assisted by a 
community social service agency for a 
number of years. Due to an accident 
some years ago, and a chronic alcohol 
problem, Mr. C. had developed a degree 
of brain damage. 
From my first contact With Mr. C.. at 
the Centre, he looked to me for support 
when he was frightened, attentiveness 
when he needed to talk, and a liaison 
between the community and St. Peter's 
when life wasn't going very well at home. 
I soon found out that Mr. C's home 
was not alf it might have been, and that for 
him, life wasn't really going well at all. He 
had a room at the top of a long, bare, 
winding staircase with no handrails, in a 
house owned by a young couple who 
fought regularly. 
One day Mr. C. arrived at the Centre 
crying, shaking and afraid to return home 
because his landlord had threatened him 
when he had complained during the most 
recent battle. It was evident that Mr. C. 
had to move immediately, and so I made 
a number of caJ/s to find suitable 
accommodation for him. His move also 
meant finding a volunteer to assist Mr. C. 
to pack his few possessions and drive 
him to his new 'home.' 
Once established m his home, Mr. C. 
needed help to adiust to the new setting, 
and to other lodgers under the same roof. 
Fortunately, his landlady was a kmd, 
understanding person, and although her 
broken English initially made 
communication between herself and Mr. 
C. difficult, there was plenty of good will, 
something that had been lacking in Mr. 
C's 'home' until that time. 
It didn't take long for the three of us to 
establish a workable relationship, a 
relationship that provided thg 
atmosphere for me to do some health 
teaching. I taught some fundamentals 
about balanced diet, about more 
economic food shopping, about the 
necessity for good body mechanics to 
avoid back strain. My assessment of their 
situation led me to direct some of my 
teaching to these areas. Eventually, 
gentle persuasion convinced the 
landlady of the need for more regular 
medical check-ups, for herself and for 
her lodgers. 
During Mr. C's visits to the Day 


Centre. I was able to monitor his weIght, 
diet, and vital signs (he had problems 
with hypertension) Some months after 
his move, while routinely checking his 
blood pressure, I suggested that he visit 
his family doctor for his routine 
examination. A regular volunteer with our 
program went with him. 
The volunteer came back with the 
news that a mass was detected in the Jeft 
Side of Mr. C's throat. After a discussion 
with his family doctor, Mr. C. was referred 
to an otolaryngologist. and the volunteer 
took him to this appointment. Mr. C. made 
20 visits to the Cancer Clinic for radiatIon 
treatments. At this time I kept in touch 
regularly with Mr C's family doctor, the 
Cancer Society, Cancer Clinic, and his 
social service agency. 
During this time, I also took time to 
explain skin care, dietary precautions, 
and side effects of radiation to Mr. C. Our 
discussions took place in his home and at 
the Day Centre. Mr. C., his landlady, and 
myself spent a long time talkmg about 
cancer. The positive aspect of his early 
diagnosis seemed to allay some of the 
worries that Mr. C. and his landlady 
shared. Our discussions also opened the 
door to some healthy talks about their 
attitudes about cancer. 
A small mformal teaching session 
also took place among the staff, 
volunteers, and other clients at the Day 
Therapy Centre. They were all concemed 
to know how they could help Mr. C. They 
learned about pertment observations that 
they could make, about how to support 
Mr. C. Our discussions enabled 
everyone to express their fears, to talk in 
an open and positive way, and to receive 
the information they needed in order to 
help Mr. C. 
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A Continuum of Care 


Photo story by Sú.zanne E::mond 
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Keeping the options open and maintaining optimum quality of life is 
what it's all about at Baycrest Centre for Geriatric Care in Toronto. 
The Centre provides, under the umbrella of one central 
administration, a continuum of care that ranges from facilities for 
social and recreational activities for people still living in their own 
homes, to sub-acute medical care for patients suffering from chronic 
diseases, and terminal care for those who need it. 
For the older person who qualifies for the services the Centre 
provides, this means that, as his needs change over a period of time, 
they can be matched and met somewhere within the total concept of 
the Centre. Until a year ago, this package consisted of: 
. Baycrest Hospital - a 154-bed chronic care hospital with 
outpatient facilities, specializing in physical medicine, rehabilitative 
therapy, audiology, preventive medicine and geriatric research. 
. The Jewish Home for the Aged - providing accommodation 
for 375 people (average age: 82.5) for people who can no longer 
manage in the community due to social, psychological or medical 
problems. 
. Baycrest Day Care Centre - providing rehabilitative 
programs for elderly citizens who cannot participate in other 
community programs because of physical or mental problems. 
In March, 1976, an extra dimension was added to these 
services in the form of Baycrest Terrace, a minimal care institution 
intended to permit persons over the age of 65 to continue to maintain 
a large degree of independence in their living arrangements, while 
providing, at the same time, 24-hour professional nursing 
supervision and one main meal a day. 
Residents, in turn, are expected to accept responsibility for 
taking their own medications, arranging for laundry and light 
cleaning of their suites, shopping, etc. 
Both residents of the Terrace and senior members of the 
surrounding community can take part in the activities of Joseph E. 
and Minnie Wagman Centre which is attached to the 11-storey 
residence. Facilities here include a library, lounge, dining room, 
convenience stores, beauty and barber shops, and boutique that 
provides a sales outlet for materials produced in the craft areas of the 
Centre. The emphasis is on new roles in retirement years and there s 
a hobby, craft or activity to suit almost everyone's taste, whether he 
wants to become a photographer, gardener or wood carver. 
Recreational facilities include a swimming pool, exercise room, 
billiard and games room. 
Linking the Centre even more closely with the community, are 
two additional services for non-residents - Meals on Wheels 
cooked in the Centre's main kitchens and a Sheltered Workshop. 


"The average stay at Baycrest HospItal is about 91 days - 
compared to the 1972 Canadian average for chronic hospitals of 
246 days. We think that one of the reasons for this, is the fact that we 
get connected up with our patients very quickly on admissIOn. This 
means identifying the mental or social problems involved and 
determining our management of care almost immediately. .. 


"One of the things we ve leamed is that the nurse needs to 
understand the healthy aged in terms of normal loss of vision and 
hearing, the gradual slowing down of gait, circulation, etc. This is a 
normal process. .. 
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"We run Reality Of/entatIOn classes for five or six residents half an 
hour each day The nurses use boards containing key words and 
repeat information abouttime, next meal, last visit, day of the week, 
etc. Tftey also discuss current events, Jewish holidays, the weather 
- anything the patient can relate to. The program relieves a lot of 
the agitation of the impaired aged. Our floor used to be confused 
and upset - now there's a noticeable improvement in the way 
residents feel about themselves. .. 


"We help the family to talk with theirrelatives about death and dying. 
If they don't, the patient could die alone - in isolation from his 
family. .. 
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"From the standpoint of the welfare and happiness of the elderly residents themselves, as well 
as the standpoint of benefit to the community, the success of housing for the elderly can be 
measured largely by th
 extpnt to which it helps residents to maintain their independence." 
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u.s. Department of Housing and Urban 
Development, Wao;hington, 1968. 
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"Doctors, social workels, mterns, student nurses and nurses all 
attend our patient cale conferences to keep oLlr lines of 
communication open This way. the patient doesn't get lost in the 
language mechanisms of each discipline." 
"We believe very firmly that a family has fights and responsibilities 
too. If we see that a patient has no visitors, the head nurse wIll call 
the family to find out what the problem is. If they need help. then our 
social worker steps in. Ifs extraordinarily important for patients to 
have this contact. Having so many vi')itors, especially children, 
around makes for a higher noise leve' "u f the p<1ti pf lt'5 avr,pciate 
this as long as it's pleasant noise .. 
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"The patIent's family comes in for an interview with the head nurse 
We try to put our goals and those of the family together. The 
atmosphere is completely open: the patient or any member of hIs 
family can ask questions at any time and receive an answer." 


"We feel that children should maintain their relatIOnship with their 
grandparents. The patient shouldn't experience another loss, 
especially while he is sick. Many of our patients have already faced 
so many losses - their spouse, fflends, home, health. They can't 
lose their family too." '" 
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AND THE DEPRESSED ELDERLY 


In the 1930's, Dr. J.L. Moreno, a Viennese psychiatrist, introduced psychodrama to North America. 
As a young medical student, he had been impressed by the spontaneity of plays enacted by children, 
and later began to realize that the play medium could be used to help patients resolve their conflicts. 
For the depressed elderly person - often a forgotten person in our society - psychodrama as an 
adjunct to individual psychotherapy has been found to be of positive value in helping him to work 
through frustrations, fears and anxieties and to renew interest in life. 
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"The frustrating frictions of fighting the unavoidable. and the effort to perlorm 
tasks beyond our capacity, are the greatest sources of wear and tear. But the 
stress of using our mind and muscles within the limits of their capacities is 
healthy. pleasant and indeed indispensable to keeping fit. Man's noblest aim is to 
express himself as fully as possible according to his own lights. Each of us must 
find his own innate stress level and live accordingly. Compulsory inactivity may 
cause more stress than normal activity. When suitably handled, stress can not 
only produce but also prevent disease." (Mancer, Cowgill). 


In the care of the disturbed aging person. there 
are two major problems to be dealt with - 
motivation of the elderly person himself, and 
promotion of attitudes of acceptance on the 
part of the psychiatric staff. All too often, in 
desperation, staff resort to argument or advice 
when tRlking to the elderly depressed person. 
This kind of exhortation is seldom effective in 
motivating the person to change and usually 
leaves the helper feeling more frustrated and 
guilty. In turn, this can increase the guilt 
feplings of the patient. leading to a further loss 
of self-esteem. And, thus, the cycle of 
depression is perpetuated. 
For the past thirteen years, I have been 
engaged in group therapy using the method of 
psychodrama. This form of group 
Psychotherapy involves a "structured, 
directed and dramatized acting out of the 
patienfs personal and emotional problems, as 
well as his social problems, using definable 
techniques.... It encourages individuals to 
spl)ntaneously act out their conflic:s in life 
situations, and to release fears, anxieties, and 


frustrations in the milieu of a supportive group. 
For the elderly person who is depressed, 
for whatever reason - be it loneliness, loss of 
self-esteem, fear of death - the kind of 
positive support a group can provide may help 
him to see his world in a different light and 
perhaps motivate him to change. Here's how it 
works ... 
In these two case studies psychodrama 
seems to have benefited two elderly 
depressed men. Other factors could be 
considered to have hel ped these patients but it 
is my belief that psychodrama provided the 
initial motivating experiences for both Mr. B. 
(Uncle J.) and for Horace. 
Sixty-two-yearold UncleJ., who had been 
born in Scotland, was a retired wholesale 
merchant. Enforced retirement was his 
greatest "frustrating friction" along with 
"unavoidable" fights with his wife, Aunt S. His 
depressed behavior was misunderstood by 
Aunt S. who insisted that he could at least 
"clean out the garage instead of sitting around 
and feeling sorry for himself." 


The director (left back corner) 
encourages the protagonist 
(center) to act out conflict 
situations within a supportive 
group setting. The double (left) 
moves, acts and feels with the 
protagonist and if necessary 
speaks for her. 


In reviewing Uncle J. 's past psychiatric 
history, we found that he had been first 
admitted to hospital in 1967 suffering from an 
anxiety reaction. He had no previous history of 
psychiatric illness. At that time, he was very 
worried about his retirement and about his 
employer giving him the brushoff concerning 
the possibility of a part-time job. Three years 
previously, the family had sold the wholesale 
business to a larger firm. Since then, Uncle J. 
had been despondent and complained of lack 
of energy and interest in life. His depression 
had grown steadily deeper, he became 
forgetful and had experienced two blackouts in 
the three months preceding his hospital 
admission. He also exhibited increasing 
fatigue at work and tended to fall asleep during 
business meetings. His speech was slow but 
clear and coherent when he was given time to 
carry through a thought. 
Treatment consisted of anti-<lepressants 
and 7 electro-convulsive therapy (ECT) 
treatments in one general hospital. Uncle J. 
was then transferred to the Clarke Institute of 
Psychiatry, Toronto because the treatment 
was unsuccessful in relieving his depression. 
At the Clarke, both he and Aunt S. were 
encouraged to join psychodrama - a form of 
action therapy that encourages individuals to 
work out the feelings and conflicts they have 
Rubins, Jack L. Psychodrama. In Freedman, 
Alfred M. et ai, Comprehensive textbook of 
psychiatry. Wms. & Wilkins Co., 1967. Baltimore, 
p. 1250. 
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had with significant others with the help of a 
director who is also the therapist. The 
protagonist. in this case Uncle J., is given a 
"double," another member of the group, who 
moves, acts and feels with the protagonist for 
that session and, if necessary, speaks for him 
in a spontaneous fashion. Other members of 
the group, called "auxiliary egos..' enact the 
roles of the significant others. 


Group session A 
After a short interview with the 
protagonist. the director instructs the patient to 
"show the group" what happened by asking 
such questions as: "Show us what happened? 
Where did it take place? What was the room 
like? Where was your wife sitting?" And the 
scene begins - a completely spontaneous 
acting out. In the medium of the group, with 
spontaneity as the key, and with the 
assistance of the "double," the protagonist's 
feelings of anger, frustration, fear, longing, 
loneliness and confusion can emerge and be 
shared. 
When Mr. and Mrs. B. joined the group of 
ten patients, they became affectionately 
known as "Uncle J." and "Aunt S." This 
pleased Uncle J. who took great pride in 
demonstrating the kind of high business 
standards for which he was noted all his life. 
Hewentthrough scene after scene, being able 
now to tell Aunt S. what he thought about 
"cleaning out the garage' etc. Aunt S., 
however. seemed to believe that any activity- 
even cleaning out the garage would help his 
state of mind immensely. And after all, hadn't 
she given up her golf games and bridge games 
to be with him? Cleaning out the garage was 
the very least he could do for her in return. 
The group soon realized that Aunt S. was 
far too anxious a person to actively participate 
in psychodrama, especially when UncleJ. was 
going downhill. Nonetheless. by using the 
technique of role reversal Aunt S. tried to see 
her husband through his eyes As a 
consequence, she gained just a glimmer of 
Uncle J.'s predicament. 
The closure. the final scene, was about to 
come - time was running out - and so a 'shot 
in the darK' was attempted. The "double" 
spoke: "Well, why the blazes should they put 
me on the shelf? I'm still young! After all, Mr. 
LW., head of that large supermarKet, was in 
diapers when I was in the wholesale business. 
These young guys owe me something. I built 
the business up from nothing for them!" 
It worKed. Uncle J. stopped his pacing 
during this soliloquy. "You're right-dead on," 
he shouted at the "double." "How did you 
know?" 
"Come on" said the" double." "I still have 
work to do! What am I going to do about it?" 
"Do about it!" bellowed Uncle J. "I never 
thought anything could be done __. That is it! I 
will go and see L tomorrow." 
"What willi say:' asked the "double"? 
"Cut'" said the director. 
This was the time to begin closure. In this 
final scene the director helps the protagonist 
and the group to experience positive feelings 
that give the protagonist the courage to try new 


patterns of behavior to help release his fears, 
anxieties and frustrations and to cope with 
life's crises. 


Final Scene or Closure 
Director: "UncleJ., you are going to rehearse a 
scene with L W. Who could be L1" 
In a few minutes we rehearsed the scene. 
Of course the group congratulated Uncle J 
and supported him with their affection. His 
self-esteem rose. 
The next group meeting was in one 
week's time. Everyone was on time for this 
meeting - we wondered what he had done, if 
anything! Uncle J. told us that he had "girded 
up his loins," had asked for an interview with 
L. W., and thatthe interview had been granted. 
Uncle J. reported that he had landed a 
part-time job! In a white coat he was to walk up 
and down the local chain store seeing that the 
girls on the cash desks were being looked 
after. A more relaxed Aunt S. was able to go 
back to her golf and her bridge games. The 
conflict began to subside. 
Therapeutjc Effects: 
In this instance. psychodrama had numerous 
effects on the participants: 
. The human encounter between 
- Director/Protagonist 
- Double/Protagonist 
- Group/Protagonist 
. The assertive training made it possible for 
Uncle J. to move out on his own. 
. The building of self-esteem that followed 
one successful event. 
. The attitudes of patient, group and staff 
became much more caring and empathetic for 
this couple - the women supporting Aunt S.: 
the men supporting Uncle J. 
. The space, time element made this more 
of an experiential learning situation for the 
patient - feelings long repressed were 
liberated. Probably one of the greatest 
benefits of psychodrama is the abreaction - 
the release of tension and anxiety associated 
with the emotional reliving of the past. 
especially repressed events. 
. Things went better in uncle J.'s 
one-to-one therapy. 
. Uncle J. 's thinking and speech speeded 
up. 


Group Session B 
Mr. Horace M., 66 years old, is another 
individual who seems to have benefited from 
psychodrama. Horace. as the group called 
him, a bachelor, had cared for his mother until 
her death when he was in his sixties. He was 
left bereft, and in a depressive state was 
admitted to the ClarKe. 
In his group session, we thought it would 
be best to use a supportive approach to help 
maintain his defences. But he would not have it 
- he insisted on a scene with his mother. His 
grief came flooding forth. His "double, ,. one of 
the women nurses, simply held him while he 
sobbed. There was not a dry eye in the group. 
What can one use for closure after a 
scene such as this? The patient is the one to 
decide. Horace decided that he would like to 
leave his familiar surroundings for awhile. He 


had a nephew in Manitoba he thought he 
would like to visit We arranged the scene. One 
of his biggest problems was that of 
remembering how one purchases a ticket for 
the train. We went through this scene... and 
then the trip... as he chugged his way West on 
the train, porters (nurses) came along and 
waited on him hand and foot Theirtask was to 
ask Horace to describe the scenery through 
which they were passing. In his younger days. 
he had worKed in the northem regions of 
Ontario. When describing the scenery, his 
impressions became more and more vivid as 
he reached the head of the Lakes. And finally, 
Winnipeg! Somehow the nephew drifted off in 
his world of fantasy and we were back visiting 
the old buildings of the city and the old cronies 
who were his friends. We could feel the winds 
of Portage and Main Street whip around our 
ankles as he described the "coldest part of 
Canada they say". We even agreed. 
The trip would be called Gestalt Therapy, 
no doubt, by those who wish to pigeonhole 
therapies. Moreno, under whom I studied in 
New YorK. would say that Gestalt arose out of 
Psychodrama. Fritz Perls, after all. had 
studied Psychodrama. 
Horace never forgot that session. The 
group surrounded him. Attitudes of staff and 
patients change so dramatically towards a 
more empathetic understanding after such 
scenes 
The last time that I saw Horace he was in 
the ClarKe Coffee Shop. "Well," he said. .. I 
have just walked three miles. I do it every day 
now. No, I never got to Winnipeg, but I take my 
trip around here every day on foot. 
Sometimes, some young girls join me We go 
on sightseeing tours. But now I must leave 
you, Mrs. Burwell. You see my next group 
starts in five minutes. It is yoga, but mind you 
don.t tell anyone, I fall asleep in it every time 
after my walk! But, oh, it is good, Mrs. Burwell. ' 
Horace had come alive ' 


Therapeutjc Effects: 
Again a group of caring persons had 
surrounded an elderly person in distress. 
Horace had become the representative of the 
group and they were able to share their 
experiences of loneliness following his 
session. The human encounter helps the 
patient overcome this isolation that Adler 
claimed was one of man's greatest fears. ... 


This arocleby Dorothy Burwell (R.N.. M.A) is 
based on a paper presented at the Annual 
Meeting of the Psychogeriatric Association 
of Ontario in September, 1975. Dorothy, a 
graduate of the Toronto General Hospital 
School of Nursing, the University of Western 
Ontario, and Teachers' College, Columbia 
UniversIty, New York, studied psychodrama 
under Dr. Moreno. A former Director of 
Nursing and Nursing Education at the Clarke 
Institute of Psychiatry in Toronto. she is 
presently Associate Professor, Faculty of 
Nursing. University of Toronto, and is a 
Clinical Specialist and Consultant at the 
Clarke Institute of Psychiatry and at the 
Sunnybrook Medical Centre, Toronto. 
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'00 10 H's s"ouldO lS stumPed tn gn e ' ,n 
",e "
II..aY ..""" "" sa" "'" arnbu'a nce 
attendants rnove his grandfather down 
the ha\\ and into the e\evator. 
Mr Finnert'1 continued to b\eed 
intemaiW atter he was adrn itted to tne 
'atO'" cenle!. On ",e seeond day "e" as 
transle,re d to t"e 'nteOS,ve care uno t and 
started on h'1pera\irnentatlon fe
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Canadian Nurses Association 
Financial Statements 
and Auditors' Report 
Year ended December 31, 1976 


Canadian Nurses Association 
Balance Sheet 
December 31, 1976 


Assets 


1976 1975 
$ 147,592 $ 148,119 
211,770 536,357 
44,314 58,824 
17,788 12,220 
10,968 11,519 
432,432 767,039 
- 
4,933 4,065 
10,093 11,289 
15,026 15,354 


Current Assets 
Cash in bank 
Short term deposits plus accrued interest 
Accounts receIVable 
Membership fees receivable 
Prepaid expenses 


Sundry Assets 
Marketable securities - at cost (quoted value $12,314; 1975 $12,868) 
Loans to member nurses plus accrued interest 


Fixed Assets - note' 
C.N.A. House -land and building - at cost less accumulated depreciation on building 
Furniture and fixtures - at nominal value 


456,199 488,066 
1 1 
456,200 488,067 
$ 903,658 $1,270,460 


Liabilities and Surplus 


Current Liabilities 
Accounts payable and accrued liabilities 
Deferred revenue - subscriptions 
- other 
Mortgage payable within one year 


53,759 


$ 39,146 
21,900 
306 
324,534 
385,886 
31,493 


$ 


18,459 
35,300 


Grants for Special Projects - unexpended portion - note 2 
Reserve for support to the Northwest Territories 
Registered Nurses Association - Note 3 
Surplus 


29,945 


819,954 
$ 903,658 


11,000 
842,081 
$ 1 ,270,460 


Approved on behalf of the Board: 


Joan Gilchrist, President 


Dr Helen K. Mussallem, Executive Director 



Canadian Nurses Association 
Statement of Income - Testing Service 
Year ended December 31, 1976 


1976 1975 
Revenue 
Examination fees $ 649,896 $ 401,534 
Interest earned 4,153 
649,896 405,687 


Expenditure: 
Salaries 
Committee meetings 
Item writing 
Operations (data processing, printing and warehousing) 
Consultants 
Rent 
Translation 
Office supplies and stationery 
Postage and express 
Telephone and telegraph 
Travel - non-committee 
Equipment maintenance and rental 
Books and periodicals 
Furniture and fixtures 
Miscellaneous 
Leasehold improvements 
Moving expense 
Insurance 


242,230 
24,192 
10,237 
89,065 


176,493 
39,878 
23,457 
77,740 
5,239 
28,570 
5,478 
8,726 
3,612 
4,046 
2,496 
884 
562 
10,417 
3,737 
22,338 
787 
483 


37,002 
1,342 
6,242 
3,040 
5,160 
3,164 
1,996 
1,226 
2,054 
40 


420 


Surplus (Deficit) for year 


Auditors' Report 


To the members of Canadian Nurses Association 


r 
I 
I 


We have examined the balance sheet of Canadian Nurses Association 
as at December 31, 1976 and the statement of income and surplus for the 
year then ended. Our examination was made in accordance with 
generally accepted auditing standards, and accordingly included such 
tests and other procedures as we considered necessary in the 
circumstances. 


In our opinion these financial statements present fairly the financial 
position oftheAssociation as at December31, 1976andthe results of its 
operations for the year then ended in accordance with generally accepted 
accounting principles applied on a basis consistent with that of the 
preceding year. 


Geo. A. Weich & Company, 
Chartered Accountants. 


January 20, 1977 


427,410 


414,943 


$222,486 


$( 9,256) 


Canadian Nurses Association 
Notes to Financial Statements 
December 31, 1976 


1. Fixed Assets 
It is the policy of the Association to 
expense purchases of furniture and 
fixtures in the year of purchase 
The C.NA House is being 
depreciated over 20 years at the 
rate of 5% per annum. 


2. Grants for Special Projects 
The Department of Health and 
Welfare and the Canadian 
International Development Agency 
advances funds to the Association 
in respect of grants for special 
projects. The unexpended portion 
of these grants at December 31, 
1976 totalled $29,945. 


3. Special Reserve 
In 1974 a special reserve of 
$15.000 was established for 
support to the Northwest 
Territories Registered Nurses 
Association. In 1975 a payment of 
$4,000 was made to the 
Association and the balance of 
$11,000 was disbursed to them in 
1976. 


4. Reliremenllncome Plan 
During 1975 changes were made 
to the Association's retirement plan 
resulting in additional benefits for 
past service. Actuaries have 
estimated that an annual amount of 
$38,500 for the next 14 years will 
be required to fund the past service 
benefits. 
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Canadian Nurses Association 
Statement of Income and Surplus 
Year ended December 31, 1976 
1976 1975 
Revenue 
Membersh ip fees $ 1.014.066 $ 955,238 
Subscriptions 39,196 38.922 
Advertising 306.952 339.604 
Sundry income 4.923 7.196 
1.365.137 1.340.960 
-- 
Expenditures 
Operating expenses: 
Salaries 796,680 759,924 
Printing and publications 292.735 245,436 
Design and graphics 23,835 14.399 
Postage on journal 126,601 118.773 
Computer service 45,835 44.894 
Committee travel 25.247 36,272 
Commission on advertising sales 39.117 33.546 
Affiliation fees - I.C.N. 96,175 65.707 
- Canadian Council on Hospital Äccreditation 6,000 5.000 
Professional services 24.762 14,121 
Travel - non-committee 15.566 22,347 
Office expense 36,690 36,614 
Books and periodicals 9.820 10,238 
Legal and audit 7,950 5.200 
Building services 77.838 88.398 
Sundry 6.052 13,725 
.. 
Furniture and fixtures 1.387 2.954 
Property improvements 6,900 189 
Depreciation - C.N.A. House 31.867 31.867 
Insurance 2.043 6,295 
General meeting 1,661 
Contingency for special projects 1.177 303 
1,674.277 1.557.863 
Non-operating expenses 
1976 convention (13.680) 
1.660.597 1,557.863 

u!.Elus (Deficit) for year before items below (295,460) (216.903) 
C N.A. Testing Service - per statement 222.486 ( 9.256) 
Investr nt income 50.847 61,423 
Surplus (Deficit) for year ( 22.127) ( 164.736) 
Surplus at beginning of year 842.081 1.006.817 
Surplus at end of year $ 819,954 $ 842,081 
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Barbara Ellemers of Regina has 
been appointed to the position of 
Executive Director of the 
Saskatchewan Registered Nurses 
Association to be effective March 1, 
1977. Born in Midale, Saskatchewan. 
she is a graduate of the Regina 
General Hospital School of Nursing 
and has a Diploma in Public Health 
Nursing from the University of 
Saskatchewan, a Bachelor of Nursing 
degree from McGill University, a Post 
Graduate Diploma in Educational 
Administration and a Master of 
Education degree from the University 
of Saskatchewan. She also holds a 
Professional A Teaching Certificate 
from the Saskatchewan Department 
of Education. 
She has had experience in 
various fields of nursing: primary 
nursing in hospitals. V.O.N. and public 
health agencies, teaching experience 
in both diploma and baccalaureate 
nursing programs. as well as 
consultative and administrative 
experience. Ellemers has held the 
position of Assistant Superintendent 
of Nursing Education, Saskatchewan 
Department of Education 1966-68, 
during which time she was Involved in 
the phasing out of hospital schools of 
nursing and the phasing in of nursing 
education into post secondary 
institutions under the Department of 
Education. In the position of Program 
Consultant in Health Sciences, 
Department of Education 1970-72, 
one of her concerns was the nursing 
assistant program. She was chairman 
of the committee which designed a 
bridging program for nursing 
assistants desiring to continue their 
studies towards an R.N. From 


ilI1() 


1973-77 Ellemers has been Director 
of Public Health Nursing for the City of 
Regina Health Department. This past 
year, she has also been involved in 
teaching as a sessional lecturer on the 
Regina campus for the College of 
Nursing, University of Saskatchewan. 


The SRNA Council is pleased to 
announce the appointment of Marie 
Lammer (B.Sc.N., Queen's 
University) to the position of 
communications officer of the 
Saskatchewan Registered Nurses' 
Association effective January, 1977. 
Her duties will involve 
communications with the membership 
and interpretation of nursing to the 
public. 
Lammer has been employed as a 
Public Health Nurse I and II in 
Saskatchewan and has taught in 
schools of nursing in the province. Her 
most recent appointment was that of a 
nursing instructor in communication 
skills in the Health Sciences programs 
at Wascana Institute of Applied Arts 
and Sciences in Regina. 


Carole Elliott has joined the staff of 
the Registered Nurses Association of 
Ontario as communications officer. 
She has been in the public relations 
field for seven years, most recently as 
public relations ofhcer for AJcan 
Canada Products Ltd., Toronto. She 
holds a certificate of accreditation in 
public relations (A.P.R.) and is a 
director and treasurer of the Toronto 
Chapter of the Canadian Public 
Relations Society, Inc. 


Margaret Risk (R.N., Toronto 
Western Hospital;B.Sc.N., M. Sc.N. in 
Community Health Nursing, 
University of Toronto) was appointed 
assistant director-practice in the 
Nursing Division, Registered Nurses 
Association of Ontario, effective 
February 1 st. She brings to this 
position a varied background with a 
particular focus on community 
nursing. Her interest in practice and in 
the provision of a high quality network 
of nursing servIces will contribute to 
the forwarding of goals set by the 
profession. 
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Official Notice 
Annual General Meeting of the 
Canadian Nurses Foundation 
In accordance with By-law Section 36, notice is given of 
an annual general meeting to be held Friday, 
6 May 1977, commencing 14:00 hours at CNA House, 
50 The Driveway in Ottawa, Ontario. The purpose of the 
meeting is to receive and consider the income and 
expenditure account, balance sheet, and annual 
reports. 
All members of the Canadian Nurses Foundation are 
eligible to attend and participate in the annual general 
meeting. 
Helen K. Mussallem, Secretary - Treasurer, 
Canadian Nurses Foundation. 


Assistant Director of Nursing 


Applications are invited for the position of Assistant Di rector of 
Nursing at the Kirkland and District Hospital, a 138 bed fully 
accredited hospital. 


Duties will include In-service education and the development 
and implementation of nursing-related policies and 
procedures. 


Applicant should have a baccalaureate degree in nursing and 
a minimum of three years administrative experience. 


Excellent salary and fringe benefits. 


Please direct correspondence to:- 
Director of Personnel 
Kirkland and District Hospital 
145 Government Road East 
Kirkland Lake, Ontario 
P2N 1 R2 
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Libl-ttl-Y lTI)(late 


Publications recently received in the Canadian 
Nurses' Association Library are available on loan - 
with the exæption of items mari<ed R - to CNA 
members, schools 01 nUlsing, and othel institutions. 
Items mari<ed R include reference and archive 
material that does not go out on loan. Theses, also 
R, are on Reserve and go out on Interlibrary Loan 
only. 
Requests for loans, maximum 3 at a time, 
should be made on a standard Interlibrary Loan form 
orby letter giving author, title and item number in this 
list. 
If you wish to purchase a book, contact your 
local bookstore or the publisher. 


Books and documents 
1. Abel-Smith, Brian. Value for money in health 
services: a comparative study. London, 
Heinemann, c1976. 230p. 
2. Aging and communication, edited by Herbert J. 
Oyer and E. Jane Oyer. Baltimore, Md., University 
Pari< Pr., c1976. 302p. 
3. Argyris, Chris. Increasing leadership 
effectiveness. Toronto, Wiley, c1976. 286p. 
4. Austin, David. English for nurses, by... and Tim 
Crosfleld. Don Mills, Ont., Longman Canada, 1976. 
138p. 
5.-. English for nurses; teacher's notes, by... et al. 
Don Mills, Ont., Longman Canada, 1976. 30p. 
6. Bailey, Rosemary R. Mayes' midwifery; a 
textbook for midwives. 9ed. London, Baillière 
Tindall, c1976. 274p_ 
7. Bari<er, Philip Ann. Basic child psychiatry. 2ed. 
Baltimore, Md., University Pari< Pr., c1976. 274p. 
8. Barman. Alicerose. Helping children face crises. 
New YOri<, Public Affairs Committee, c1976. 24p. 
(Public affairs pamphlet no. 541) 
9. Bartilucci, Andrew J. Giving medications 
correctly and safely, and Jane M. Durgin. Oradell, 
N.J., Medical Economics Co.. c1976. 128p. 
10. Burgess, Ann Wolbert. Community mental 
health: target populations, by... and Aaron Lazare. 
Englewood Cliffs, N.J., Prentice-Hall, c1976. 276p. 
11. Catron, Donald G. The anesthesiologist's 
handbook. 2ed. Baltimore, University Pari< Pr., 
c1976.201p. 
12. Champion, John M. General hospital; a model. 
Baltimore, Md., University Pari< Pr., c1976. 251p. 
13. Collective bargaining in the essential and public 
service sectors, edited by Morley Gunderson. 
Toronto, University of Toronto Pr., c1975. 159p. 
14. Conlérence internationale du Travail, 63e 
session, Genève, 1977. L'emploi et les conditions 
de travail et de vie du personnel infirmier. Sixième 
question à I'ordre du jour. Genève, Bureau 
international du Travail, 1977. 101p. (Son Rapport 
VI (1)) 


15. Currie, James. Professional organizations in the 
Commonwealth. Revised edition. Edited by Norman 
Tett and John Chadwick. London, Published for the 
Commonwealth Foundation by Hutchison, c1976. 
584p. R 
16. Dion, Gerard. Dictionnaire canadien des 
relations du travail. Québec, Les Presses de 
I'Université Laval, 1976. 662p. R 
17. Fix, A. James. Basic psychological therapies: 
comparative effectiveness, by... and E.A. Haffke. 
New Yori<, Human Sciences Pr.. c1976. 285p. 
(Psychotherapy series) 
18. Friedman, Meyer. Type A behavior and your 
heart, by... and Ray H. Rosenman. New Yori<, 
Knopf, 1974. 276p. 
19. Frobisher, Martin. Microbialogie c/inique, par... 
et Robert Fuerst. Montreal, HRW, c1976. 507p. 
20. Handbook of measurement and evaluation in 
rehabilitation, edited by Brian Bolton. Baltimore, 
Md., University Pari< Pr., c1976. 362p. 


21. Hardy, Alan G. Practical management of spinal 
injuries; a manual for nurses, by... and Reginald 
Elson. Edinburgh, Churchill Livingstone, 1976. 
162p. 
22. Hasse, Patricia T. Nursing education in the 
South 1973, by... and Mary Howard Smith. Atlanta 
Ga., Southern Regional Education Board, 1973. 
59p. (Pathways to practice, vol. 1) 
23.-. A proposed system for nursing: theoretical 
framework, part 2. Atlanta, Ga., Southern Regional 
Education Board, 1976. 139p. (Pathways to 
practice, vol. 4) 
24.-. A workbook on the environments of nursing 
theoretIcal framework, part " by Mary Howard 
Smith and Barbara B. Reitt. Atlanta Ga., Southern 
Regional Education Board, 1974. 126p. (Pathways 
to practice, vol. 3) 
25. Hubbard, Charles William. Family planning 
education. 2ed. St. Louis, Mosby, 1977. 241p. 


Students & Graduates 


EXCLUSIVE 
PERMA-STARCH FABRIC "NEEDS NO STARCH" 
WASHABLE, NO IRON 


WEAR YOUR OWN. WE DUPLICATE YOUR CAP. 
STANDARD & SPECIAL STYLES 
SINGLE OR GROUP PURCHASE. QUANTITY DISCOUNT. 


----------------------------------------- 


THE CANADIAN NURSE'S CAP REG'D 
P.O. BOX 634 
ST. THERESE, QUE. J7E 4K3 


To receive a free sample of our "needs no starch" cloth, and more 
information. please clip this coupon and mail today. 


Name ..................................................................... 
Address.................................................................. . 


City.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .Postal Code. . . . . . . . . . . . . . . . . . 



26. Innis, Hugh R. Bilingualism and biculturalism; 
an abridged version of the Royal Commission 
Report. Toronto, McClelland and Stewart, in 
co-operation with the Secretary of State Department 
and Information Canada, c1973. 186p. 
27. Jenicek. Milos. Introduction à /'épidemiologie. 
St-Hyacinthe, Québec, Edisem, 1976. 400p. 
28. Kessel, Israel. The essentials of paediatrics for 
nurses. 5ed. Edinburgh, Churchill Livingstone. 
1976. 306p. 
29. Kurdi, William J. Modem intravenous therapy 
procedures; a handbook for nurses and other allied 
health personnel. Los Angeles, Ca., Medical 
Education Consultants, c1975, 1976. 288p. 
30. Letters of Florence Nightingale in the History of 
Nursing Archive, Special Collections, Boston 
University Libraries, edited by Louis A. Monteiro. 
Boston, Ma., Boston University, 1974. 69p. R 
31. Management of the high-risk pregnancy, edited 
by William N. Spellacy. Baltimore, Md.. University 
Parl< Pr., c1976. 271 p. Proceedings of a symposium 
held in Disney World, Orlando, Fla., Mar. 13-14, 
1975. 
32. Martinson, Ida Marie. ed. A guide to publishing 
opportunities for nurses. Revised. University of 
Minnesota, School of Nursing, Duluth, Mn., 1976. 
71p. 
33. Martin, Susan K. Library networks 1976-77. 
White Plains, N.Y., Knowledge Industry 
Publications, c1976. 131p. 
34. Maternity nursing today, by Joy Princeton 
Clausen et al. New Yorl<, McGraw-Hili, c1977. 883p. 
35. Matheney, Ruth V. Le nursing en psychiatrie, 
par... et Mary T opalis. SI. Louis, Mosby, 1976. 383p. 
36. The midwife in the United States; report of a 
Macy Conference. New YOrl<, Josiah Macy, Jr. 
Foundation, 1968. 177p. 
37. Murray, Malinda. Fundamentals of nursing. 
Englewood Cliffs, N.J., Prentice-Hall, c1976. 530p. 
38. National League for Nursing. Dept. of 
Baccalaureate and Higher Degree Programs. 
Current issues affecting nursing as a part of higher 
education. Papers presented at the Fifteenth 
Conference of the Council of Baccalaureate and 
Higher Degree Programs, Houston, Texas, March 
1976. New Yorl<, 1976. 58p. (NLN Publication no. 
15-1639) 
39. National trade and professional associations of 
the United States and Canada and labor unions. 
12ed. Craig Colgate, editor. Washington, Columbia 
Books, 1976. 378p. 
40. Nordmarl<, Madelyn Titus. Scientific 
foundations of nursing, by... and Anne W. 
Rohweder. 3ed. Philadelphia, Lippincott, c1975, 
1967. 426p. 
41. O'Connor, Andrea B. Writing for nursing 
publications. Thorofare. N.J., Charles B. Slack, 
c1976. 99p. 
42. Olendzki, Margaret. Cautionary tales. 
Wakefield, Ma., Contemporary, c1973. 111 p. 
43. Pauling, Linus Carl. Vitamin C, the common 
cold, and the flu. San Francisco, Freeman, c1971, 
1976. 230p. 
44. Phaneuf, Maria C. The nursmg audit; 
self-regulation in nursing practice. 2ed. New Yorl<. 
Appleton-Century-Crofts, c1976. 204p. 
45. Public Service Alliance of Canada. Grievance 
collection. Ottawa, 1976? 4pts. 
46. Resolving dilemmas in practice research: 
decisions for practice. Proceedings of a symposium 
held at the School of Nursing, University of North 
Carolina at Chapel Hill, March 1974, edited by Joyce 
A. Semradek and Carolyn A. Williams. Chapel Hill. 
N.C. University of North Carolina, c1976. 110p. 
47. Schaefer, Morris. L'administration des 
programmes de salubrite de f'environnement; 
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approche systémique. Genève, Organisation 
mondiale de la Santé, 1975. 256p. (Organisation 
mondiale de la Santé. Cahiers de santé publique, no 
59) 
48. Schaller, Warren E. Health, quackery & the 
consumer, by... and Charles R. Carroll. 
Philadelphia, Saunders, 1976. 426p. 
49. Slaby, Andrew Edmund. Handbook of 
psychiatric emergencies; a guide for emergencies 
in psychiatry, by Julian Lieg and Laurence R. 
Tancredi. Flushing, N. Y.. Medical Examination 
Pub., c1975 191p. 
50. Watson, Anita 8. Care planning: chronic 
problem STAT solution. by... and Marlene G. 
Mayers. Stockton, Ca., KIP Co. Medical Systems, 
c1976. 95p. 
51. Winter, Chester C. Nursing care of patients with 
urologic diseases, by... and Alice Morel. 4ed. SI. 
Louis, Mosby, 1977. 366p. 


Pamphlets 
52. McMullan, Dorothy. The role of the nurse as 
employee: a case of mutual responsibilities. New 
YOrl<, National League for Nursing, c1976. 12p. 
(NLN Publication no. 14-1644) 
53. National League for Nursing. Biennial 
Convention, New Orleans, May 18-22, 1975. 
Community health agency evaluation. Papers 
presented at an open forum at the 1975 NLN 
Convention. New Yorl<. 1976. 24p. (NLN Publication 
no. 21-1643) 
54. -. Council 01 Home Health Agencies and 
Community Health Services. Directory of home 
health agencies certified as Medicare providers 
1976. New Yorl<, 1976. lv. (NLN Publication no. 
21-1648) 
55. National League for Nursing. Council of Hospital 
and Related Institutional Nursing Services. 
Pathways to quality care. Papers presented at a 
Worl<shop... May 6-7, 1976. Newport, Rhode Island. 
New-Yorl<, 1976. 40p. (NLN Publication no. 
20-1636) 
56.-. Dept. of Diploma Programs. TOday's issues. 
Tomorrow's achievements. Papers presented at the 
1976 annual meeting of the Council of Diploma 
Programs held in Chicago, II. May 1976. New York, 
1976. 43p. (NLN Publication no. 16-1635) 
57. Ontario Hospital Association. Guidelines for the 
development of a nursing service policy manual. 
Toronto, 1976. 23p. 
58. Reich, Carol. A study of interest in part-time 
employment among non-teaching employees of the 
board. Toronto, Board of Education, Research 
Dept.. 1975. 24p. (Research Service Report no. 
132) 
59. Order of Nurses of Quebec. Code of ethics. 
Montréal, 1976. 7p. 
60. L'Ordre des Infirmières et Infirmiers du Québec. 
Code de déontologie. Montréal, 1976. 7p. 
61. Royal College of Nursing of the United Kingdom 
What the Rcn stands for. London, c1976. 12p. 
62. Southem Regional Education Board. SREB's 
nursing curriculum project: summary and 
recommendations. Atlanta. Ga., 1976 18p. 


Government Documents 
Canada 
63. Advisory Council on the Status of Women 
Matflmonial property; towards an equal 
partnership. Ottawa, 1976. 16p. (The Person 
Papers series no. 1) 
64. Centre de recherches pour Ie développement 
international. Rapport annueI1975/76. Ottawa, 
1976. lv. 
65. Le Conseil Consultatif de la Situation de la 
Femme. Les avantages sociaux. Ottawa, 1976. 
16p. (Dossiers Femmes no 3) 


63 


66. -. Les biens conjugaux: vers une association 
d'égaux. Ottawa, 1976. 16p. (Dossiers Femmes no 
1) 
67. Economic Council of Canada. Unemployment in 
Canada: the impact of unemployment insurance, by 
Christopher Green and Jean-Michel Cousineau. 
Ottawa, Economic Council of Canada, 1976. 148p 
68. International Development Research Centre. 
Projects 1975. Ottawa, 1975. 56p. 
69.-. Report 1975/76. Ottawa, 1976. 1v 
70.-. Review 1975/76. Ottawa, 1976. 31p. 
71. Labour Canada. Legislative Research. Human 
fights in Canada 1976. Ottawa, Minister of Supply 
and Services Canada, 1976. 55p. 
72. National Library of Canada. Task Group on the 
Canadian Union Catalogue. Final report. Ottawa, 
Minisrty of Supply and Services Canada. 1976. 86p. 
73. Parliament. Senate. Standing Senate 
Committee on National Finance. Canada 
manpower: an examination of the Manpower 
Division, Department of Manpower and 
Immigration, 1975. Ottawa. 1976. 141p. 
74. Travail Canada. Recherches sur la législation 
Droits de /'homme au Canada 1976. Ottawa, 
Ministre des Approvisionnements et Services 
Canada, 1976. 60p, 


United States 
75. Center for Disease Control, Atlanta, Ga. Current 
literature on venereal disease 1976, no. 2. 171p. 
76. Dept of Health, Education, and Welfare. Public 
Health Service. Drug utilization review in skilled 
nursing facifities; a manual system for performing 
sample of drug utilization. Bethesda, Md. 1975. 
125p. (DHEW Publication no. (HSA) 76-3002) 


(Continued on p. 66) 
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Benoxyl'.Lotion 200k 
proven effective 
in treatment of cutaneous ulcers 


.... 


1, 


,,' 


BEFORE AFTER 
Left : ulcer of right greater trochanter, 14 cm in diameter, with 
undercutting of superior border to 3 cm. Right : full healing after 
8 months therapy with benzoyl peroxide. 


o Benzoyl peroxide, a powerful organic 
oxidizing agent, was applied topically 
according to a carefully developed 
technique to cutaneous ulcers of 
different types. The healing time was 
shortened greatly by the rapid 
development of healthy granulation 
tissue and the Quick ingrowth of 
epithelium. 


. 


Exceptionally large pressure ulcers 
with deep cavities, undercut edges 
and sinus tracts were successfully 
treated, as were stasis ulcers of long 
duration resistant to all other therapy. 
There were only 13 
treatment failures 
among the 133 _ 
cases. 1 
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DIN; 1875 " 
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1JEFEI. 
8EIOIIL 
LOTION 
8ENZOYL PERoxIDE 
lOTION U. S.P. 


STIEFEL LABORATORIES (CANADA) LTD., user 
Montreal, Canada H4R 1 E1 


Reference: ' Pace. WE: Treatment 01 cutaneous ulcers with benzoyl peroxide. Can Med 
AssocJ 115:1101.1978 
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Slow-
 folic e 


IT 
T ripaque Sponges 
With the Distinctive Figure-Eight 
Loops for easier X-ray detection. 


(ferrous sulfate-folic acid) 
hematinic with folic acid 


-r 


1 


Indications 
Prophylaxis of iron and folic acid 
deficiencies and treatment of 
megaloblastic anemia, during pregnancy. 
puerperium and lactation. 
Contra Indications 
Hemochromatosis, hemosiderosis and 
hemolytic anemia. 
Warnings 
Keep out of reach of children. 
Adverse Reactions 
The tollowlng adverse reactions have 
been reported: 
Nausea, diarrhea. constipation. vomiting. 
dizziness. abdominal pain, skin rash and 
headache. 
Precautions 
The use of folic acid in the treatment of 
pernicious (Addisonian) anemia. in which 
Vitamin 812 is deficient. may return the 
peripheral blood picture to normal while 
neurological manifestations remain 
progressive. 
Oral iron preparations may aggravate 
existing peptic ulcer, regional enteritis 
and ulcerative colitis. 
Iron. when given with tetracyclines. binds 
in equimolecular ration thus lowering the 
absorption of tetracyclines. 
Dosage 
Prophylaxis: One tablet daily throughout 
pregnancy. puerperium and 
lactation. To be swallowed whole at 
any time of the day regardless of 
meal times. 
Treatment of megaloblastic anemia: 
During pregnancy, puerperium and 
lactation; and in multiple pregnancy: 
two tablets, in a single dose, should 
be taken daily. 
Supplied 
SLOW-Fe folic tablets have an off-white 
colour and are supplied in push-through 
toil packs of 30; available in units of 30 
and 120 tablets. 
References 
1. Nutrition Canada National Survey A report 
by Nutrition Canada to the Department 01 
National Health and Welfare, Ottawa, 
Information Canada, 1973. Reproduced by 
permission ollnlormation Canada. 
2. R. R. Streiff, MD, Folate Delidency and Oral 
Contraceptives, Jama, Oct. 5, 1970, 
Vol. 214. No.1. 
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this 
patient 
needs 
your help 


When patients need private duty 
nursing in the home or hospital, 
they often ask a nurse for her 
recommendation. Health Care 
Services Upjohn Limited is a re- 
liable source of skilled nursing 
and home care specialists you 
can recommend with confidence 
for private duty nursing and home 
health care. 
All of our employees are carefully 
screened for character and 
skill to assure your patient of de- 
pendable, professional care. 
Each is fully insured (including 
Workmen's Compensation) 
and bonded to guarantee your 
patient's peace of mind. 
Care can be provided day or 
night, for a few hours or for as 
long as your patient needs help. 
For complete information on our 
services, call the Health Care 
Services Upjohn Limited office 
near you. 



 


Health Care Services 
Upjohn Limited 
(Operating in Ontario as HCS Upjohn) 
Victoria. Vancouver. Edmonton 
Calgary. Winnipeg. London 
St.Catharines. Hamilton. Toronto West 
Toronto East. Ottawa. Montreal 
Quebec. Halifax 
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Studies deposited in the 
CNA Repository Collection 


77. Anderson, C. Marylin. The continuing learning 
activities of graduates of two diploma nursmg 
programs in Ontario Guelph, Ont., c1976. 104p. 
(Thesis (M.Sc.) - Guelph) R 
78. Assessment of the Plains Health Centre twelve 
week of/entation program for nurses in their initial 
employment following completion of a basic 
nursing education program. Rev. ed. Prepared by 
Margaret J. Rosso. Regina, Plains Health Centre, 
1976. 72p. R 
79. D'Amour-Nadeau, Albertine. Guide pour 
f'élaboration d'un programme de formation en 
cours d'emploi pour Ie personnel hospitalier. 
Moncton, N.-B.. Université de Moncton, 1976. 46p. 
R 
80. Flett, Darlene. Health status of elderly people in 
public housing. Ottawa, 1976. 149p. (Thesis 
(M.H.A.) - Ottawa) R 
81. Laing, Gail Patricia. Relationship of self esteem 
and the myocardial infarction experience. Toronto, 
c1976. 77p. (Thesis (M.Sc.N.) - Toronto) R 
82. Lamoureux, Marvin E. The first nursing class: 
administration of the research design's preliminary 
stage. Surrey, B.C., Douglas College Health 
Services Division, Surrey Campus, 1975. 8p. 
(Multiple criteria development for the selection of 
community college nursing programme students; 
tech. rep. no. 2) R 
83. Lamoureux, Marvin E. A comparative analysis 
of all students who first entered the Douglas College 
nursing programme. Surrey, B.C., Douglas College 
Health Services Division, Surrey Campus, 1976. 
11p. (ibid. tech. rep. no. 8) R 
84.-. A descriptive analysis of group I students 
who first entered the Douglas College nursing 
programme (September, 1975). Surrey, B.C., 
Douglas College Health Services Division, Surrey 
Campus, 1976. 25p. (ibid. tech. rep. no 5) R 
85. -. A descriptive analysis of group II students 
who first entered the Douglas College nursing 
programme (September, 1975). Surrey, B.C., 
Douglas College Health Services Division, Surrey 
Campus, 1976. 25p. (ibid. tech. rep. no. 6) R 
86.-A descf/ptive analysis of group III students 
who first entered the Douglas College nursing 
programme (September, c1975). Surrey. B.C., 
Douglas College Health Services Division, Surrey 
Campus, 1976. 25p. (ibid. tech. rep. no. 7) R 
87.-A multiple discriminant classification of 
nursing students in a two-year diploma program: 
persisters vs. non-persisters, by... and Craig 
Johannsen. Surrey, B.C., Douglas College Health 
Services Division, Surrey Campus, 1976. 29p. (ibid. 
tech. rep. no. 9) R 
88. Leonard, Linda Gaye. Husband-father's 
perceptions of labour and delivery. Vancouver, 
1975. 165p. (Thesis (M.Sc.N) - British Columbia) R 
89. Macdonald, Myrtle Ida. Remotivation-therapy; a 
group method that promotes rehabilitation, by... 
Peter Steibelt and Claire Elek. Montreal, Association 
of Remotivation-Therapists of Canada, 1975 163p. 
R 
90. Nemetz, Emma. Education in health care in an 
intercultural maternity service. Edmonton, 1976, 
1977. 93p. (Thesis (M.Ed.) - Alberta) R 
91. Royal Victoria Hospital, Montreal. Palliative 
Care Service. Pilot project Jan. 1975 - Jan. 1977. 
Montreal. Royal Victoria Hospital; McGill University, 
c1976. 515p. R 
92.-. Services de soins pal/iatifs. Projet pilote, 
janv. 1975 - janv. 1977. Montreal, Royal Victoria 
Hospital, McGill University, c1976. 515p. R 
93. Smith, Susan Dawn. Knowledge reported by 
chronic renal faHure patients in four areas related to 
self-care. Toronto, c1976. 82p. (Thesis (M.Sc.N. 
Toronto) R 
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POSEY 
QUALITY 
PRODUCTS 


Posey Turn and Hold Decubi- 
tus Pad - combines a turning, 
holding and pulling concept with 
the protection of a decubitus pad. 
Use to re-position patient; helps 
prevent slipping in bed. #6325 (24 
x 30) 
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Posey Incontinent Sheath Holder 
- holds condoms in place with 
'/4" polyurethane foam. One size 
fits all. Hand or machine washable 
or disposable. #6550 
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Posey Safety Belt - gently re- 
minds patient not to get out of 
bed. Helps prevent thrashing while 
sleeping, yet patient can loosen it 
himself #1332 (cotton) 


Send your order loday! 
Health Dimensions Ltd. 
Commerce City 
2222 So. Sheridan Way 
Mlsslssauga,Ontano 
Canada L5J 2M4 
(416) 823-9290 
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Alberta 


Reg"- NIIgeS wantod - Requmd lor 2Ob9d adrJe treatment 
hospital In sunny Alberta Must hold Or be eligible lor AARN reglstra- 
lion. Please direct Inquires to Dorector 01 Nursing, Hardisty General 
Hospna!. Box 269 Hardisty, Alberta, TOB 1 VO 


British Columbia 


O.R. Heed No.ne reqlJmd kJr 9&bed ho5piIaI, IocatBd on 't1e Ooo.gas 
Channel in the mountains of Northwest B.C.. with a variety 01 summer 
and winler recreational actIVities available. o.R. and Supervisory 
experience desirable. Salary range Irom $1,312.00 per month to 
$1,546.00 per month depending upon experience. For more Inlorma- 
tlon please contact. Mrs. P. Janzen, R. N., Director of Nursing, Kltimat 
General HOSpItal, B99 Lahakas Blvd" Kitimat, Bntish Columbia, VBC 
lE7. 


Faculty - New positions (41 In 2-year post-baslC baccalaureate 
program 10 Vlctona. B.C., Canada GeneralIst in focus, clinical em- 
phasis on gerontology in commumty and supportive extended care 
units. Public Health nurSing and Independent study prOVIde opportu- 
nil;' to wor1< closely with hJghly-qUallfled and motivated R.N. students 
Teaching creativity and research are strongly endorsed. Master s 
degree, teaching and recent cllmcal experience In geronlology/med.- 
surg /psychology/rehabllltatlon preferred. Salaries and fnnge bene. 
fits competillve, an equal opportunity employer for qualllied persons. 
POSitiOns available NOW Contact: Or. Isabel MacRae, Director, 
School 01 Nursing, UnIVersIty of Vlctona, Vlctona, Bntish Columbia, 
VBW 2Y2. 


Help Wanted - Registered Nurses - The Bntish Columbia Public 
SerVIce has vacanCIes for Registered Nurses in the Greater Vancou- 
ver and Other Areas. Positions are In mental health, mental retarda- 
lIOn, and psychoijenatnc institutions. Salanas and lringe benefits are 
competitive (1976 rates: $1,066 to $1,267 lor Nurse 1). Canadian 
CItizens are given preference. Interested applicants may contact the 
Public Service CommissIOn, Valleyview Lodge, Essondale, Bntlsh 
Columbia VOM lJO. Quote Competition No. 77:449. 


Nurses regislered or eligIble for Registration In B.C. are IOVlted 10 
submll applications lor employment lor General Duty poSItions on the 
slaff of the Royal Jubilee Hospital, 1900 Fort Street, Vlctona, B.C., 
VBR lJB. Vacancies are antiepated In all areas 01 thiS 975-bed 
hospolal whICh includes PsychIatric and Exlended Care. 
plications 
lor part-time, ful-tlme, or casual employment will be considered. 
Liberal benefits exist under the RNASC contract. 
ply to the : DIrec- 
tor 01 NursIng. 


Operating Nurse required lor an B7-bed acute care hospital in Nor- 
thern B.C. Residence accommodations available. RNABC policies In 
effect. 
ply to: Director 01 Nursing, Mills Memonal Hospilal. Terrace, 
British Columbia, VBG 2W7 


Experienced General Duty N.......lor modem 10-bed hospital situa- 
ted on the beautrtul West Coast of Vancouver Island. Accommodation 
$100.00 per month. 
ply: AdminIstrator, Tahsis Hospital. Box 39B, 
Tahsls. British Columbia, VOP lXO. 


Manitoba 


Director of Nursing. ApplicatIons inVIted lor the poMlon of Director 01 
Nursing lor 23-bed, gen. hospital (accredited). Preference gIven to 
applicants with lormal administrative education and expenence. Sa- 
lary in lIne with quallficallons and MHSC approval. For details apply to: 
Administrator, Shoal Lake OIstnct Hospotal, Shoal Lake, Manitoba, 
ROJ 1 ZOo Phone. 759-2336. 


New Brunswick 


Instructors reqlJred lor two year Independent Diploma Program In 
Nursing. Enrollment 230 students. Faculty requred June-July 1977. 
Contact. Miss Anne D. Thome, Director, Saint John School cA Nur- 
Sing, P.O. Box lB7, Saint John, New Brunswick, E2L 3XB. 


Ontario 


RN lor 6-week co-ed camp in Northem Ontario: anractive salary, 
pnvate room & board; approx. 75 campers ages 14 & 15; June 20 to 
Aug. 10. Wnte/phone. Camp SoIellm, 586 Melrose Avenue, Toronto, 
Ontaoo, M5M 2A6; (4t6) 781-5156 


Ontario 


Ontario 


An experienced RJrse inlaresled " aM'olJSlratM> _ is reqlJmd by 
a national organization located In Otfawa The positIon entails. pnma- 
rily, Ihe revIewing of medical records and files, and assisting with the 
preparation 01 disability and death claims anslng Irom military service 
Salary commensurate with qualIfIcatIons. Fnnge beneftts avaIlable. 
Please apply including resume of training and experience to : 0011'0- 
noon Secretary, Royal Canadian Legion, 359 Kent Street, Ottawa, 
Ontano K2P OR7. 


Demanding bul rewarding - Registered Nurse reqlJred for co-ed 
summer camp lor mentally retarded children and aduns In Branchton 
(5 miles south 01 Cambndge). June 9 to September 2, 1977. Ten 
weeks - $110.00 per week plus room and board. One day 011 per 
week. Call (416) 766-1775 or wnte to: Charleln Wilson. 9 Thornh.1 
Avenue. Toronto. Ontano M6S 4C3. 


SIX REASONS WHY 
NURSES CHOOSE GALVESTON 
REASON NO.1 
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EDUCATION 


Professional nurses know the value of continuing education. 
That is why many choose employment at The University of 
Texas Medical Branch. 
Our eight university hospitals and six health care schools 
assure our nurses that advances in their field will not pass 
them by. In fact, Texas' oldest nursing and medical schools 
are here on campus. 
There are more reasons why nurses are choosing Galveston 
Write for them today. 



 Gary Clark 
Department of Nursing 
THE UNIV. OF TEXAS MEDICAL BRANCH HOSPITALS 
Galveston, Texas 77550 en. 


Name 
Address 


Phone 
Specialty 


lip 
RN 0 Student 0 
Please send me your pay scale 0 


An equal opportunity m/f affirmative action employer 
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Quebec 


Uganda MiSSIOn nas mobile cllmc. dnver, Interpreter, sick and needly. 
but no nurse. Offers austere life without recreatlonaJ faCilities with 
room and board. and very small salary to 2 nurses (fnends) In ex- 
change for the opportUnity to serve in a setting of natural beauty In a 
developing country. Contact Mary Power, 5672 Sherbrcoke 51. W., 
Apt 6. Montreal, Quebec. H4A 1W7. 


Registered Nurse reqUired for co-ad d1ildren's summer camp In the 
Laurentlans (seventy miles north of Montreal) from late June unbllate 
August 1977. Call (514) 4B7-5177 or wrrte: Camp MaroMae, 5901 
Fleet Road, Hampstead, Monfreal. Quebec, H3X IG9. 


Regislered Nurses (2) for children's cooed camp. June 16 to August 
27th approximately. Prefer season. $900.00 plus travel. Laurentian 
region. Doctor on staff. Excellentfacllitles. Wnte:Joe Friedman, Direc- 
tor, YM-YWHA and NHS, 5500 Westbury Avenue. Montreal, Quebec. 
H3W 2WB. 


Saskatchewan 


University 01 Sask8l
he..an. Term and regular appointments In 
Matemal-Chlld, Pnmary Care, Community and Mental Health Nur- 
sing. To teach In lour-year baSIC and three-year post-<llploma pro- 
grams and implement revised curnculum. Master's or higher degree 
and expenence In clinical field for appointment at professorial ranks; 
Baccalaureate degree and expenence for appointment as lecturer. 
Starting date: Summer 1977. Contact: Oean, College of Nursing, 
Unoverslty of Saskatchewan, Saskatoon, Saskatchewan, S7N OWO. 


R.N:a requred Immediately - 2 General Outy R.N. s lor modem 
hospital In Porcupine Plain, Sask. Salary and fnnge benefits as per 
S.U.N. contract. Active general hospital doing surgery, obstetncs, 
general medicine and emergency work. Near provincIa] summer r&- 
sort. Apply in writing to: Administrator, Porcup,ne Carragana Union 
HoSpital, Box 70, Porcupine Plain, Saskatchewan or phone Bus. 
27B-2233, Res. 27B-2450. 


United States 


Reglstertld Nurses - Florrda and Texas -Immediate hospital ope- 
nings in Miami, Fort Lauderdale, Palm Beach and Stuart, Florida and 
Houston, Texas. Nurses needed for Medical-Surgical, Crrtical Care, 
Pediatrics, Operating Room and Orthopedics. We will provide the 
necessary work visa. No lee to applicant. Medical Recruiters of Ame- 
rica, Inc., 800 N.W. 82nd 51.. Fort Lauderdale. Florida 33309. U.S.A. 
(305) 772-3680. 


Registered Nurse - IS now the time to consider a move SOUTH? 
Our professionaJ nursing programs are superb. saJaries competitive, 
benefits exællent and location ideal. We have SpeCIal needs tor RN's 
interested in intensive Care. Pedlatncs Intensive Care, Rehabilitation 
and other special areas as well as General Medical/Surgical Nurses. 
Wnte today lor Our Information Package. Employment Manager, 
Greenville Hospital System, 701 Grove Road, Greenville, South 
Carolina, 29605, U.S.A. 


Head Nurse 


with preparation and/or 
demonstrative competence in 
Psychiatric Nursing and 
Management functions, required for 
Head Nurse appointment. To be 
responsible for participation in the 
organization, initiation, and the 
management of a New Psychiatric 
In-patient Unit. 


Please apply, forwarding 
complete resume to: 
Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6. 
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UNITED STATES 
OPPORTUNITIES 
FOR REGISTERED NURSES 
AVAILABLE NOW 


IN CALIFORNIA 
FLORIDA 
MISSISSIPPI 


NEW ORLEANS 
TEXAS 


WE PLACE AND HELP YOU WITH: 
STATE BOARD REGISTRATION 
YOUR WORK VISA 
TEMPORARY HOUSING - ETC. 
A CANADIAN COUNSELLING SERVICE 
Phone: (416) 449-5883 OR WRITE TO: 
RECRUITING REGISTERED NURSES INC. 
1200 LAWRENCE AVENUE EAST, SUITE 301. 
DON MILLS, ONTARIO M3A 1C1 


NO FEE IS CHARGED 
TO APPLICANTS. 
OPEN 7 DAYS A WEEK. 


United States 


Registered Nurses - Ounhlll, wnh 200 offices in the U.S.A., has 
excibng career opportunities for both new grads and experienced 
R.N. .s. Send your resumé to: Ounhlll PersoMeI Consunants, No. B05 
Empire BUilding, Edmonton, Alberta, TSJ 1 V9. Fees are paid by 
employer. 


Nurses - RNs -Immediate Openings In Florida - Arkansaa- 
Caillornia - If you are experienæd or a recent Graduate Nurse we 
can olfer you positions With excellent salanes of up 10 $1160 per 
month plus all benefits. Not oriy are there no fees 10 you whatsoever lor 
placing you, but we aJso provide complete Visa and Licensure assis- 
tance at also no cost to you. Write Immediately for our application even 
If there are other areas of the U.S. that you are interested In. We will 
call you upon reæipt of your application in ortlerto arrange lor hospital 
Interviews. Windsor Employment Agency Inc.. P.O Box 1133, Great 
Neck, New York 11023. (516-467-281B) 


Public Health and Nurse Educators - Overseas: Project HOPE IS 
projecting openings In Public Health Nursing and Nursing Education 
for programs in Guatemala, Brazil, Tunisia and Egypt. Requrements 
Include B.S.N. (Master's preferred), language facility, formal/informal 
teaching expenence depending on position, 24 month (renewable) 
assignments. Full benefits. paid relocation expenses and salary 
commensurate wIth training and expenence. Send resume to: Per- 
sonnel Oepartment, PrOject HOPE, 2233 WIsconSin Avenue.. N.W.. 
Washington, O.C. 20007. E.O.E. 


School of Nursing 
Assistant Director 
required in a 2 year English 
language diploma Nursing 
program 


Qualifications: 
Master's degree in Nursing Education, 
preferred, with experience In Nursing 
Education Administration and teaching 
and at least one year in a Nursing Service 
position. 
Eligible for registration in New Brunswick. 
Apply to: 
Harriett Hayes 
Director 
The Miss A.J. MacMaster 
School of Nursing 
Postal Station A, Box 2636. 
Moncton, N.B. 
E1C 8H7 


McMASTER UNIVERSITY 
EDUCATIONAL PROGRAM 
FOR NURSES IN 
PRIMARY CARE 


McMaster University School of Nursing in 
conjunction with the School of Medicine, 
offers a program for registered nurses 
employed in primary care settings who 
are willing to assume a redefined role in 
the primary health care delivery team. 
Requirements Current Canadian 
Registration. Sponsorship from a medical 
co-practitioner. At least one year of wori< 
experience, preferably in primary care. 
For further information write to: 
Mona Call1n, Director 
Educational Program for Nurses 
in Primary Care 
Faculty of Health Sciences 
McMaster UniversIty 
Hamilton, Ontario L8S 4.19 


United States 


Registered Nu_s - Hu
ey Medical Center is a well equipped, 
modern, 60Q-bed teaching hospItal olferlng complete and specialized 
services fOr the restorabon and preservation 01 the community's 
health. It also offers onentatlon. in-serVice and contlnUirg eÓJcatlon 
for employees_ It is Involved In a bUlldmg program to provide better 
surroundings for patients and employees. We have immediate ope- 
õ
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: 
Hurley Medical Center has excellent salary and fringe benefits. Be- 
come a part of Our progressive and well qualifIed work force Today. 
Apply: Nursing Oepartment, Mr. Garry Viele, Associate Olrector of 
NurSIng, Hurley Medical Center, Flint, Michigan 48502. Telephone 
(313) 766-0386. 


Switzerland 


Thirty-two year-old Swiss Registered Nurse with s8lleral years of 
practiæ with babtes and children and mother 01 a four-year-old 
daughter wishes to find a Job In an English-speaking family that is lond 
of children The employment should begin about May 1977. Contact: 
Marie-Theras Oesch, c/o Kuecholl, Kantstrasse 20. CH-B044 Zurich. 
SWitzerland. 


O.R. Supervisor 


Required immediately by an active 100 
bed acute care and 40 bed extended care 
hospital. Must be eligible for B.C. 
Registration. Post graduate training and 
experience necessary. Salary $1,346 to 
$1,585 per month (1976 rates). 


Apply in writing to: 
The Director of Nursing 
G.R. Baker Memorial Hospital 
543 Front Street 
Quesnel, British Columbia 
V2J 2K7 
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Don't be afraid of me 
even if you are not a 
psychiatric nurse 
(You can learn 
to be one!) 


If you are interested in finding out 
about a speciality that is different, 
challenging and very worthwhile. you 
may be the person we are looking for 
and you are invited to join a 9 month 
POST-GRADUA TE course in 
Psychiatric Nursing. 
Our programme is designed 
especially for R.N."s, whether you 
desire a stepping stone or further 
expertise in Mental Health. 
The course includes theory and 
clinical experience in hospital and 
community settings with stress in the 
primary therapist concept, 
successful completion leads to 
eligibility for licensure with the 
R.P.N.A.M. 


Our Nursing is progressive and 
challenging, with a deserved 
reputation for professionalism. There 
are wonderful opportunities for 
nurses at every level of care. .. The 
top education and practice for people 
like you. 
Successful candidates may apply for 
financial assistance through various 
bursary systems. 
Our countryside is unbeatable with 
beautiful lakes and parks. Summer 
and winter sports are readily 
accessible. 


For further information please write 
no later than June 15, 1977 to: 
Director of Nursing Education 
School of Nursing 
Brandon Mental Health Centre 
BRANDON, Manitoba. 
R7 A 5Z5 
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Hospital Affiliates 
International Inc. 
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NURSING 
CAREERS 


-- 
..... THE HOLLYWOOD 
PRESBYTERIAN MEDICAL 
CENTER, a progressive 389-bed 
teaching hospital located in the 
heart of Hollywood, Ca. is presently 
seeking nurses in the following areas: 


. 


. MED. SURG. . O.R. - E.R. 
. LC.U.'C.C.U. . DELIVERY RM. 
. NURSERY . O.B. 


United States 


Hospital Affiliates Intemational. the leader 
in the field of hm;pital management, has 
over 70 hospitals in operation or under 
construction in 23 States, with major 
requirements in: 


Salary Range 
$12,384.00 to $15,060.00/year 
For furrher mformarion w"re: 
NURSE RECRUITER 
1316 Wilshire Blvd., Suite 12 
Los Angeles, Ca. 90017 


ILLINOIS - LOUISIANA 
TENNESSEE-ARKANSAS 
TEXAS 


------------- 


I . W,rhout obligatIon, please send me I 
I more mformation and an Application I 
Form. 
I Name I 
I Address I 
I Citv Prov._Zip I 
I Telephon..: ( I 
Licenses I 

 Spe<:ialrv I 
I Year Graduated Prov._ I 
---- --.-.----- --- 


Please contact our Canadian 
representative who will be pleased to 
discuss your specific needs All enquiries 
will be treated in confidence and should 
be directed to: 


DOW-CHEVALIER 
SEARCH CONSULTANTS 
365 Evans Ave., Toronto M8Z 1K2 
416-259-6052 


Public Health Nurse: 


$14,800 - $17,500 


The MINISTRY OF HEALTH, Northem Ontario Public Health 
Service, seeks an experienced individual to identify and 
assess the health needs of the Pickle Lake and Savent Lake 
communities in Northern Ontario and take steps to meet these 
needs. Duties: maintain school health and home visiting 
programs; organize and operate immunization and 
communicable disease control programs; direct emergency 
nursing. Location: Pickle Lake and Savent Lake. 
Qualifications: registration as a nurse in Ontario and a 
recognized certificate in public health nursing, preferably 
BScN; two years acceptable public health nursing experience. 
Supervisory experience would be an asset. 


Please submit application or resume by April 29, 1977 to: 
Senior Personnel Officer, File HL-65-27 n7, Human 
Resources Branch, Unit "B", 7 Overlea Blvd., 3rd Roor, 
Toronto, Ontario, M4H 1A8. 


This position is open equally to men and women. 



 
Ontario 


Ontario 
Public Service 



Research Unit In Nursing and Health Care 


NURSE RESEARCHER 


The CIInedtan Nurse AprM 1977 


School of Nursing 



 BRANDON GENERAL HOSPITAL 


BRANDON GENERAL HOSPITAL 


SCHOOL OF NURSING 


FACUL TV POSITION: PROGRAM CO-ORDINATOR 


To undertake research or to participate in ongoing research 
related to the demonstration and evaluation of a new type of 
nursing service in various primary care settings. The service 
and research will focus on family health including health status 
and health behaviour. 


Position open in Manitoba Association of Registered Nurses 
approved Two-year Diploma program of 130 students for 
experienced Nurse Teacher. 


Interested in Curriculum Planning and Development. 


Preferred applicants forthis position will have a strong clinical 
background and academic preparation at the masters or 
doctoral level. 


To work with Faculty of 15 teachers as Assistant to Di rector of 
Nursing Education. 


Baccalaureate Degree in Nursing required. 
Experience in Nursing Practice and Education required. 


Applications are encouraged from individuals presently 
associated with university schools or health service agencies 
who wish to spend a sabbatical in the Research Unit. In 
addition, funds are available for the exceptionally well 
prepared person to be employed on the project. 


Salary range - $16,000 - $18,000 
Negotiable, commensurate with 
preparation and experience. 


Send curriculum vitae and references to Irving Rosenfeld, 
School of Nursing, McGill University, 3506 University St., 
Montreal, P.O. H3A 2A7 


Write, giving resume of preparation and experience to: 
Mrs. S.J. Paine, Director of Nursing Education 
School of Nursing, Brandon General Hospital 
150 McTavish Avenue 
BRANDON, Manitoba R7A 2B3 


THE UNIVERSITY OF ALBERTA 
FACULTY OF NURSING 
FACULTY POSITIONS 
Faculty members will be required for 
positions in expanding four-year basic 
and two-year post-R.N. baccalaureate 
programs. Applicants should have 
graduate education and experience in a 
clinical area and/or in curriculum 
development or research. 
Short-term or visiting appointments may 
also be available in some areas to replace 
staff on leave. 
Salary and rank commensurate with 
qualifications and experience, in accord 
with University policies. 
Positions are open to male and female 
applicants. 
Please make further inquiries, or 
submit application and curriculum 
vitae to: 
Amy E. Zelmer, Ph. D. 
Dean 
Faculty of Nursing 
The University of Alberta 
Edmonton, Alberta 
T6G 2G3 


Professional Services 
Co-ordinator 
The Juan De Fuca Hospital 
Society, Victoria, B.C. 
If you have at least five years of nursing 
experience, and a baccalaureate degree 
within the past five years, a challenging 
opportunity is awaiting you to: 
. Co-ordinate the services of a team of 
professionals, in providing health care 
for seventy-five elderly persons 
requiring assistance in daily living, in 
one of four hospitals i.e. The Priory, 
Aberdeen, Mt. Tolmie and Glengarry. 
. Guide a systematic process of health 
care for each Resident, that 
encompasses the dignity and worth of 
aging persons. 
. Participate in a programme of geriatric 
care which strives to provide a 
home-like and reality oriented 
environment. 


. Promote the study and growth of 
gerontological knowledge and 
practice. 


Apply in writing to: 
Mrs. V. Mciver 
Director of Health Services 
Juan de Fuca Hospital Society 
567 Goldstream Avenue 
Victoria, B.C. V9B 2L3 


Associate 
Executive Director 


Applications are invited for the position of 
Associate Executive Director, Canadian 
Nurses Association, Ottawa. 


Candidates must be members of the 
Canadian Nurses Association, have a 
master's degree or equivalent, have at 
least five years' administrative 
experience, and be bilingual. 


Interested applicants are asked to submit 
their curriculum vitae, in confidence, to: 


Executive Director 
Canadian Nurses Association 
50 The Driveway 
Ottawa, Ontario 
K2P 1E2 
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...in Canada's 
Health Service 


Medical Services Branch 
of the Department of 
National Health and Welfare emplo}s some 900 
nurses and the demand grows every day. 
Take the North for example_ Community Health 
;\Iursing is the major role of the nurse in bringing health 
service!> to Canada Os Indian and Eskimo peoples. If you 
have the qualifications and can can: more than the 
norrnalload of responsibility... \\hy not find out more? 
Hospital Nurses are needed too in some areas and 
again the :-./orth has a continuing demand. 

 Then there is Occupational Health 
ursing \\ hich in- 
cludes counselling and some treatment to federal public 
servants. 
You could ",ork in one or all of these areas in the 
course of your career. and it is possible to advance to 
senior positions. In addition. there are educational 
opportunities such as in-service training and some 
financial support for educational leave. 
For further infomlation on an\'. or all. of these career 
opportunities. please contact the Medical Services 
office nearest you or ",rite to: 



 I 


,----....-, 
I Medical Services Branch 
Department of National Health and Welfare I 
Ottawa. Ontario K 1 A OL3 
I Name I 
I Addless I 
I City Provo I 
I . . Health and Welfare Sanlé et Bien-ëlre social I 
Canada Canada 
'-........, 


Clinical Co-ordinator 
Surgical Specialities 


Responsible to the Assistant Oi rector of 
Nursing for planning, co-ordinating and 
supervising patient care. 


Applicants should be university graduates 
with Ontario registration and with a minimum 
2 years experience at the Head Nurse level 


Toronto 
General Hospital 
U n i vers i ty 
Teaching Hospital 


. located in heart of downtown Toronto 
. within walking dIstance of accommodation 
. subway stop adjacent to Hospital 
. excellent benefits and recreational facilities 


apply to Personnel Office 
TORONTO GENERAL HOSPITAL 
67 COLLEGE STREET, TORONTO, ONTARIO, M5G 1L7 


HEALTH SCIENCES 
CENTRE requires 
STANDARDS 
CO-ORDINATOR, 
NURSING 


Applications for the position of Standards Co-ordinator, 
Nursing, are invited from nurses who seek opportunity for 
challenge, responsibility, and creativity. The successful 
applicant will plan. direct, implement, and evaluate a quality 
assurance program in nursing at the Health Sciences Centre_ 
He/she will also participate in the development of an 
interdisciplinary program. 
The Health Sciences Centre is a 1300-bed teaching hospital 
affiliated with the University of Manitoba. 
Applications are welcome from nurses with: 
. educational preparation at the graduate level 
.demonstrated teaching and leadership skills and 
competence in working with interdisciplinary groups 
.eligibility for registration in the Province of Manitoba 
An active interest in research is essential. 
Interested applicants may apply in writing to: 
Mr. Eugene F. Gerbasi 
Co-ordinator Employment & Training 
Health Sciences Centre 
700 William Avenue 
Winnipeg, Manitoba 
H3E OZ3 
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Chairman, Nursing Diploma Program 
(OUO V ADIS APPROACH) 


Duties: 


To be responsible for providing academic administration and offering 
of a unique diploma nursing program for adult nurse learners in a 
peer-oriented setting which has been designated as a Health 
Sciences adult education centre. Will also be involved in the 
development and offering of a wide variety of continuing education 
and other programs and courses for nurses, various health personnel 
and for the community. 


Qualifications: 
Will be a nurse registered or eligible fð'r registration in Ontario with a 
Master's degree and broad experience in adult education, nursing 
and/or educational administration. Preference will be given to 
candidates with experience in developing programs for working with 
adult learners. 


Apply In writing with resume to: 



 H b Box 1900, Rexdale, Ont. 
urn er M9W 5L7 
I I College Personnel Relations Centre 
Refer to: Ad. # 77-18 


We are mterested m Male and/or Female applicants 


Memorial University of 
Newfoundland 


School of Nursing 


Growing baccalaureate program has faculty positions 
available Sept. 1, 1977 or Jan. 1, 1978. Senior appointments 
in Matemal Child Nursing and Nursing of Children. Also 
appointments in Community Health and Mental Health 
Nursing. Applicants should have doctoral or masters degree. 


Send resume to: 


Miss Margaret D. McLean 
Director, School of Nursing 
Memorial University of Nfld. 
St. John's, Nfld. A1C 5S7 
Canada 
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A different appearance- 
A common need 
Both may benefit from Slow-'" folic e 
Prophylactic iron and folic acid supplementation recently, a number' of physicians have queried the 
during pregnancy is now an accepted practice effect of oral contraceptives on serum folate levels 
among Canadian physicians. It has also been in women. Dr. Streiff reports: "This complication 
established, through the publication in 1974 of (of oral contraceptive therapy), however, may be 
Nutrition Canada', that many Canadian women recognized more frequently in the future... Folate 
may not be obtaining the necessary nutritional deficiency associated with oral administration of 
requirements from their diets. For instance, 76.1 % contraceptives does not necessarily require 
of adult women (20-39) had inadequate or less than discontinuance of the drug regimen but folic acid 
adequate intake of iron and 67.9% were at high or therapy is definitely indicated."2 
moderate risk of low serum folate levels. More 
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Cover photo - for 8,000 elementary 
school children, the highlight of 
National Safety Week (May 23-29) 
this year will be a visit to the nation's 
capital to attend the 18th annual 
School Patrol Jamboree. The 
Jamboree is a yearly avent staged by 
the Canadian Automobile Association 
in recognition of the contnbution that 
these ch
dren make to the health and 
safety of their friends and classmates 
In Ottawa, Constable André R. 
Boucher coordinates the activities of 
fellow members of the Ottawa Police 
Force who supervise school patrol 
activities. On the cover, Const. 
Boucher with a group of patrols from a 
school located near CNA House. 
(Photo by Studio Impact). 
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For Nursing Practice Made Perfect 


REED & SHEPPABD: Regulation of Fluid and 
Electrolyte Balance: A Programed Instruction in 
Clinical Physiology. New 2nd Edition 
Individual self-study units progress from the least complex aspects 
of fluid and electrolyte balance to the more difficult, giving you a 
better understanding of these problems and the appropriate pa- 
tient care measures. 
By Gretchen Mayo Reed, BS, MA (Ed), MA (Bio), Univ. of Tennessee Center 
for the Health Sciences; and the late Vincent F. Sheppard, MEd, PhD. 322 
pp. lIIustd. Soft cover. About $8.25. Just Ready. Order #7513-1. 


ASPERHEI.\I & EISE.\'H:U 'ER: The Pharmacologic 
Basis of Patient Care, New 3rd Edition 
In this comprehensive revision, you'll find much new data including 
expanded discussions of drug-drug and drug-food interactions. 
hyperalimentatlOn, content of the problem-oriented record and drug 
therapy, steroid drug therapy. and drug administration to pediatric 
patients. It's thoroughly up-dated, and a new Instructor's Guide will 
be available too. 
By Mary K. Asperheim, MD, Medical Univ. of South Carolina: and Laurel A. 
Eisenhauer, RN, MSN, Boston College School of Nursing. About 540 pp. 
Illustd. About $11.00. Just Ready. Order # 1437-X. 


KEA..\'E: Saunders Review for Practical Nurses, 
New 3rd Edition 
Designed to prepare the student for state board examinations, this 
outline review cOvers the entire course content of practical. 
vocational nursing. All units have been carefully brought up to date 
in this revision, and a unit on patient assessment has been added. 
The section on Nursing the Mother and Her Newborn Infant is 
completely rewritten. Blank IBM answer sheets. and a key to the 
correct answers are provided. 
By Claire Brauckman Keane, RN. BS, MEd, College of Education, Umv. of 
Georgia. Athens. 404 pp. About 155 ill. Soft cover. About $7.75. Just 
Ready Order #5327-8. 


FORD,\'El': Insurance Handbook for the 
Medical Office 
If processing insurance claims is one of your non-clinical respon- 
sibilities, this authoritative worktext shows you how to change that 
job from a frustrating chore into a simple procedure. All aspects of 
handling claims efficiently and without error are covered including: 
computerized billing; collecting on unpaid accounts; knowing the 
simplest form to use; Canadian health insurance; etc. A Teacher's 
Guide is available. 
By Marilyn Takahashi Fordney. CMA-AC. Ventura Colle
e, California. 646 
pp. About 255 ill. Just Ready. Hard cover: About $18.05. Order #3811-2. 
Soft cover: About $13.35. Order #3812-0. 


LEWER: Principles and Techniques in Pediatric 
Nursing, Sew 3rd Edition 
This comprehensive clinical nursing text/reference bridges the gap 
between theoretical knowledge of and practical skills in pediatric 
nursing. Completely up-dated and substantially expanded, you'll 
find added coverage of new equipment, inhalation therapy, dietary 
considerations, poisoning, dlug interactions, and a whole new 
chapter on The Pediatric Outpatient and The Clinic Nurse. 
By Gloria Leifer, RN, MA, formerly of Hunter College of CUNY. About 350 
pp. 195 ill. Just Ready. Hard cover: About $9.25. Order #5713-3. 
Soft cover: About $7.75. Order #5719-2. 


STRH..ER: Rehabilitative Aspects of Acute and 
Chronic Nursing Care, Nel\' 2nd Edition 
In this particularly thorough revision, the author has integrated 
important information on geriatrics into every chapter. She also has 
included new chapters on Maintaining Human Sexuality, and The 
Elderly in the Community, as well as vastly increasing the pertinent 
coverage of psychological reactions to physical disability, planning 
patient care, communication disorders, assisting with bowel and 
bladder problef11$, and positioning and skin care. 
By Ruth Stryker, RN, MA, School of Public Health, Univ. of Minnesota, 
Minneapolis, About 305 PP Illustd. About $11.30. Ready June 1977. 
Order #8637-0. 


Du GAS: Introduction to Patient Care, 
.\'en' 3rd Edition 
This brand new edition contains additional material on the health 
care system, major health problems, and the role of the nurse. 
Entirely new chapters on Nursing Practice, Communication Skills, 
and Sensory Disturbances, more than 70 new photographs, and its 
considerably expanded glossøry make this revision an even better 
text to learn the fundamentals of nursing. 
By Beverly Witter Du Gas, RN, MN, EdD, Nursmg Consultant. Depl. of 
National Health and Welfare. Ottawa. About 685 pp., 240 ill. About $12.40. 
Ready June 1977. Order #3226-2 


ROBI.\'SO.\': Psychiatric Nursing as a Human 
Experience, New 2nd Edition 
A popular text. well known and respected for its humane concerns, 
Psychiatric Nursing as a Human Experience will be more interesting 
and informative in its new 2nd edition. It has been substantially 
expanded, and now offers totally new chapters on Human Sexual- 
ity, Psychosomatic Illness, Antisocial Personalities, Family 
Therapy, and Group Therapy. In addition, material on transactional 
analysis has been added throughout, and the excellent bibliog- 
raphies have been thoroughly revised. 
By Lisa Robinson, RN, PhD, Univ. of Maryland School of Nursing; and 
School of Medicine, Univ. of Maryland. 459 pp. About $10.30. Just Ready. 
Order #7621.9. 
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The Canadian Nurse invites your 
letters. All correspondence is subject 
to editing and must be signed, 
although the author's name may be 
withheld on request. 
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An open letter to M. E. Murray, author 
of "The Quality of Our Caring," 
(March 1977) 
It makes me sad to read your 
letter. Really sad. I wish there were 
some way to apologize for your being 
treated as though you are not a human 
being. More and more I believe that 
patients should be asked what needs 
they have, what suggestions they 
have, whether they understand their 
treatment and agree with it. Regarding 
your illness you are the most important 
person to consider. We nurses should 
consider your feelings at every 
moment so as not to add to your 
suffering. 
I have two things I would ask of 
you. Please show your letter to the 
nurses where you go for treatment. I 
think the directors of nursing should 
see it. The second thing is, please 
send it to the Canadian Medical 
Association Journal. On second 
thought, never mind; I will. Thank you 
for writing to us. 
- Nora Bf/ant, Fredericton, N.B. 


A long way from home 
I have received my Canadian Nurse 
lor the months of January and 
February. I enjoy reading youl articles 
because it keeps me in touch with 
home. Canada. I will be looking 
lorward to receiving my next month's 
issue. Thank you. 
- Domenica Formica. New Orleans, 
La 


Fight for life 
I wish to say how sad it is to see 
that such services as "abortion 
counselling" (January, 1977), are 
necessary in our society. We should 
rarely need such services if abortions 
were only done for "therapeutic" 
reasons. 
Reactive depression in 
pregnancy is the reason given for 95% 
of abortions authorized by hospital 
therapeutic abortion committees. And 
yet, it is seldom that in any normal, 
healthy pregnancy the woman doesn't 
experience depression at some time. 
Where do we place our concern 
and value for human life, be it ever so 
tiny? We as nurses are to fight for 
"life", not help to destroy it. 
-Helen Stang, R.N., Macklin, Sask. 


A chance to share 
Since the summer of 1975 great 
strides have been taken toward the 
development of MATCH- 
International Centre. This is a fledgling 
organization created to provide a 
direct link for action in social 
development projects between Third 
World women and Canadians. The 
organization eXists to supplement 
current governmental and 
non-governmental programs 
designed to promote the effective 
involvement of women. 
To date MATCH has received 
some "seed" money from UNESCO, 
another donation from a women's 
group and a commitment for matching 
funds from CIDA, The magnitude of 
funding from CIDA will be determined 
by the amount of money and personal 
involvement MATCH can attract. 
Realization of the MATCH program 
will rely on the procurement of funds 
but an even greater reliance will be 
placed on the availability of the skil!s, 
talents and experience of Canadian 
women for international development. 
Through your journal, I would 
earnestly appeal to readers to advise 
of their interest in participating in the 
program. At the same time I urge 
readers to make a financial 
commitment. A major portion of our 
financial requirements would be met if 
each one would send a dollar bill to 
MATCH. 
- Jane E. Henderson, Executive 
Director, MA TCH - International 
Centre,204A 151 Slater, Ottawa, 
Ontario, K1 P 5H3. 


Father's view 
Regarding the December article 
by John B. Allan, "Difficult Babies," it 
would seem to me, that the most 
devastating blow to any mother-child 
relationship, is the standard maternity 
ward procedure. There is a general 
policy of separating mother and 
newborn, while other specific policies 
add to the detrimental effect on the 
relationship. For example, application 
of silver nitrate to the infant's eyes, 
frustrates eye contact at birth. The 
wide use of analgesics limits both 
mother and child in all their responses 
to each other. Not allowing the child to 
suckle at birth and administration of 
bottles in nurseries, weakens the 
sucking response. 
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The studies of Klais and Kennell 
("Maternal Infant Bonding") clearly 
show the need for mother and child to 
be together in the hours and days after 
birth. 
/! seems, when our whole way 01 
bi rth alienates mother and child (not to 
mention lathers, brothers and sisters), 
to send out a Public Health Nurse to 
undo the damage, and call it 
"Prevention" is quite irrational. 
- R.G. Thaddous, Father, 
Vancouver, B. C. 


Feeding is for mothers 
The cover on your February issue 
enhances the common belief that 
breast-Ieeding is a rather unusual 
activity! Yes! Let Father be a part of a 
"shared birthing," let him be 
comfortable and knowtedgeable in the 
handling of the baby but let's leave 
baby's feeding to mother! As nurses 
we must help them understand how 
natural and beneficial breast-feeding 
is. 
The February cover looks like 
free advertising for those 
unecomonical nursers that, when 
discarded, contribute to pollution. I 
protest! 
- Lois B. Hord, B.A., RN, S1. 
Andrews, N. B. 


A father's place 
Maternity nursing staffs appear to 
be bending over backwards, to the 
point of being ridiculous, in attempting 
to correct the so-called error of 
excluding fathers from labor and 
delivery of their child (February, 
1977). No. I am not against fathers 
being allowed to give their support 
when it is agreeable to them but I do 
believe that many parents are 
subjected to unnecessary 
embarrassment by the prevailing 
free-for-all attitude exising today. 
Small wonder most mothers have 
cause to say, "You surely lose your 
modesty when you have a baby!", but 
why should they? Clinical 
assessments, which can usually be 
done in a matter-ol-fact manner to 
reduce embarrassment, are being 
turned into emotional circus-type 
spectacles. 


I am a midwife and, having 
practiced domiciliary midwifery, 
midwifery in a primitive country, and 
hospital maternity nursing, I am not at 
all enchanted with the modem 
concepts of "birthing." 
- Name withheld, Stettler, Alta. 


Bravo for involving the father in 
the care of the infant! But why must he 
be bottling the baby? Changing the 
diapers, playing with the baby or 
rocking him would be lovely. The 
pictures inside were gems. Surely a 
more appropriate cover picture could 
be chosen for a magazine aimed at 
professionals who should know that 
breast-feeding is the superior way of 
feeding an infant. 
- Susan J. Lawrance, Philadelphia, 
Pa. 


A difficult decision 
I read with interest the article 
"Peter - an infant with a 
myelomeningocele," (January, 1977) 
but I also felt some distress when I 
finished the article. Why? Because 
nowhere in the article was mention 
made of someone having spoken with 
both parents to tell them about the 
condition, prognosis and probable 
future of their child so that they could 
decide with the doctors their child's 
future. 
In April, 1976 I gave birth to a 
"Peter" but I was fortunate in having a 
very understanding pediatrician who 
saw me in the delivery room. The three 
of us decided, after much discussion 
on no treatment and our wee one diec 
a little while later. Perhaps my traininç 
at the Hospital for Sick Children made 
my decision a little bit easier. 
While talking with the pediatrician 
he mentioned that doctors here in 
Melbourne are now questioning 
whether they've been right to rush ir 
and do surgery and then leave the 
parents to cope with an invalid child 
who may also be retarded. I 
If the parents wish surgery 
knowing the pros and cons then so bt 
it but I feel strongly that they should be 
given some understanding of what lie!! 
ahead for them AND their child befon l 
surgery proceeds. 
- J Grant, Brighton, Vic. Australia. 
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Call for help 
The Gander & District Home Care 
Program, (Newfoundland) which is 
now in the planning stages is having 
problems ordering equipment 
adaptable for use in the home. 
We have been unable to find 
. companies which supply bed rails 
for non-hospital beds: 
. safety toilet frames that can easily 
be removed from the toilet when the 
patient no longer requires them; 
. bath tub grip rails that clamp onto 
the edge of the bath tub: 
. some sort of monkey bars that 
can be set up at home. 
Maybe some of your readers 
have suggestions about making their 
own home care equipment or 
improvising equipment that is readily 
available. We would appreciate any 
help that anyone could give us. 
- Sandra Kelly. Home Care Nurse 
Co-ordinator, James Paton Memorial 
Hospital, Gander, Nfld. A 1 V 1 P7 


"Difficult Babies" 
-Cerebral Palsy? 
The article "Difficult BabIes," 
(December, 1976) was drawn to my 
attention by the Assistant Director 01 
Nursing of the Edmonton Health 
Department. 
After reviewing the article I 
thought it worthwhile to point out that 
the term "difficult baby" as used by Dr. 
Allan would certainly encompass 
many infants who exhibit one or more 
features of cerebral palsy. 
Identification of infants with cerebral 
palsy is of major importance. 
Therefore it is mandatory that any 
infant with "disturbances in the five 
major reflexive behaviours" as 
outlined by Dr. Allan. be assessed by a 
pediatrician, following which 
intervention by a trained occupational 
therapist and/or physiotherapist might 
well be neæssary. 
The five behaviors designated as 
characteristic of the "difficult baby" 
may well lead to difficulty in 
maternal-infant bonding. However, 
the reason for appearance of the type 
of behavior described may be due to 
central nervous system damage. 
Identification of neurological 
abnormality is essential, e.g.: 


1. A problem with sucking or a poor or 
weak smiling response may be due to 
poor control over facial muscle 
movement because of neurological 
abnormality. 
2. Eye contact may be poor due to 
problems with ocular alignment or 
difficulties with control of fine muscle 
movements of the eye. 
3. An infant may be rigid due to 
excessive extensor tone due to 
neurological damage. It is important 
that mothers of such infants are not 
taught to support the back of the 
child's head as this reinforces the 
tendency to extension. Of course 
advice regarding handling of a rigid, 
irritable infant should be sought from 
medically trained persons. 
4. The passive. limp or hypotonic baby 
may exhibit these characteristics as a 
consequence of neurological 
damage. Specific proglams for such 
infants should be developed by a 
physiotherapist and/or an 
occupational therapist in conjunction 
with a pediatrician. 
The public health nurse is indeed 
in a position to advise parents 
regarding methods of enhancing the 
maternal-infant relationship. Howevel 
an infant exhibiting any of the 
characteristics described in the article 
"Difficult Babies" should be examined 
by a pediatncian Children exhibiting 
the behaviors described in this article 
will need continued medical 
supervision and, in addition, many will 
require therapy by an occupational 
therapist and/or physiotherapist. 
- R. Brenda Schmidt, MD.. 
F.R. CP. (C), Community Pediatrician, 
Edmonton, Alberta. 


Under alien flag 
When my March Issue of The 
Canadian Nurse arrived, 
the "richness " of the cover held my 
attention longer than usual. Never 
before, except on the chest of an old 
general, had I seen such a display of 
honors! 
Even more gratifying was the 
sight of that familiar badge in the upper 
left-hand corner, the one reserved for 
graduates of Saint Sacrement 
Hospital in Quebec City - a red cross 
bracketed by laurel leaves and, on the 
mini coat-of-arms at the bottom, the 
three letters" HSS". Butthis is not how 
it was identified on page 4! 


Suddenly, I could see my 
colleagues and instructors, and I 
thought of all the others who would 
have wanted to sign this letter with me. 
- Jocelyne Dionne, (HSS, 1962-1965) 
Quebec City, Quebec. 
Editor's note: Our reader is absolutely 
correct. The pin is from Saint 
Sacrement Hospital and was 
presented to the CNA Archives by 
Michele Kilbum, fOrmer CNA director 
of information services. 


Strength in numbers 
The comments of one of your 
readers (Krmpotich, Input, February) 
on public health nursing are worth 
commenting on... I agree that not 
enough preventive nursing is done. 
Doctors are often more interested in 
people who are sick. They say they do 
not have time for prevention because 
of the pressure of work. Medical 
students are more interested in the 
drama of surgery and medicine than 
prevention which often produces no 
visible results. 
Why are doctors not paid a salary 
by the provincial governments instead 
of an amount determined by the 
number of patients seen and 
conditions treated? Imagine nurses 
filii ng in cards so that they can get paid 
for each bath, medication given, bed 
made, baby weighed, ete! 
Governments concentrate on 
acute conditions. That, Mrs. 
Krmpotich, is one of the reasons that 
public health nursing services are 
underutilized. That is why there are no 
midwives in Canada who can advise 
during the prenatal, delivery and post 
partum periods. 
People can often relate better to a 
nurse than to a young doctor with 
much theoretical knowledge but little 
practical skill in solving problems of 
daily living. Most doctors are from the 
upper socio-economic classes. I do 
not know of any study on this 
regarding nurses, but I should imagine 
that not many are from the upper 
classes. In the past, the upper social 
classes have been the ones to make 
the rules for the country, and this is 
how the doctors obtained their status 
and rights. 


Nurses have only recently begun 
to unite for their rights and conditions 
of employment. Nurses need to 
understand the duties of their fellow 
nurses, and be able to show the 
medical profession, by words and 
actions, that they are capable of being 
members of the health team. 
So often one hears 
disagreements in the hospital - 
between the nurses on different shifts, 
for example. Very unprofessional. 
One does not hear disagreements 
between doctors aired in public 
places. There should be a liaison 
between the nurses in the different 
hospital units, and those in the 
community. Nursing cannot be strong 
until it is united - a divided profession 
falls. 
Doctors have the advantage of 
being able to follow the patient througt 
all of his health problems. Public 
health nurses have some of this 
advantage as they get to know the 
whole family and so can provide the 
doctors and hospital staff with much 
information. 
A liaison, with willingness to learr 
about the work of others, is needed b
 
all the members of the health team. 
especially in these days of 
specialization. Not until all members c 
the health team are treated as equal
 
not just in words, but also in monetar 
areas, and work as team members, 
will each area be used to its full I 
capacity. We should all be interesta< 
in the health of everyone in the 
community. 
- Pearl Herbert, R.N., 
S.C.M.,P.H.N.,B.N., Halifax, N.S. 


Nothing new under the sun 
One of our nursing problems is Ol 
own nurses. We do not know what eac , 
other is doing. Mohammed Rajabally il 
his lelleron "Social Preventive Nursing i 
describes a proposed "new avenue' fe I 
nurses. This "nev-l' field is, in fact, thll 
present Public Health Nursing serviæ é 
I know it. 
As a Public Health Nurse, I am 
trying to interpret my serviæs to the 
public, to politicians and to other healt 
workers, as well as to other nurses. I 
Rajabally wishes further details abol 
my nursing role, I would be happy 
answer any questions. 
-Mara Foster, R.N., B.Sc.N., 
Toronto, Ontario. 
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REEVES NAMEPINS.. . smart. distinctive styles from 
America's jewelry capital. lifetime professional quality 
with smoothly rounded edges and corners, deeply engraved 
lettering, pinbacks with safety clasps. Save on 2 identical 
pins. .. it's more convenient, and you have a spare. 
169, 170 ALL METAL .. rich, tail. 559. 560 PLASTIC LAMINATE . . . 
ored design. gold or silver plated, slim. broad yet Ioehtwelght. En 
with pohshed, satin or Duotone graved thru surlace .nto contrast. 
combinallon fmish (No. 17D avail. 109 color core, with matching 
In Duotone only.) beveled border 


100, 111 METAL-fRAMEO 
smooth plastic set into classic 
polished metal frame. 


510 MOLDED PLASTIC .. simple, 
trim molded plastic with lettenng 
engraved and lacquer-filled. The or- 
iginal nurse style, always correct 
CHECK CHOICES AND LETTERING IN COUPON BELOW. 


GROUP DISCOUNTS on all Reeves Items shown: 
6-11 same items, deduct 100;.; 12.24 same items, deduct 
15%; 25-49 same items, deduct 20
.. 
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New Reevescope "" 
 
 '- Lister 
with FREE Name 
 Bandage Scissors 
or Initials and Sack! C) · nest Forged Steel. Guaranteed 2 years 
3'/2" Mmi.Scissor TinY and so handy' Slops 'nto 
Our own precision stethoscope made pocket Or purse. Specify lewelers Gold or 
to Reeves exacting standards with Chrome plate N 3500 3't. " 2 75 
our I year guarantee. H.' chest. Last name or . , o. , 2 '" . 
piece slips easily under B P. cull. initials engraved, No. 4500 4 V2 ,: chrome only 2.95 
Weighs only 20z.Atlne, dependable, add 60< No. 5500 5V. chrome only 3.25 
sensitive scope in Blue, Green. Red, No. 702 7'4", chrome only 3.75 
Gold or Sliver, adjustable blnaurals. K C LLY No. 25 Straight Box Lock. .. 4.69 
chestplece and tubing to match, L No. 725 Curved Box Lock... 4.69 
Chrome spring. FREE last name (up FORCEPS No. 741 Thumb Dressing, 
to 15 letters) or initials engraved Serrated, Straight. 5 ' 2" . ..3.75 
on chestp,ece. 
FREE Scope Sack. 
No. 5150 . . . . . 12.95 ea. 
L;ttmann'
 NURSESCOPE 
Famous scope advertised in 
nursing magazines! High sen- 
sltivlty,28" overall,2 oz , non. 
chilling diaphragm, patented 
\ internal spring Choose Gold, 
.-J Silver, Blue. Green or Pink. with 
Grey' tubing. I year guarantee. 
Includes FREE engraved name or in. 
Itials, and Scope Sack 
No. 216016.95 *Malchingtubing No. 2160M 17.95 
Littmann" COMBINATION STETHESCOPE 
Similar to above, 22 ' overall. 31/ 2 oz. Stainless chestpiece with 
I 
:..' diaphragm. 1'." bell. Non-chlll sleeve. I year guarantee. 
Includes FREE engraved 2 initials onl" and Scope Sack. 
No. 2100.. . 32.50 ea. 
Popular DUAL SCOPE 
Hlgnest senSitivity at a budget pnce! Only 3'1> oz, 1\4" bell, 
1'.' chestplece m Sliver/Chrome GreytubingJ. or Blue, Green 
or Red (matching tubing) Extra earplugs, diaphragm. 2 initials 
and Scope Sack Included. No. 4120 . . . 17.95 
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, For Every Budget! ø 

 REEVES DELUXE 
I Outstanding professional 
aneroid sphyg made r 

 ' _ especially lor Reeves! r7JI' 
Meets U.S Gov. specs, 
=3mm accuracy, cal. to ýfJ<<I' 

 300mm IO-year Reeves etur 

 Guarantee. Black and _
. _ 

 Ô Chrome Black tubing, tIiOIlI! 
If
. -...::: GreyVelcro'-cufl.Zip- 

 pered 'ealherette 
, case. Set includes 

 No. 5150 Reevescope 
- \ 
 (right). FREE last name 
., ,up ta 15 lelters} or initials 

 im '--.,.;: - on mana and scope FREE 
I:ID 
 .- 
 Scope Sack 
No. 51-100...35.95 Sphyg. only No. 108. . . 27.95 


--- 


SPECIAL DELUXE REISTER 
Reister. . one 01 the finest professional sphygs in the world I 
Calibration to 32Dmm. IO-year accuracy guaranteed to ",3mm by 
Reeves. Velcro' cull. zipper case Choose Black Chrome mana, 
Or Blue. Green or Beige mana. tubing. cull and case ta match. 
Set Includes Reevescope, FREE names or Initials. and Sack 
as above. 
No. 06 . 47.95 


Sphyg. only No. 106 . . . 39.95 


ECONOMY B.P. SET 
A low-cost yet highly depeMable unit Cal. to 300mm, guaran. 
teed by Reeves to =3mm lor I year. Smart Grey/Chrome styling, 
Velcro' cuff, zipper case. Set includes slim. se1sitive stetho- 
scope in Blue, Red, Green. or Silver with Grey tubing 
Includes FREE last name or imtlals on sph g 3nd steth 
No. 14 . . . 27.95 Sphyg. only No. 10 . . . 20.95 
p. 
 . -- X Handsome ENAMELLED PINS 

 I , Jewell)'-Quahty hard fired 2 color enamel on 
. 1 gold plate. Dime sized, plnbackl safety clasp. 
.\ I Choase RN LPN, L VN. or NA. 
No. 205 Pins... 2.49 
Bzzz 
EMO-TIMER 
V 
A 
Don't lorget. Keyring tImer sets to 0. '" 
 
 J 
buzz from 5 to 60 min. Reminds you I 
_J , 
 
to check vital signs, heat lamps 
 
parkmg meters etc Unique gift Idea' .. 
No. 22 Timer. . . 6.95 


PROFESSIONAL BAG 
Luxurious 1.. cowhide, beau 
tifully crafted for years of 
service. Water repel/ant. 
Roomy, compartmented inter. 
ior, snap-In washable liner. 6" 
x 7" x 12", in Black or Navy 
Blue specify' Initials Gold. 
e...
ossed FREE 
No. 1544 Bag... 42.50 
Extra liner No. 4415 8.50 
14K G.F. PIERCED EARRINGS 
Dainty caduceus shown actual size'. with 14K 

 
posts. lor on ar all duty Gilt boxed Great group , , 
g,lt ' 
. No. J3 . . . 5.95 pro 
t- - = 
 EXAMINING LITE 
Handy pocket light. only J' long White, caduceus Imprint. alu- 
m" 1 band and tip. P. ,1 ,ht ballen"s mcluded. 
Nn NI _1 n I irrht ":I Qt;. I....it .Ito".u..........4 ....4.. c.n_ 
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Handy MED/-CARDS 
Six smooth plastic canis 3 1 ,... x 
5'12' crammed with info on Apothl 
Metric Household meas., 'C to - F, 
liver, body. blood unne, bone dis- 
ease mcub. weights etc. . . . in vinyl 
holder. You re a walking encyclo- 
pedia ' 
No. 289 Cards. . . . . . 1.75 
Add 60< for gold initials on 
holder 
TIMEX Pulsometer WATCH 
Movable outer nng computes pulse rate for 
you' Dependable Pulsometer / Calendar 
Watch with date White luminous numera!1i, 
sweep-second haM, deep Blue dial. White 
strap. Stainless back, water and dust reo 
sistant Gift -boxed. I year guarantee. In. 
itlals engraved FREE 
No. 237 Watch.. . . , . . . . 19.95 
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 Keep-Clean CAP TOTE 
_ _ ____
 1 Great for caps, wiglets, curlers, etc Clear 
I :-? =;;." "'" ..... "'. "". · ,. 
.. No. 333 Tote... 2.95 
 
I Gold initials add 60< _ / 
POCKET PAL KIT 1. 0'\.. 
White fleXIble Pocket-Saver with chrome . ø 
Silver 51. LISter Scissors 4 Color Ball 
Pen handsome Penlight Plus change com ( 
part. and key chain. . 
No. 291 . . . 6.95. 
1..-.. .......... __ "'_;_A_." _...... rn 
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1977 CNA Annual Meeting 


Nurses from Yellowknife to St. John and a score or more of places in 
between gathered in Ottawa's venerable Chateau Laurier Hotel on 
March 31 of this year to stage the annual meeting of their professional 
organizallon - the Canadian Nurses Association. 
A total of 81 voting delegates, representing each of the eleven 
provincial/territorial member associations, were in attendance for the 
one-clay business meeting. Annual meetings take place on altemate 
years when no CNA convention is being held. The last biennial 
meeting was in Halifax in 1976; the next is scheduled for Toronto in 
June, 1978. 
Highlights of the lengthy agenda included: the presidential 
address (for excerpts, see this month's guest editorial); the report of 
the executive di rector (see page 11); treasurer's report (see highlights 
of CNA Board of Directors meeting); report of the CNA Committee on 
Testing Service (see page 11); and voting on four resolutions (see 
page 12). 
In addition, delegates heard from two distinguished speakers in 
the fields of economics and law: William E. Haviland, secretary of the 
Economic Council of Canada, and the Hon. Justice Antonio Lamer, 
chairman of the Law Reform Commission of Canada. Adding interest 
tothe day's proceedings, was a panel discussion on "Critical Issues in 
Nursing" presented by CNA's four members-at-Iarge, under the 
chairmanship of CNA second vice-president, Sheila O'Neill. 


Finding an acceptable definition of 
death is primarily a moral and 
philosophical problem rather than a 
medical issue, according to the 
chairman of the Law Reform 
Commission of Canada. 
Justice Antonio Lamer 
luncheon speaker at the CNA annual 
meeting, called on members of the 
national nursing association to help 
the commission in its task of defining 
death, euthanasia, meaningful life and 
lives worth saving. 
The Law Reform Commission 
has recently entered into a "protection 
of life" three-year research project 
which will deal with euthanasia, a 
definition of death, human 
experimentation. behavior 
modification and control. 
"This is a project which touches on 
interests and concerns which many of 
you nurses face, worry about, and 
cope with - on a regular, even a daily 
basis," the chairman said. "I am telling 
you about it because I hope that you 
and your association will help the 
commission with it. '. 
He said that contributions by 
nurses to the Law Reform 
Commission's project on the 
protection of life would be considered 
invaluable because "we are fully 
aware that nurses are the segment of 
the medical profession closest of all to 
the sick and dying." 


Law reform is neæssary because 
judges and juries are concluding that 
the law as it now applies to many acts 
of euthanasia is outmoded and judicial 
decisions are made by getting around 
the law, he said. 
"Great uncertainties will remain 
as long as the law says one thing and 
judges and juries do other things by 
their decisions. Medical professionals 
will continue to be undertain where 
they stand with the law if they 
undertake some treatments or omit 
others. The public won't be sure that 
its rights and its wishes are protected 
or likely to be respected," Justice 
Lamer explained. 


Future increases in health care 
spending must be tied to increases in 
the economy, according to the 
Secretary of the Economic Council 
of Canada. William Haviland warned 
nurses attending the CNA annual 
meeting that govemments cannot 
support further increases in health 
care spending. Since World War II, 
health care expenditures have been 
rising at an annual rate of over t 1 
percent, and have now reached about 
$12 billion a year, or about $520 per 
Canadian. He noted that much of the 
increase has occurred in hospital 
costs due to improved methods of 
treatment, and inflation. 
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According to Dr. Haviland, this 
situation has reflected a general trend 
in westem countries. countries that 
have relied increasingly on 
government intervention as a means 
of improving social welfare and 
justice. In Canada, health care 
spending now accounts for six and 
a half percent of Gross National 
Product, which is above the average 
of some 20 industrial countries, but 
does not exceed the United States. 
But, he adds, total health care 
expenditures have been rising faster 
in Canada than in the U.S. 
Dr. Haviland recalled that the 
Economic Council had voiced its 
concem about this trend s!x and a half 
years ago in its Seventh Annual 
Review. It pointed out that an 
increasingly large proportion of 
national resources were going into 
health care activities. At that time, the 
Council cautioned that this situation 
was unsustainable. However, only 
recently has there been widespread 
questioning of social policies in 
general and of the concomitant 
govemment intervention and 
regulation. 
In light of these new doubts, the 
Council's forthcoming Fourteenth 
Annual Review to be published later 
this year, will be devoted to a review of 
the role of govemment in Canada. 
Among the programs to be studied, is 
the system of medicare, which 
comprises roughly three-quarters of 
health care spending. Dr. Haviland 
noted that an important question to be 
answered is whether free health care 
really ensures equal access to health 
care services, as was originally 
intended. Who pays and who gains? 
Dr. Haviland foresees some 
slowing in health care spending over 


the next ten years. Working in the 
opposite direction, however, is the 
aging process of the population, since 
elderly people need relatively more 
health care. 


Rae Mcintyre Chittick, 
recognized throughout the world as 
one 01 Canada's most distinguished 
nurses, was honored at CNA's annual 
meeting for her tremendous inlluence 
on the nursing profession. In her 
introductory remarks, Thurley Duck, 
president 01 the RNASC, highlighted 
Dr, Chittick's career, a career that 
includes: a formal education at Johns 
Hopkins School of Nursing. Columbia 
University and Stanford; reæipt 01 a 
Master's degree in Public Health; 
appointment as Director of the School 
for Graduate Nurses at McGill 
University; lull professorship at 
McGill's School of Nursing: president 
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of CNA, MRN, and viæ-president of 
the ONQ; and membership in the 
Order of Canada in 1975. 
As a pioneer in establishing 
courses and degrees in nursing 
education in Canada, Dr. Chittick 
insisted that they incorporate a strong I 
base in the humanities as well as the I 
biological and social sciences. 
Internationally, her i nlluence has been 
felt in Ghana, Jamaica and New 
Zealand where she helped to 
establish university schools of nursing 
with the World Health Organization. 
After CNA president Joan 
Gilchrist presented her with a jewelled 
pin of CNA's emblem, the leal and the 
lamp, Dr. Chittick related many I 
anecdotes to the audience of her past 
nursing experiences. Her gentle I 
humor and great dedication to nursing 
and to humanity will be remembered 
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Head table guests at the annual 
meeting luncheon were (left to right): 
Helen K. Mussallem, (CNA executive 
director); William Havdand, Economic 
Council of Canada; Shirley Stinson, 
CNA first vice-president; Bruce 
Rawson, Deputy Mimster, Health and 


Welfare Canada; Joan GIlchrist, CNA 
president; Justice Antonio Lamer, 
Law Reform CommIssion; He/en 
Taylor, CNA president-elect; Rae 
Chittick, CNA honorary member; 
Sheila O'Neill, CNA second 
vice-president 
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Photos by Studio Impact 


Report to membership 


Delegates and participants at the CNA annual meeting heard 
association executive director, Helen K. Mussallem, review the 
program of CNA activities over the past eight months since the 
1976 biennial meeting in Halifax. 
The report. close to 50 pages in length, contains details of 
action taken to implement the 28 resolutions approved by 
membership in Halifax, information on the status of ongoing 
association projects, liaison with other national agencies, 
international, provincial and local official bodies. 


Through these CNA activities, the "voice of organized nursing in 
Canada" is now heard at conferences, committee meetings, 
consultations and workshops of more than 100 agencies active in the 
health field. As a result, nursing input has been achieved in projects 
that range from the development of a Canadian Girl Guide health 
evaluation form to be completed by nurses, implementation of survey 
findings on cervical cancer screening programs, venereal disease 
and abortion, to development of occupational health and health 
promotion programs throughout Canada. In addition, members and 
staff of the association have actively promoted progress within the 
profession in the areas of nursing education, research, practice. 
administration and social and economic welfare of its members. 


Resolutions 
Membership concems, as expressed in the resolutions presented to 
the last annual meeting, ( Canadian Nurse, August, 1976) have been 
acted upon in a variety of ways, including communication with 
appropriate government authorities, health and consumer 
associations, representation at meetings, staff and executive 
committee action. 


Current CNA programs 
. Standards for nursing education: final report of CNA ad hoc 
committee scheduled for Fall, 1977. 
. National standards for nursing practice: CNA assistance being 
provided to Health and Welfare program aimed at development of 
national standards. 
. Director of Labor Relations Consultation Service: Selections 
committee to announce name of successful candidate shortly. 
. National survey on expanded role nurses: data on 3.317 
questionnaires returned by community-based nurses now being 
analyzed; report scheduled for publication in June 1977. 
. Research methodology workshop: sponsored by CNA in 
cooperation with University of Ottawa school of nursing, wIll take place 
November 9-11,1977 in Ottawa. 
. Nursing abroad program: Since June. 1976, a total of 185 
requests have been processed from persons outside Canada wishing 
to enrol in educational programs in this country. More than 160 nurses 
from other countries who requested information on employment 
opportunities through CNA have been advised of the current scarcity 
of jobs. International visits and study tours were arranged for 23 
nurses from abroad. 
. CNA Testing Service: final approval was given .n November to 
the first blueprint for a comprehensive examination to be developed 
simultaneously in French and English. It is expected to be ready for 
use by 1979. 


The number of in-country, first-time candidates writing present 
five-part examinations has remained fairly constant over the past four 
years (7,804 in 1975-76 and 7,650 in 1972-73). In that time, the 
number of diploma candidates decreased by two percent (6,966 in 
1975-76) while the numberof baccalaureate candidates increased by 
58 per cent (838 in 1975-76). 


International liaison 
. International Council of Nurses: Canadian nurses will be well 
represented at the upcoming ICN Congress in Tokyo. More than 400 
CNA members have registered. CNA president Joan Gilchrist, a 
voting member of ICN s Council of National Representatives, will 
represent the association. CNA has nominated two Canadian nurses, 
Vema Huffman-Splane and Nicole Du Mouchel for the positions of 
vice-president and member-at-Iarge, respectively. and is supporting 
two other nominations. 
At the request of the intemational association, CNA has also 
provided topics for two agenda items and names of Canadian nurses 
willing to participate in the special interest sessions. 
. IXth InternatIonal Conference on Health Education: CNA was a 
co-host and co-sponsor for this conference in Ottawa last September. 
More than 1000 delegates from 82 countries were in attendance. 
. King's Fund College International Seminar for Nursés: Canadian 
participants in this July meeting in London, England. included CNA 
Board members Shirley Stinson, and Lorine Besel. past president 
Huguette Labelle. executive director Helen Mussallem, Ada McEwen 
(VON) and Dorothy Kergin (McMaster University). 
. Other international agencies: communication was maintained 
with the Commonwealth Caribbean Regional Nursing Body, 
Commonwealth Nurses Federation, American Nurses Association, 
Royal College of Nursing. World Health Organization, Pan American 
Health Organization, Intemational Hospital Federation and others 


Other national agencies 
Special interest nursing groups: CNA continues to provide support 
and guidance through working relationships with numerous nursing 
associations including: Canadian Association of Neurological and 
Neurosurgical Nurses, Nurses Employed at National Level, 
Registered Nurses of Indian Ancestry, Victorian Order of Nurses, 
National Committee of Nurse Mid-wives, Psychiatric Nurses 
Association of Canada and Canadian Nurses Foundation. 
Canadian Council on Hospital Accreditation: CNA representation on 
the CCHA Board of Directors has been increased to two persons 
following a decision of the C NA directors in October. The new nursing 
representative will be named shortly. 
Other health-related groups: Liaison and collaboration at the national 
level includes information sharing with groups such as: Canadian 
Hospital Association, Canadian Public Health Association, Canadian 
Medical Association. Health League of Canada and Canadian Council 
on Smoking and Health. 


Extension Course in Nursing Unit Administration: a jOint CNA and 
Canadian Hospital Association project, the NUA extension program 
consists of a combination of workshops and correspondence 
programs available in both French and English. Since 1960 when the 
program was initiated, a total of more than 7000 nurses have taken the 
course, including nurses in Zaïre, Botswana, Haiti and Lebanon. 
Announcement that the Canadian Hospital Association, which 
now houses the N UA staff. will move its headquarters to Ottawa this 
September has resulted in establishment of a sub-committee to study 
the question of relocating NUA offices. - 
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Since June 1976 the five CNA representatives to the NUA Joint 
Committee, at the request of CNA directors, have carried out an 
evaluation of the NUA program. Their conclusion: enrolment has 
increased significanlly in almost all provinces and the number of 
grad uates per year would indicate that the objectives of the course are 
being met. 


Government departments 
Health and Welfare Canada: Meetings and consultation take place as 
needed between CNA staff and officials of Health and Welfare 
Canada, including Minister Marc Lalonde, the Minister of State for 
Fitness and Amateur Sport, lona Campagnolo, the new Deputy 
Minister, Bruce Rawson, acting Principal Nursing Officer, Rose Imai 
and various department heads. 
CNA input into proposed legislative changes, task forces and 
research programs has increased substantially in recent months. 
Areas of consultation include: the new Social Services Act (reptacing 
current Canada Assistance Plan), proposed legislation for extended 
health care services, Canada Health Survey, proposed physician 
manpower data bank, Task Force on Cervical Cancer Screening 
Programs and Working Group on Venereal Disease Control. 


Canadian International Development Agency (CIDA). During 1976, 
CNA was instrumental in securing and administering CIDA/NGO 
funds totalling close to $65,000 for the development of nursing 
programs in many countries around the world. Last year CNA was 
granted funds for eleven projects in nine countries in the Third World. 
CNA has just learned that a submission for funds to conduct a 
feasibility study on producing an international French-language 
periodical for developing francophone countries has received 
CIDA/NGO approval. The total financial request for $22,500.00 has 
been awarded. 
At a meeting of all professional voluntary agencies called by 
CIDA/NGO (2-3 March 1977). CNA's program was commended as an 
example of what a national voluntary agency could accomplish. 


National office personnel 
Statistical program: The "Resource File" of Canadian nurses with a 
baccalaureate or higher degree is being expanded to identify areas of 
expertise, and determine availability for special intemational or 
domestic assignments. A new questionnaire entitled, "Professional 
Profile on Canadian Nurses," has been mailed to all Canadian nurses 
holding a master's or doctoral degree. Basic information will be put on 
the "in-house" computer for ready reference and the completed 
questionnaires will be retained in the library biographical files. 
Information on baccalaureate nurses is being maintained for 1977 and 
will soon be computerized. 


Canadian Nursing StatIstics: which replaces CNA's Countdown, was 
produced for the first time in 1976 by Statistics Canada. Although 
publication is now the responsibility of this government department, 
CNA still coordinates provincial inventory data collection, collects and 
tabulates the necessary data and information. 


Library: both services and resources have increased steadily. CNA 
members have access, through the library to: Repository Collection of 
Nursing Studies, foreign nursing journals, Canadian and foreign 
nursing legislation, collective agreements, continuing education 
programs, biographical files, foreign service records, photo collection 
and the archives, in addition to 13,000 books and documents. 
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Journals: response to the new format which emphasizes visual unity 
of both L'infirmiére canadienne and The Canadian Nurse has been 
enthusiastic and, almost without exception, favorable. Support from 
CNA members, in the form of manuscripts submitted for editorial 
consideration, has increased measurably within the past year. This 
has enabled the editors to make a significant improvement in the 
quantity and quality of articles presented to readers each month. 


InformatIon Services: Early in 1977, a director of public relations 
services was eppointed. Nicole Fontaine has worked as a Journalist, 
broadcaster and consultant for agencies that include Health and 
Welfare Canada, Secretary of State and Treasury Board. Current 
information services projects include publication of a bilingual 
pamphlet on basic nursing education for the use of high school 
students and guidance counsellors, an audiovisual slide presentation 
on CNA and a newsletter for member associations. 
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Pictured during the 1977 annual meeting are (left to right) RNAO acting 
executive director, Doris Gibney with Marjorie Hayes, director of the joint 
St. John Ambulance/Canadian Red Cross project and, at the mike. 
Thurley Duck, president of the B.C. nurses' association. 


Voting delegates at CNA's annual meeting approved four 
resolutions with implications that could affect all practicing nurses in 
this country. The resolutions directed the association to: 
1. strongly urge the Govemment of Canada to include the costs of 
(professional) publications in their yearly income tax deductions. 
2. re-emphasize the purpose of the (Canadian Nurses Association 
Testing Service) scores to be solely the determination of etigibility for 
licensure in a participating jurisdiction, and discourage the use of 
registration examination scores by educational institutions as a 
criterion for admission into educational programs. 
3. pursue the initiatives taken over the last year by giving its full 
support to the implementation on a national scale of the following 
RNASC recommendations concerning rape: 
. Inservice orientation programs for staff in hospital emergency 
departments including information on treatment of victims of sexual 
offences. 
. An association position calling on all hospitals to treat all cases 
alike, whether or not charges are to be laid. 
. Making information on treatment of rape part of schools of 
nursing curricula and make further representations to the Minister of 
Justice to proceed with the adoption of all changes recommended by 
the Law Reform Commission in relation to rape trials. as expressed in 
its report on evidence. 
4. be instrumental in the development of a Canadian Code of Ethics 
for registered nurses. 



Highlights from CNA Directors' meeting 


Organized nursing will be active on many fronts in months to come. Directors of the Canadian Nurses Association. 
meeting in Ottawa at CNA House on March 30 and April 1, moved to fill some of the gaps they recognized in the area of 
current nursing practice, research, education and administration. At the same time, they took a look outside the 
profession at the ways that nurses could be contributing to the improvement of the health status of persons around them 
and the potential for nursing involvement in the work of agencies with compatible goals. Highlights of their discussion 
and decisions follow: 


Nursing practice 
An expert in the field will be selected from names submitted by 
member associations to develop a preliminary definition of nursing 
practice. 


Meetings between CNA representatives and commission 
officials will take place to explore possible nursing input. 


Registration I licensure 
An expert will be hired to develop a discussion paper on principles, 
alternatives, implications and strategies in this area. Both this project 
and the Ofle on nursing practice will be carried out on a contract basis. 


Special interest groups in nursing 
CNA directors approved preliminary guidelines that will allow the 
national association to take the initiative in providing both moral and 
financial support to "emerging" groups representing special interests 
within the nursing profession. Financial support will be limited to $500 
in the initial year and goals of these groups must be compatible'with 
those of the national association. 


Canadian Association of Neurological and Neurosurgical 
Nurses 
Directors approved an application by CANNN for affiliate membership 
with CNA. CANNN thus becomes the first affiliate member 01 CNA in 
the association's history. 


Principal Nursing Officer 
Acting PNO. Rose Imai, reported on current programs and concems 
within the federal department of Health and Welfare. These included: 
. new cost sharing arrangements between the provinces and 
federal govemment in the area of hospital and medical care insurance 
and post-secondary education. 
. federal/provincial nursing consultants meeting scheduled for 
September 26-28 in Ottawa. 
. government action to alleviate the current depressed market 
situation for nurses and provide better long-term nursing manpower 
planning. 
. recognition of the need for a national policy on immunization and 
work begun on this project. 
. establishment with the Department of labor of a National Center 
lor Occupational Safety and Health. 


Doctoral preparation for nurses 
Outside fundIng will be sought for a proposed conference to 
investigate problems and priorities in the area of doctoral preparation 
for nurses in this country. At present, fewer than 50 of 115,000 CNA 
members hold doctoral degrees. The vast majority of these were 
obtained in the U.S. The proposed conferepre is planned for 
December, 1977. 


Workload measurement system for nursing in the 
hospital field 
Directors voted to accept the invitation of the Chairman of the Steenng 
Committee on Workload Measurement Systems to participate in its 
work of promoting the development of adequate workload 
measurement systems as they relate to hospital nursing. The steering 
committee was set up in November 1975 by the federal-provincial 
Advisory Committee on Health Insurance. last year it provided 
supervision, advice and assistance in relation to development of 
workload systems for laboratory medicine, radiology, respiratory 
technology, dietetics, and hospital pharmacy. 
Directors pointed out that workload measurement in hospital 
nursing has a di rect bearing on current provincial concems in the area 
01 fiscal constraints and quality assurance programs. 


Water resource planning and management 
Acting on a resolution passed by CNA members at the 1976 annual 
meeting when "quality of life" was the theme, directors supported 
development of a "clean water campaign" among members of the 
nursing profession in Canada. A variety of ways will be sought to 
stimulate nursing interest in water supplies and water problems in this 
country. 


Protection of life 
Directors indicated interest in the invitation extended by officials of the 
law Reform Commission of Canada to participate in the 
commission's current work in the area of protection of human life. The 
project, dealing with euthanasia, a definition of death, human 
experimentation and behavior modification and control, was 
described to CNA members by the chairman of the commission, 
Justice Antonio lamer, at a luncheon during the annual meeting. 


1977 Budget proposal 
The Treasurer's Report, presented to the annual meeting by 
executive director Helen K. Mussallem, indicated that expenditures 
for consolidated operations for the t 976 fiscal year were $2.056, 140 
which was $9,740 under consolidated revenues of $2,065,880. 
The 1977 budget proposal approved by the directors at their 
meeting on March 30 projects expenditures of $2,626.478 and 
revenues of $2,281,158 producing a deficit of $345,320. 
This deficit was foreseen by the voting delegates at the 1976 
annual meeting when the fee unit 01 $18, required to support approved 
programs, was adopted for phasing in over two years-$12 in 1977 
and$t8 in 1978. The deficit generated bythe$12 unitfee in 1977 will 
be recovered with the introduction of the $18 unit fee in 1978. 
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DEVELOPING A 
N TRADITION. 


A new tradition of professional responsiveness. 
A new commitment to expanded medical services through increased 
product development, brooder medical communications, greater patient 
information, enhanced pacl<\aging. 
Our new tradition will be bocl<\ed by the same commitment, vigor and 
intensity that introduced insulin to the world. That put Connaught in the fore- 
front of biological research. 
And the new tradition, together with our ongoing dedication to research, 
is still another way in which we can continue to contribute to the health care 
needs of Canada. ..and the world. 
For any professional or medical information please call our Customer 
Service Department (416) 667-2779 or the Medical Director (416) 667-2622. 
Connaught Laboratories Limited · 1755 Steeles Avenue, West · P. O. 
ßox 1755, Station "A". Willowdale, Ontario M2N 5T8 


o NAUGHT 
where service complements researc 
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Family planning moves into 
high gear, nurses active in 
federal program 


,I 


Two nurses will be key members of the 
team directing the more active role 
that federal Health and Welfare 
Minister Marc Lalonde envisions for 
the Family Planning Division of his 
Department. 
Suzanne Brazeau, was 
appointed Director of the Division in 
July, 1975. A native of Kirkland Lake, 
Ontario, Brazeau obtained her R. N. at 
the Ottawa General Hospital. She is a 
graduate of the University of Ottawa 
(B.Sc.N.Ed., B.A., L.Th., and M. Th.) 
and the University of Chicago (M.A. 
and Ph.D dissertation not finished). 
She was formerly Health 
Education Consultant and Nursing 
Coordinator with the Canadian 
Tuberculosis and Respiratory 
Disease Association. 
Pauline Chartrand was named 
nurse consultant for the Family 
Planning Division in mid-March of this 
year. A graduate of the University of 
Ottawa (B.Sc.N., B.A.), Chartrand is 
now enrolled in the Master of Health 
Administration Program at U. of O. Her 
experience includes work as director 
of Montfort Hospital School of Nursing 
in Ottawa and as a Public Health 
Nurse with the Ottawa-Carleton 
Regional Health Unit where she was 
one of two nurses seconded to a 
three-year demonstration project 
carried out by the Health Unit, "An 
Investigation into the Health Care 
Needs of the Elderly in Senior Citizen 
Apartments." 
The four-year-old family planning 
division has been in existence since 
January 1972, but until now has 
maintained a low profile, restricting its 
activities to responding to requests for 
information,consultations and grants. 
The new policy announced by the 
Minister involves a shift to active 
promotion and publicity of family 
planning, in response to the findings of 
the Committee on the Operation of the 
Abortion Law (the Badgley Report). In 
a statement released shortly after 
publication of the Report, the Minister 
noted that: "Although the federal 
govemment does not consider 
abortion to be an acceptable method 


of family planning, it is accepted that 
abortion counselling, meaning the 
objective presentation of several 
alternatives, lies within the laws of 
Canada as defined by Parliament." 
"Abortion counselling services 
should be provided in family planning 
facilities as long as all the possible 
options are fairly and clearly 
presented, and as long as the terms of 
the Criminal Code are fully 
respected." 
The Minister pointed out that it 
was the government's intention to 
highlight the federal perspective and 
also to stress prevention and the 
desire to improve lifestyles to a 
significant extent." 
"In keeping with the fundamental 
objective that every shild should be a 
wanted child, the Family Planning 
Program will devote attention both to 
conception and contraception, so that 
Canadian couples may freely choose 
to have a child when they want one." 
In addition to a more active role in 
promoting family planning 
information, the division will focus its 
advisory and consultative services on 
assisting the provinces and voluntary 
agencies to develop family planning 
services. 
Other initiatives include: 
. Placing the issue of age of 
consent relative to counselling and 
treatment services on the agenda of 
the next conference of ministers of 
health and welfare. 
. Assisting provincial officials with 
the training of personnel. 
. Encouraging provincial minister
 
to create "approved" hospital services 
and to provide the necessary staff and 
supplies in order to offer the needed 
family planning services. 
. Discussing with the provinces the 
feasibility of establishing women's 
clinics affiliated with general hospitals 
. Making physicians more aware of 
the terms of the legislation respecting 
abortion. 
Nursing groups are encouraged 
to apply for training grants, teaching 


fellowships, demonstration service 
and education grants and research 
grants. 
Information is also available to 
groups or individuals. Of particular 
interest to nurses are the following: 
. Family planning manual for 
nurses; 
. Communications in family 
planning; 
. Contraceptive t
chnology (in 
English only); 
. A manual on establishing and 
operating Community Family 
Planning services; 
. Sex Education - a teacher's 
guide. 
The division also has on hand a 
broad range of pamphlets for the 
general public. 


Did you know .n 
A unique brochure "Passion Food 
Isn't Enough" has been released by 
the division of Community Health, 
University of Toronto and attempts to 
answer questions about nutrition and 
family planning. Copies available 
from: The Family Planning Division of 
National Health and Welfare, Room 
662, Brooke Claxton Building, 
Ottawa, Ontario, KIA IB5. 


'CN announces 1977 
3M Winners 


The International Council of Nurses 
has announced the names of the two 
recipients of 3M Fellowships for 1977 
They are Hertta Kalkas of Helsinki, 
Rnland, and Jean Grayson of Trinidad 
and Tobago. The fellowships are 
valued at $6000 (U.S.) each and are 
awarded annually under a program 
sponsored by the Minnesota Mimng 
and Manufacturing Company (3M) 
and administered by the ICN. A total of 
44 national nurses' associations 
submitted names of candidates for the 
1977 awards. CNA's nominee this 
year was Denyse Latourelle of the 
University of Montreal in Montreal. 
Each of the national finalists receives 
a pnze of $200. 
Last year's winners were from 
Thailand and Mauritius. Canada's last 
fellowship winner was Alice Baumgart 
of Toronto and Vancouver who 
received the award in 1973. 


Health exchange program receives 
official approval: Canadian-Cuban 
opportunities for information sharing 
in the health care field will continue to 
expand over the next two years as the 
result of a joint agreement signed 
recently in Ottawa. Below, Canada's 
Minister of Health and Welfare, the 
Hon. Marc Lalonde, shakes hands 
with the Minister of Public Health for 
the Republic of Cuba following the 
official signing of the agreement in 
Ottawa, March 29. 
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Health Minister Jose A. Gutierrez 
Muniz, in an interview following the 
ceremony, paid tribute to the "very 
high level of nursing education and 
practice in Canada" and said that 
Cubans "very much admire the 
expertise and experience of nurses in 
this country. " He pointed out that 
Cuba had only recently acquired its 
first university program in nursing and 
that Cuban nurses involved in setting 
up the program had relied heavily on 
experiences acquired in Canada 
during a study tour arranged through 
the exchange program. 
The new agreement provides for 
continuation of a 1975 exchange 
program between Canada and Cuba. 
The latest agreement, according to 
Health Minister Lalonde, is more 
specific to nursing and offers nurses 
in both countries greater 
opportunities for collaboration and 
co-operation. 
Correction 
Re CNJ's March news item page 16: 
The newly elected Western 
chairperson of CUNSA is Bonnie 
Smith, University of Saskatchewan; 
Kathy Toner, Atlantic Regional 
Research Coordinator, is from the 
University of New Brunswick 
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INSTITUTIONAL NURSES. vv"leon 
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------------- 
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Montreal nurse heads 
accreditation body 


II 


Helen Taylor, president-elect of the 
Canadian Nurses Association and 
director of nursing at the Montreal 
General Hospital has been appointed 
chairman of the board of the Canadian 
Council on Hospital Accreditation and 
chairman of that association's 
Executive and Finance Committee. 
The appointment marKs the first time 
in history that a nurse has filled the 
position of CCHA board chairman. 
The Canadian Nurses 
Association has held a seat on the 
CCHA board since March 23, 1973. 
Isobel Macleod. then director of 
nursing, Montreal General Hospital, 
was the first CNA representative on 
the board. She was succeeded by 
Taylor in August 1974. CNA acquired 
a second seat on the board in 
February 1977 and has named 
Fernande Harrison, Administrative 
Professional Officer, Dept. of 
Medicine, University of Alberta to fill 
that position. 
The Canadian Council on 
Hospital Accreditation establishes 
standards for hospital operation and 
promotes high quality medical and 
hospital care for patients. On a 
voluntary basis, hospitals invite CCHA 
surveyors to examine their hospital 
services. At present, nearly 60 percent 
of the 904 public general hospitals in 
Canada are accredited by CCHA. This 
accounts for 83 percent of all hospital 
beds. 


Rcn Fellow named 
acting ICN head 


The former chief education officer of 
the General Nursing Council for 
England and Wales, Barbara Fawkes, 
OBE, BSc, SRN, SCM, has been 
named acting executive di rector olthe 
International Council of Nurses until 
the ICN Board of Directors names a 
successor to Adele Herwitz whose 
resignation became effective March 
31. 
The acting executive director has 
been a member of the ICN Board of 
Directors since 1969. She has 
resigned from this position to take up 
the staff appointment. 
An active member of the Royal 
College of Nursing of the United 
Kingdom throughout her career, 
Fawkes was awarded a life 
vice-presidency of the College and 
was among the first group of ten 
nurses to be made a Fellow of the 
College. Fawkes is an Honorary 
Fellow of the New South Wales 
College of Nursing, Australia, the 
country where she now resides. 


Un iversity of Alberta 
Graduate Scholarship 


A graduate scholarship of $1,000 is 
awarded annually by the University of 
Alberta Hospital Board in recognition 
of the 50th anniversary of the schools 
of nursing of the University of Alberta 
and University of Alberta Hospital. The 
scholarship is awarded to a graduate 
of the University of Alberta Hospital 
School of Nursing who has been 
accepted in a University program for 
advanced nursing education at the 
Baccalaureate. Master's or Doctoral 
level. 
Applications will be assessed 
according to the applicant's potential 
for leadership in nursing, contribution 
to nursing and to the community, 
references, and fulfillment of 
educational criteria. 
Applications for this year's 
scholarship are to be submitted by 
June 30, 1977 to: Vice-President - 
Nursing, University of Alberta 
Hospital, 112 St. and 83 Avenue, 
Edmonton, Alberta, T6G 2B7. 
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St. JohnlRed Cross 
multi-media project 


A Canadian nurse with a background 
in curriculum development, 
classroom and clinical teaching as 
well as administration of research 
contributions and grants in the 
Federal Govemment, has been 
named project director for the joint St. 
John Ambulance/Canadian Red 
Cross multi-media home nursing 
program. Marjorie Hayes (Reg. N., 
Cornwall General Hospital; B.Sc.N., 
University of Windsor; M.Sc.N., 
University of Western Ontario, 
london;) heads up the three-year 
research project directed towards the 
teaching of basic home nursing skills 
to a large segment of the Canadian 
population. 
Funding for the project has been 
provided by National Health 
Research and Development Program 
of Health and Welfare Canada. 
"What we're trying to do," 
according to Hayes, "is to find the 
best way of helping the individual 
provide care with confidence, not just 
to members of his immediate family 
but also to the "extended family" in 
the community. 
The multi-media program 
involves the production of a total of 
26, 16 mm films, half in French, half in 
English for home television viewing 
along with programmed leaming texts 
and additional instructional aids. 
Each film will be thirteen and one-half 
minutes in length and filmed in color. 
The segments are to be centered 
around personal situations. and the 
case study approach will be used to 
teach principles and skills of home 
nursing. 
The project which was originally 
conceived nine years ago by another 
Canadian nurse, Margaret Hunter, 
chief nursing officer, St. John 
Ambulance, is to last three years. 
During the first 18 months, the 
multi-media program will be produced 
and the evaluation design and 
procedures will be set. In the next 12 
months, volunteers will enrol in the 
program, and the evaluative research 
will be conducted in nine communities 
across the country. Province-wide 
distribution of the new program will 
begin in the Fall of 1979 from the two 
agencies. 


Hayes was formerly Project 
Administrator for Research Program 
Directorate, Health and Welfare 
Canada. In this capacity she plannec 
organized, directed. examined and 
analyzed applications for financial 
assistance under the National Healtt 
Research and Development 
Programs to determine their 
administrative and operational 
feasibility. As director of the joint St 
John Ambulance/ Canadian Red 
Cross project, she looks forward to 
involving nurses in the community il 
various components of the program a 
it develops. "It is only through the 
co-operation of nurses across Canad 
that this project can succeed," she 
says. 


CNA appoints director 
of Labor Relations Service 


At press time, CNJ learned of the 
appointment of Glenna S. Rowsell é 
CNA's first director of labor Relatior 
Services. Most recently employed 
with the Provincial Bargaining 
Councils of New Brunswick and a 
former member of the CNA board ( 
directors, Rowsefl will establish an< 
direct a labor relations service whic 
includes collection and analysis of 
data, preparation and distribution 0 
information and development of 
relevant educational programs. 


PEl nurses promote 
changes in property laws 


The Association of Nurses of Prine 
Edward Island has submitted a brief' l 
Minister of Justice Alex Campbell, 
urging that changes be made in 
matrimonial property law to reflect Itl 
premise that the institution of marriaç' 
is. in part, an economic partnership I 
equals, and that the family structure J 
in part, an economic unit. 
The brief points out that the 
existing matrimonial property law 
regime of separate property results 
inequities between men and womE 
and that it fails to recognize the unpa / 
contribution of the spouse in the hon 
and the contribution of wives in 
unincorporated family farms and 
businesses. 



I FRANKLY SPEAKING 


GOVERNMENT 'F 1 1) 1l 
CWHOM? 


I Linda Gosselin 
I For the past year and one half in Ontario, 
public health nurses have faced a 
problem that is now beginning to rear its 
ugly head in other provinces, British 
Columbia in particular. 
Simplistically stated, the problem of 
the Ontario public health nurse is: "Are 
, her services essential enough to rate 
I arbitration of contract disputes?"" At 
present, unless her collective agreement 
has an arbitration clause, or her employer 
agrees to take unagreed issues to 
arbitration, a public health nurse's only 
recourse if she does not accept a contract 
offer is to go on strike or be locked out by 
I the employer. The majority of the local 
" Boards of Health in Ontario have agreed 
I among themselves not to settle for 
arbitration. The provincial government 
has been noted for its lack of action to 
solve the impasse. It seems they do not 
t wish to interfere with the autonomy of the 
"ocal Boards of Health. Petitions, letters, 
strike action by the nurses, and prolonged 
lock-outs of nurses by their Boards have 
I been unable to move them. 
, Now in British Columbia, we see 
I another group of nurses faced with a 
I problem like the one in Ontario. The 
nurses in British Columbia have been 18 
I months trying to settle a contract with the 
i B.C. Government Employee Relations 
I Bureau (G.E.R.B.). They too, wish to take 
I unsettled issues to binding arbitration. 
G. E.R.B. 's response to arbitration is: "No; 
I accept the offer or be prepared to take a 
strike." 
I I find I cannot accept such 
unreasonable positions from 
I governments elected to provide services 
to the public within their provinces. In 
Ontario, the government is risking a 
cessation of public health nursing 
services; in B.C., the nurses being 
pushed towards strike action provide 
I services in psychiatric and rehabilitation 
hospitals and in community health 
agencies. Whose interests are the 
govemments trying to protect? The 
nurses' - obviously not; the public's?- 
obviously not their interests either. 
I The nurses in both disputes have 
gone on record backing arbitration as the 
i best way to settle contract disputes 
I 
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because of the patients who would and do 
get caught in strike action. The difficulty is 
getting the respective provincial 
govemments to act in a responsible 
manner to provide the necessary 
legislation to allow peaceful settlement. 
Recently, the Ontario Nurses' 
Association presented a brief to the 
Ontario Govemment. In it, O.N.A. 
highlights the "disastrous state" that 
collective bargaining for nurses is in, in 
Ontario. O.N.A. maintains that: "This 
state has been created through the failure 
of the Ontario Government to exercise its 
supervisory role over collective 
bargaining. The needs of the nursing 
profession have ...been steadfastly 
ignored and registered nurses remain 
second class citizens in this province." 
Is B.C. heading in the same direction? 
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Frankly Speaking is intended as a forum for nurses who want to speak out on 
issues that may influence the future of nursing practice. research, 
administration or education. Guest columnist this month is Linda Gosselin, 
CNA member-at-Iarge for social and economic welfare. If you have an 
opinion or concern that you would like to share with your fellow nurses, why 
not write to us. This is your chance to get involved, to participate in shaping 
the destiny of your profession. 
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( ESPECI ALLY FOR YOU, NURSE 1 
YOGA 
for tired legs 
and aching bacl\. 


Stella Weller 


I often recall my early days as a student 
nurse in England. The first three months 
were spent in Preliminary Training School 
where we sat in a classroom for several 
hours a day. We listened to lectures, 
made notes and wrote tests. Then we 
went on to the wards, and what a 
difference that was! I shall never forget 
how hot, tired and aching my feet felt at 
the end of an eight-hour day. Nor will I 
soon forget how quickly I kicked off those 
black, lace-up Oxfords when I got back to 
my room at the nurses' hostel, and how I 
flopped into bed, missing supper, "The 
Boy Friend," and all the other shows and 
concerts for which, often, there were free 
tickets. 
If only I had known about Yoga in 
those days! But it was many years later, in 
Trinidad, West Indies, that I discovered it 
when I found a book on the subject in the 
house of the friend with whom I lived. I 
learned that Yoga was a practical science 
that originated in India thousands of years 
ago and that one branch of it, Hatha Yoga 
(the Yoga of health), was rapidly gaining 
popularity in the Western world as a 
means of restoring and maintaining 
mental and physical well-being. I read that 
neither age, nationality nor creed were 
barriers to its practice which included 
physical exercises and breathing 
techniques. What fascinated me most 
was the way in which the exercises were 
done - in a very aware manner, slowly 
and smoothly, with breathing and 
movement synchronized. There was a 
"holding" period in which the pose was 
maintained, in comfort, for several 
seconds, while the breath was allowed to 
flow freely. Finally, there was a rest period 
to allow an absorption of energy and 
elimination of fatigue poisons 
accumulated through muscular activity. 
I decided thatth is was for me, and by 
the time I came to Canada I had begun to 
practice Yoga asanas (postures or 
exercises) with some regularity. My first 
job was on a busy orthopedic ward that 
was invariably short-staffed. After many 
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hours of bending and lifting and walking 
back and forth, plus a ten-minute walk to 
and from the bus stop, I was ready to 
crawl into bed at my tiny apartment. Not 
only were my feet and legs throbbing and 
weary, but my back protested in the worst 
way. I suppose that having a marked 
scoliosis did not help matters. However, 
instead of retreating to the tempting 
comfort of my bed, I summoned up the 
initial courage I knew I needed to do some 
Yoga. Kicking off my shoes and removing 
my stockings, I slipped out of restricting 
garments and began. Myfirstthought was 
of the Half Shoulderstand, an old 
favorite. Its inverted position helps the 
return flow of blood to the heart and 
provides rest for the valves of the blood 
vessels in the legs; it helps counteract the 
many undesirable effects of the constant 
downward pull of gravity. Moreover, it 
encourages a better blood supply to the 
upper body; the brain cells benefit, as do 
the face, eyes. and hair. 
Here.s how to do it: 


1 LIe supine on a floor protected by 
blankets or carpet. Arms are close to you 
and palms turned down. Breathe easily. 
2. Exhale and raise straight legs until they 
are perpendicular to the floor. Inhale. 
3. Exhale and raise hips off the floor by 
using the elbows and hands as levers, 
while simultaneously swinging the feet 
backward (See figure 1). Continue 
breathing normally. 
4. Keeping the upper arms on the floor, 
support the hips with the hands, thumbs 
in front (See figure 2). 
5. Hold the completed position for as long 
as you are comfortable, letting your 
breath flow smoothly. 
6. To come out of position, replace the 
forearms and and hands on the floor. 
slowly lower the torso until the hips are 
down; lower the legs on an exhalatIon. 
Rest until respirations are normal. 


The Dog Stretch is another favorite of 
mine for relieving tension in feet and legs, 
and for bringing an overall feeling of 
refreshment. The head-down position is 
beautifying as it brings a better blood 
supply to the upper body. 
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1. Get on "all fours," thighs at a right 
angle to the torso, toes tucked under, and 
arms sloping. Breathe normally. (See 
figure 3). 
2. Inhale. Exhale. press on palms and 
toes, lift knees and straighten legs; press 
heels toward the floor and push the hips 
lip The head hangs down and arms are 
straight (See figure 4). 
3. Hold the position for several seconds, 
breathing rhythmically. 
4. To come out of position, inhale and 
rock forward on the palms; lower knees 
and slowly resume your starting position. 
Sit on the heels or in any other 
comfortable position for several seconds. 
and rest until breathing normally. 


On days when even Ihe Dog Stretch 
seems 10 require 100 much effort, simply 
lie on a bed or padded floor, and rest your 
feet against a wall or on a piece of 
furniture. Close your eyes and practice 
conscious relaxation. Mentally suggest to 
each part of you, in turn, to release 


l 


tightness, to let go, to relax - toes and 
feet, ankles and calves, knees and thighs, 
working up to and including your scalp. 
Finally, focus on your breathing, imagining 
an intake of refreshment and energy with 
each inhalation, and an outflow of 
tiredness and everything negative with 
each exhalation. I have practiced this 
technique many times in five-minute 
breaks during a hectic day. It has been a 
boon at such times, helping to restore my 
mental balance. I have even done it sitting 
in a chair, with my spine supported, and 
my feet on a prop. 
One day at the local library, I found a 
book that explained why primitive people 
seldom suffer from tired backs or 
backache and why degenerative disc 
disease is virtually unknown among 
them. ' Apparently, in cultures where 
people squat habitually rather than stand 
for long periods or sit on chairs, the 
lumbar arch of the spine is reduced, and 
strain on the paravertebral muscles and 
spinal discs is lessened. Perhaps that is 
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why the exercises that follow are so 
effective in relieving back fatigue and 
strengthening the muscles supporting the 
spine. 


The Reverse Arch (combined with pelvic 
titling). 
1. Lie supine with arms near you and 
palms turned down. Bend the legs and 
put the soles of the feet flat on the floor, a 
comfortable distance from the bottom. 
2. Inhale. Exhale and press the small of 
your back into the floor to reduce the 
lumbar arch and tilt the pelvis upward. 
3. Inhale and slowly raise hips then torso 
in a smooth, controlled manner, until the 
body from knees to chest is level (See 
figure 5). 
4. Hold the position, breathing evenly. 
5. In reverse motion, lower the torso by 
uncurling the spine into the floor. Stretch 
out the legs and rest. 


The Cat Stretch (modified). 
1. Get on hands and knees, like a table on 
four legs. Breathe regularly. 
2. Exhaling, lower the head, press on 
palms to arch upper back, and tuck the 
bottom down (See figure 6). 
3. Hold for several seconds, letting the 
breath flow freely. 
4. Inhale and relax in your starting 
position. Repeat several times. 
5. Exhaling, lower head and bring a knee 
toward the forehead (See figure 7). 
6. Hold the position as long as 
comfortable, breathing evenly. 
7. Inhale and resume your starting 
position. Repeat with the other leg. 
8. Sit and rest until respirations become 
normal. 


The Knee Press 
1. Lie supine with arms relaxed beside 
you. Breathe regularly. 
2. Exhale and bring a bent knee toward 
the chest; clasp the lower leg and bring 
the forehead toward the knee (See figure 
8). Keep your shoulders relaxed and hold 
the position for several seconds, 
breathing as evenly as possible. 
3. Inhale and lower head, arms and leg. 
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4. Repeat a few times with the same leg; 
rest and repeat the same number of times 
with the other leg. Relax. 


The Dancer's Pose 
The Dancer"s Pose, in addition to being 
beneficial for the back, is excellent for 
improving blood circulation in the legs, for 
toning and strengthening them and the 
feet, and for helping prevent varicosities. 


1. Stand naturally erect. 
2. Inhale and rise on to the toes, raising 
the arms overhead and bringing the 
hands together (See figure 9). 
3. Exhaling, slowly lower the bottom 
toward the heels (See figure 10). 
4. Unless you have varicose veins, hold 
the position for as long as comfortable, 
breathing normally. 
5. If you have varicosities or do not wish to 
hold, omit step 4 but repeat steps 2 and 3 
several times. 
6. Sit and rest. 
Finally, for all of us who, at some time or 
other, will sit hunched at a desk for several 
hours, or spend much time bending 
forward, here is a technique that is 
marvellous for counteracting the effects of 
faulty posture and relieving back strain; 
for releasing tension from the shoulder 
area and for bringing a better oxygen 
supply to every cell. It is called the Chest 
Expander, and has been modified. 


1. Stand naturally erect (you may sit also 
on a stool, bench or box). 
2. Inhaling, swing your arms behmd you 
and interlace the fingers. Push the arms 
upward, but resist the tendency to bend 
forward; maintain an erect posture (See 
figure 11). 
3. Exhale and bend forward from the hip 
joints, keeping the chin and arms up (See 
figure 12). 
4. Hold the position as long as 
comfortable, breathing rhythmically. 
5. When the impulse to come up appears, 
do so, very slowly, keeping arms pushed 
upward and torso straight. 
6. Relax arms, shrug a few times or rotate 
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....j the shoulders, shake imaginary drops of 
water from the hands, and rest. 


It is not necessary to wait until you get 
home after a tiring day to practice the 
foregoing exercises. Do them, as I have 
done and still do, during coffee and meal 
breaks (before you eat), in the locker 
room or elsewhere, and on any 
convenient occasions you find or create 
during the course of your busy day. Take 
your shoes off, loosen your collar and belt, 
and have a yoga break. It will help forestall 
a build-up of tension and fatigue, and do 
much to conserve needed energy for 
physical and mental creativity. ... 


Reference 
1. Fahrni, W Henry, Backache Relieved 
Through New Concepts of Posture. 
Springfield, III., Thomas, 1966. 
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Yoga expert Stella Weller grew up in 
Guyana, South Amen.ca. Her nursing 
education took place at Charing Cross 
Hospital in London, England, where, she 
says, most of her experience was gained 
through work on maternity wards, 
prenatal and postnatal clinics. Her 
Canadian nursmg experience mcludes a 
stint at Lion's Gate Hospital in North 
Vancouver, and at Notre Dame Hospital 
in Zenon Park, Saskatchewan. She lives 
now in Surrey, B.C. with her two sons and 
husband, Walter who took the 
photographs that accompany this article. 
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The Rewards of Research 


The researcherholds the baby, whois 
all dressed, alert, not tired and, we 
believe, happy and comfortable after 
his cuddle bath. Note the eye contact 
he makes with the author. 
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Bathing can be 
Fun 


J. Penny lies IMarcia McCrary 
A bath is often a welcome, relaxing 
high-point of the adult's day. Not so for 
the infant. Suspecting the method as 
the cause for upset, these authors 
compared a new technique with the 
traditional one - and saw some 
satisfying results. 


Two harried clinical nursing instructors on a 
busy university medical center maternity 
service are among those least likely to have 
heard the frequent challenge of 
peer-professionals: Put a little excitement in 
your life - try research! What we did hear 
were squalling babies in the nursery, 
particularly at bath time. 
The anxious faces of their mothers told us 
that they hadn't missed the apparent distress 
of their infants, either. "Babies always cry at 
bath time," we've heard seasoned mothers 
reassure the new. "It's good for babies to cry; it 
clears their lungs," they counsel. But most 
young mothers aren't convinced, and neither 
were we. Watching babies nakedly await the 
brisk water and rub of diligent nursery staff, 
one young mother suggested thoughtfully, 
"Maybe they're simply cold." 
We felt she could be right. But if we were 
to challenge, perhaps change, routine bath 
procedures we would have to validate the 
need, possibly offering a feasible substitute. 
The need for change seemed obvious. For 
adults a bath can be a relaxing, soothing 
experience. Yet the babies' cries seemed 
anything but relaxed. If we operated from the 
assumption that these babies were 
responding with distress (squalling, motor 
excitement) to a stimulus (the routine bath 
procedure) and hypothesized that this event 
stressed the infants thermally as well as 
emotionally, we had the skeleton of a 
physiologically-related clinical study. 
Acknowledging the well-sung need for such 
nursing research, we eagerly made the 
plunge. 
What if we monitored babies before and 
after routine bathing to detect changes in body 
temperature which might be correlated with 
the procedure? During baths we would 
measure physical activity and intensity of 
crying. The data so obtained might validate a 



need to alter routine bathing practices so as to 
reduce babies' thermal and behavioral stress. 
Moreover, if we monitored babies who 
experienced several different daily bathing 
techniques in a variable sequence. would one 
or more techniques be found substantially less 
stressing? The use of such techniques could 
thereby be justified clinically. 
We struggled with the details of clarifying 
our goals, formulating a plan of attack on this 
"clinical problem." We shoveled through a 
variety of library resources, extracting 
previous research, sorting theories sifting out 
variables. scrutinizing techniques related to 
infant bathing. We unearthed information 
suggesting the abilities of newborns to adjust 
to changing environments. various methods 
used in assessing the thermal status of infants, 
controversies regarding the effect of thermal 
stresses upon the metabolism and oxygen 
consumption of the neonate. and correlations 
between the presence of brown fat and 
thermal regulation capabilities of infants. '-9 
(For more information on thermal regulation 
see Williams and Lancaster). 
We discovered conflicting reports on the 
effects of a variety of infant-bath procedures; 
some argued against the necessity of such 
practices while others decried the lack of 
bathing procedures.1.2.1o.12 Several affirmed 
when and where to bathe infants; a few 
suggested when and where one should not 
complete the procedure. 2 . 5 Data supporting 
how to bathe infants ranged from those which 
favored the use of no soap to one instance in 
which even water was eliminated.5.13.14 
Through this search of the literature we 
identified the parameters for the "normal 
ilewborn" in our study and the techniques by 
which we would record the anticipated thermal 
adjustment of study infants. We elected to 
study thermal and behavioral data from infants 
during three distinct procedures: 
1 the bath routinely given by nursery 
personnel; 
2 the bathing technique we teach our 
students during clinical experience in the 
newborn nursery; and 
3 a wrapped-bath technique we adapted 
from the towel-bath procedure used for adults 
in the study setting. 15 
Carefully wording our proposal, we 
secured appropriate clearance for conducting 
the study on the maternity unit and prepared 
the tool upon which to record Our data for 
ensuing computer analysis. We scrutinized 
our teaching schedules and, finding no ready 
time for research. we made the time by 
devoting 6 a.m. on weekdays, a time prior to 
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The Cuddle Bath - Step by Step... 


The techmque we developed in our 
research to discover a better bathmg 
procedure for newborns is based on 
1 the idea that exposure of the baby's 
skin before, during, and after his bath 
is what makes the baby so unhappy. 
The new techmque, which we have 
affectionately nicknamed the "cuddle 
bath, .. begins with the folding of an 
old, soft towel into quarters. Then 
starting with the folded edges, the 
towel is rolled up and inserted into a 
plastic sack, rol1ed edges first. 
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Warm water (99 0 F) is poured into 
the sack, which is squeezed a few 
times to thoroughly saturate the towel. 
Then the sack is turned upside down 
and squeezed to remove excess 
water from the towel. The towel 
should be damp, not wet. 
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arrival of clinical students, to collecting data in 
the nursery. We quickly learned that 
researchers have precious little time for their 
work and we were going to make the most of it! 
On we waded, through four months of 
early-morning bathing. The information we 
gathered was eventually punched onto 
computer cards, which were sorted, resorted, 
and correlated. Excitement surged as we 
congratulated ourselves - slightly 
prematurely. 
We had almost forgotten the warning that 
research can be frustrating as well as exciting. 
That truth struck boldly as the computer 
catabolized the dots and dashes. numbers 
and codes It was fed. Nothing in our data 
substantiated that babies were thermally 
stressed by any of the three bath procedures 
provided. 
Were we frustrated! 
A closer examination of the computer 
printout, however, did reveal something 
promising. One page was devoted to reporting 
on babies who responded with the least 
behavioral distress. These happier babies, 
having expenenced all three bath techniques, 
showed the least crying and motor activity 
during the same one technique - regardless 
of the sequence of the procedures. The single 
technique yielding the unique data was the 
wrapped-bath procedure we had refined as a 
third option in our bath study. 
Excitement returned to renew us. We pored 
over the data. Experiencing the technique we 
affectionately nicknamed the "cuddle bath," 
babies were described as exhibiting quiet 
contentment. Positioned face to face(en face) 
with their care-givers, some infants 
established eye contact with the adults right 
from the start and followed them with their 
eyes as the bath proceeded. Others cried 
initially but were obviously comforted as the 
procedure progressed. These babies seemed 
to like the cuddle bath. Admittedly, we did, too. 
Not only did it offer a change from routine, but 
the babies responded more positively to us as 
a result of it. 
Back to the books and library shelves we 
scurried in an attempt to clanfy our findings. 
We searched classic and current research 
suggesting that feeling is as fundamental to 
infants as food and that tactile and kinesthetic 
contacts have the greatest potential for 
stimulating responsive interaction in the 
newborn. 16 ,18 We were reminded that the 
warmth, cuddling, and en face positioning 
characteristics of the cuddle-bath technique 
are reinforcing to infants, often eliciting those 
responses that mothers have been found to 
highly value in the acquaintance process with 
their infants. 19 The attending responses of 
cuddle-bath babies reduced their crying and 
behavioral distress which is so disturbing to 
mothers. Mothers see such activity as 
rejection. which thereby inhibits further 
interaction between mother and child. 1s ,18 
In short, it didn't matter that none of the 
bath techniques demonstrated our 
hypothesized thermal stress of infants. While 
justifying the cuddle bath as harmless from this 
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The towel (still in sack to conserve 
warmth) is carried to the crib and the 
cuddle bath can start. Unrolling the 
towel downward. the author covers 
the undressed baby completely from 
his neck down. The baby almost 
smiles! 


Unfolding the towel once. Marcia 
McCrary tucks half of it to one side 
This is later used for the baby's back 
and head. Starting with one corner of 
the first half the researcher bathes 
the infant in the usual sequence, 
starting with the face and working 
down. 


- 


Anysoap (optional) is removed as she 
goes along, makmg sure to change 
the portions of the towel frequently. 
The en face position shown here is 
comfortable to use and allows the 
nurse to talk to the quiet baby and 
establish eye contact with hirn. 



 



viewpoint, our data happily revealed babies to 
be enjoying bath time more when we cuddle 
bathed them, inviting uS (and mothers 
everywhere) to enjoy it, too! 
Implications for babies, mothers, and staff 
stimulated our imaginations: 
I _ The technique appears safe - no thermal 
stress involved and no soap required 
(although it can be applied if needed or 
desired). 
_ Irs efficient, less time-consuming, 
uncomplicated. New, tense mothers can learn 
ito handle previously slippery and squalling 
babies more securely. 
_ It can be easily taught in hospitals, clinics, 
doctors' offices, and homes: ifs inexpensive 
- no extra or unique supplies are needed. 
_ Above all, each mother can use bath time 
,to learn more about her baby's responses 
amidst potentially less crying and behavioral 
distress. This encounter should encourage 
I further positive mother-infant experiences 
I during baths. 
Although these implications indicate the 
I great value of our findings. we re not finished 
yet. We ve really only begun! Much needs to 
be clarified, researched, and refined. We feel 
! that since our tool did not reveal thermal 
stress, another study is indicated to research 
this possibility. Our tool's design did not 
account for the fact that the motor activity 
, involved in crying during a bath would 
I significantly raise the infanrs body 
temperature and thus counteract temperature 
loss through evaporation and exposure. 
Furthermore, thermal stress can be examined 
from many angles. We studied only body 
temperature. Drop in skin temperature, for 
instance, can yet be researched. 
We are, however, pleased with our 
I findings, and it seems that others are as well. 
I The cuddle bath will be adopted by staff at our 
I setting as soon as we complete a slide-tape 
I demonstration which we are currently 
: developing as a teaching tool for promoting 
I ' this bath throughout our city and state. We 
have also presented a teleconference 
I program-which was beamed from Tucson to 
I Tempe and Prescott - in our efforts to share 
I I this discovery with peer-professionals. 
Already Kino Hospital in Tucson has 
I requested inservlce on this bathing technique 
which seems to suit the needs of the infant so 
: well. 
I The newborn is coming into his own these 
: days as a sensitive, aware person. We agree 
I with LeBoyer that the trauma of the newborn is 
real. 18 To give comfort and pleasure to this tiny 
I individual in need, as we feel have, is a delight! 'iI 
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As McCrary uncovers the baby's 
torso. she uses a dry blanket to cover 
him and opens it to cover more of his 
body as she progresses downward 
with the bath. The infant shown here IS 
actually falling asleep' 
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McCrary now uses the reserved half 
of the towel for the baby's back and 
head. If he has lots of hair, the usual 
method for a shampoo is used 
instead. 
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Practical Guide to Preventing 
Neonatal HEAT Loss 
LU
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Heat Loss 
Mechanism 


Sources of Heat Loss 


Place a warm blanket between the infant's body and the cold surface 


Conduction 


Infant placed on cold sheet, scale, 
table, X-ray plate, etc. 


Preventive Measures 


Have warm blankets available, especially in the delivery room, where 
heat loss may be rapid and severe. 


Convection 


Cold delivery room or nursery 


Drafts from air-conditioner vents, 
windows, doors 


Administration of cold oxygen 


Transporting infants from delivery 
room to nursery through cold comdors 


Radiation 


Proximity of cold windows or walls 


Cold incubator walls 


Keep heat in delivery rooms and nurseries adequateor provide infants 
with adequate protection from convective heat loss while they are in 
these areas. 


Arrange nursery to avoid placing infant in drafty areas. 


Warm oxygen prior to administration. 


Place babies in prewarmed incubators to transport them from delivery 
room to nursery. If an incubator is not ava ilable, wrap the baby (whose 
skin has been thoroughly dried) in a thick, warm blanket before 
transferring him from the delivery room. 


Avoid placing bassinets, radiant warmers, and incubators near cold 
outside walls and windows. 


Some clinidans recommend placing a vented plastic (Plexiglass) 
shield around the baby inside the incubator. But this impedes rapid 
access to the infant. Two plastic oxyhoods placed overthe baby in an 
isolette will also decrease heat loss by radiation. 


Evaporation 


Baby remains wet in delivery room 


Bathing procedure 


Solution (or wet soaks) applied to 
infant's skin 


Increased heat loss VIa the lungs of a 
tachypneic infant 


Joann K Williams/Jean Lancaster 


Dry the baby immediately after delivery with a warm blanket. Be sure 
to dry the baby's head well. Never leave an infant wrapped in a wet 
blanket. Then: 
1) Wrap the infant in a warm, dry blanket before handing him to his 
parents in the delivery room to hold for a short while, or 
2) Place the dry infant in a prewarmed incubator. or 
3) Place the dry infant under a radiant warmer. 


Do not bathe the baby after delivery until his temperature has 
stabilized within the range of normal. Whenever bathing an infant, 
wash and dry only a small area at a time, keeping the rest of the 
infant's body covered. 


If a solution or soak must be applied, warm it prior to application and 
keep It warm during the procedure. 


Oxygen must always be warmed and humidified pnor to 
administration. 


Copyright Nov./Dec. 1976, The American Journal 
of Nursing Company. Reprinted from MCN, The 
American Journal of Maternal Child Nursing. 
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Implementation 
The idea of a coordinated service suits the 
Pubnico area well; the program provides -4", 
quality of care experienced by few 
communities in the province. Since it was 
introduced, services have expanded 
considerably and now incfude three 
physicians, Dr. Clark, Dr. Peter Loveridge, and 
Dr. Nicholas Maft
on, as well as Francine 
LeBlanc and Carolyn 11'Eon a certified nursing 
assistant. Both nursing personnel are 
bilinguaJ making it easier to serve both the 
French and English communities in the area. 
Because the nursing office is immediately 
adjacent to that öf the physician, continual 
referral and exchange of information is 
pOsSible ThìS, in turn, prO\fides immediate 
feedback on patients between doctor, public 
health nurs
 and nlJrsing assistant. In addition 
to her regular duties, Francine LeBlanc has 
taken over some of the health care previously Conclusion 
provided by the doctor, such as: physical Morale and support in a situation such as 
assessment at well-baby clinics, general this does not filter up, it filters down. The 
immunizations. selected home visits and Pubnico organization offers encouragement to 

 :7. individual family counselling. A physician is, all who are skeptical about public health staff 
'V 
 however. always available for consultation and physicians working side by side. 
'- . and referral. For doctors who are thinking Of -similar 
^- . Physicians at the center have found that steps towards improving health services in 

 
" more time can be allocated to serious medical their own community, Drs. Clark and 
. 
 matters, since the public health nurse Rideout offer the following advice: 
counsels patients on tessserious problems.... . Get tQ kn
yo'ül-Iocal /1eaJth unit director, 
She, in turn, has more time to listen to patients supervisor of public health nurses, and 

. a definite advantage from a mental health all public health staff. 
viewpoint. Health problems that many patients . See what they can do for you and wnat you, 
feel the doctors are too busy to be bothered in turn. can offer them. 
with, can now be discussed with the public . Regard the public health nursing staff as 
health nurse, then referred and discussed with professionals; that is what they are. 
doctors as necessary. . Start slowly and work things out together 
Because she is community oriented, the step by step. 
public health nurse visits many people in the . Don't expect immediate results. .. 
community whom the doctor would never see. 
She and the certified nursing assistant are also 
the major coordinators with outside agencies, 
making use of the wealth of knowledge and 
contacts that public health nursing staff have. 
Through these activities, doctors in the center 
have become more aware of the community 
and able to perceive the patient as a member 
of his family. 
Communication within the center is 
excellent; the setup, according to Francine 
LeBlanc. is "one of the best she has 
experienced across Canada:' All health staff 
share mutual files and equipment within the 
center. In the exchange of information and 
professional knowledge, the physician and 
staff can obtain a total family outlook rather 
than just individualized facts on their patients. 


Francine LeBlanc, Anne Schultz 


Close to 5,000 persons, running the fun gamut 
of the lifespan, live in the area of rocky, south 
shore Nova Scotia near Pubnico. Until a few 
years ago, their health needs were met by one 
,I physician whose offiCe was in Pubnico Head 
and one part-time public health nurse working 
out of nearby Yarmouth. 
Contact between the two was minimal. 
In 1973, the medical director and nursing 
I supervtsorofthe Western Health Unit, Dr. V.K. 
; Rideout and Irene Stafford, along with the 
I practicing Ph
 . ican at Pubnico Head, Dr. A.M. 
Clark agreed to a new approach to serving the 
people of the area. A nursing office was 

UbniCO 
" 


established in the existing medical center, the 
nurse's area was adjusted to correspond to the 
medical practice area, and PHN Francine 
LeBlanc came to work full-time in the 
community. 
The experiment has succeeded - thanks 
largely to the co-operative and professional 
attitude of everyone involved. In the three 
years that the program has been in operation 
there have been noticeable changes: 
. There has been a definite increase in the 
demand for public health nursing services and 
acceptance of public health staff as part of the 
community. 
. Besides regular public health duties, the 
public health nurse has taken over some of the 
doctors'duties, including physical assessment 
at well-baby clinics and immunization. 
. Through the public health nurse and 
certified nursing assistant, physicians in the 
center have obtained an overall view of their 
patients as family members, and insight into 
I the community organizations available to 
assist them in their practice. 


Although there is an increase in nursing 
care, the education aspects of public health 
nursing are not diminished. In fact, with more 
office and home visits, there is even more 
opportunity to discuss prevention and 
ed6cßtional aspects. 
.,
 
Nutrition Services 
SiQce 1.973, the services of a public health 
nutritionist trcsf-p Yarmouth have bee", 
incorporated info the center. Nutritionist 
Beverley Dagley visits the center twice a 
month for counseUing of patients referred by 
the doctors or pubnC health nurse, as well as 
handling nQrmal" requests for information, 
With a nutritionist at the center, there seems to 
be an increased awareness of prevention, and 
a definite demand for more nutritional 
services. 
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Learning about the drugs that we as nurses give to patients is a must if we are to D. 4 
administer them safely. Knowledge of the pertinent physiology and 
pharmacological action of the drug is an essential part of our understanding of how 
the drug works, when and why it should be given, what is a therapeutically safe 
dose and what complications and side effects to expect. Such essential information 
bears review from time to time just to keep us on our toes. The following 
programmed learning module on one significant group of drugs - cardiac 
depressants - is designed to do just that. 


Instructions 


In programmed instruction, the student builds a 
structure of knowledge in steps. These steps are small 
units of information called frames. Most of the frames in 
this program ask you to write a response. 
Immediately after writing a response, compare it 
with the correct answer on the right. A correct response 
is immediately confirmed and the point just learned is 
reinforced. If the ahswer is incorrect, you can determine 
immediately why the response was wrong. This 
eliminates the possibility of building knowledge on a 
faulty structure. 
Use an overlay to cover the answers in the right 
hand column. After each response, slide the overlay 
down to expose the next answer. 
Programmed instruction is designed to facilitate 
comprehension and retention through a self-teaching 
technique. This method of presenting facts in a simple 
fashion promotes retention through self-motivation and 
self-pacing. 


Lidocaine 


Cardiac depressants are used extensively in the 
management of patients with arrhythmias. The 
cardiac depressants to be discussed here include 
Lidocaine, Procainamide, Quinidine, and Dilantin. 


Lidocaine, procainamide, quinidine, and dilantin can 
be classified as _ cardiac depressants 


Lidocaine, commonly known as Xylocalne, is a 
widely used local anaesthetic and antiarrhythmic 
agent. 


Automaticity is a characteristic exhibited by 
paæmaker cells of the specialized conduction 
system. Automaticity is defined as a gradual process 
in which a spontaneous loss of diastolic potential 
occurs, reducing transmembrane resting potential 
levels to threshold levels. This leads to 
depolarization. 


,
 


A spontaneous 10s.5 of diastolic potential is known 
as automaticity 


Excitability is a characteristic exhibited by 
myocardial muscle fibers, which require an external 
stimulus to initiate depolarization. The strength of 
the stimulus, necessary to reduce transmembrane 
resting potential to threshold level. defines the 
excitability of the cell. 


Myocardial muscle fibers are excitable 
whereas pacemaker cells have the characteristic 
property of automaticity 


The major action of cardiac depressants is the ability 
of these drugs to decrease automaticity of the 
myocardi urn. Decreasing automaticity may result in 
decreased incidence of arrhythmias. 


An antiarrhythmic, then, is a drug which decreases 
ectopic formation by decreasing myocardial 


automaticity 


Lidocaine acts by depressing Purkinje fiber 
automaticity. The drug does not appear to alter 
myocardial excitability. 


Following lidocaine administration, Purkinje fiber 
automaticity is __ 
(Increased. decreased) 
and myocardial excitability is unaltered. 


decreased 


An action potential records the sequence of rapid 
ionic changes occurring within the myocardial cell, 
during the processes of depolarization and 
repolarization. 


The recording of intracellular ionic changes 
occurring with depolarization and repolarization, is 
known as an action potential 
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Lidocaine decreases the action potential duration 
(APD) in both Purkinje and ventricular muscle fibers. 


The APD in both Purkinje and ventricular muscle 
fibers is_ 


(,ncreasea decreased) 
by the action of lidocaine. 


The specific effects of lidocaine on the atnal muscle 
are unknown, and the drug is not recommended for 
the treatment of atrial arrhythmias. 


- accelerate sinus pacemaker 
- increase or decrease PR interval 
- prolong QRS interval 
- prolong QT interval 


When used in therapeutic doses, the effect of 
lidocaine on the EKG is __ _ _ - 
(mnlmal excessIVe) 


minimal 


Following completion of drug absorption, the time 
required to reduce serum concentration to 50%, is 
known as the half-life (t'/2) of the drug. 


An understandmg of the 
of a drug is essential in order to achieve a 
therapeutic patient response to the dosage 
schedule. 


half-life or t' 2 


Lidocaine IS known to be a desirable antiarrhythmiC 
agent because of its short half-life. which is less than 
two houls. This helps in establishing and 
maintaining therapeutic blood levels, as well as 
allowing dose titration according to ectopic activity. 


The t'/2 of lidocaine is less than 
hours. 


two 


decreased 


The half-life of lidocaine is dependent upon 
adequate liver function. Lidocaine is hydrolyzed by 
the liver to para-ammobenzoic aCid, which IS then 
excreted in the urine. Less than 10"0 of the drug is 
excreted unaltered by the kidney. 


The organ responsible for the metabolism of 
lidocaine is the _ liver 


(atnal. ventncular) 


Lidocaine is not recommended for the treatment of 
arrhythmias which are _ _ _ _ _ _ atrial 


in origin. 


Intervals of variable cellular excitability have been 
identified within the cardiac cycle. and are 
considered to be a function of the recovery time of 
muscle cell fibers. The effective refractory period 
(ERP) is defined as the time period that must elapse 
following a response. before a second propagated 
action potential can be initiated. Lidocaine 
significantly decreases the ERP of Purkinje fibers. 


The ERP of Purkinje fibers is significantly 
_by lidocaine. 


(Increased. decreased) 


When used in therapeutic doses. left ventricular 
end-diastolic pressure is minimally affected by 
lidocaine. Therefore, lidocaine produces little 
alteration in stroke volume or blood pressure in 
either the normal or failing heart. 


Although large doses of lidocaine have been known 
to produce hypotension, lidocaine characteristically 
has Ci- 


(hogh, law) 
incidence of adverse hemodynamic effects. 


Lidocaine has minimal effect on the 
electrocardiogram, however excessive doses may 
do the following: 


Lidocaine is, therefore, administered with caution to 
patients with liver, renal and/or cardiac failure. 


In summary, then, properties such as minimal EKG 
effects, a low incidence of adverse hemodynamic 
effects, and a short half-life, make lidocaine alan 


- 
(deSirable. uooeslrablel 
drug for the therapeutic treatment of acute 
arrhythmias. 


desirable 


decreased 


Absorption of lidocaine from the gastrOintestinal 
tract is irregular, resulting in unreliable drug action. 
Oral preparations of the drug are not presently 
available in Canada. 


The difficulty in achieving reliable blood levels with 
oral lidocaine therapy, is likely a direct result of its 


irregular 


(regular. "regular) 
absorption from the G.I. tract. 


low 


Lidocaine may be administered intramuscularly or 
intravenously. When injected intramuscularly, the 
drug is rapidly absorbed and therapeutic blood 
levels are plesent in 10 - 15 minutes, lasting 
approximately two hours. Despite this, the use of 
intramuscular lidocaine is restricted to those 
situations in which intravenous infusion is 
impractical. 
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Therapeutic blood levels of lidocaine are present in 
to minutes after 
intramuscular drug injection. 


In the critically ill patient who develops an acute 
ventricular arrhythmia, a continuous intravenous 
infusion of lidocaine is preceded by a loading or 
"bolus" dose, in order to achieve an immediate 
blood level. The loading dose is administered 
directly into the intravenous line over a 30 - 60 
second time period. 


A loading dose of lidocaine is administered in order 
to achieve an 
blood level. 


An adequate loading dose for the average adult is 
50-75 mg. (or 1 - 2 mg/kg)". This may be repeated 
every five minutes until eitherectopics are abolished 
or a total dose of 150 mg has been given. 


The usual initial loading dose of lidocaine 
is to 
mg in the average adult. 


A continuous intravenous infusion of lidocaine, via 
intravenous drip or preferably, via an infusion pump, 
is established to maintain a therapeutic blood level 
when clinical evidence of ventricular irritability 
exists. The drug should be infused at a rate of 1 - 3 
mg/kg/hour until irritability subsides, resulting in a 
therapeutic serum level of 2 to 5 mcg/ml. 


The continuous infusion rate of lidocaine is 
usually to 
mg/kg/hour in the adult patient. 


Following abolition of ventricular rhythm 
disturbances, the lidocaine infusion is gradually 
discontinued. Patient monitoring for recurrent 
rhythm disturbances is essential during this time. as 
well as throughout the entire course of lidocaine 
therapy. 


The principal toxic effects of lidocaine are 
extracardiac. A frequently observed adverse effect 
is drowsiness. Toxic effects can include muscular 
twitching, irritability, hallucinations, and generalized 
convulsions. Cardiac effects such as hypotension 
and rhythm disturbances are rarely seen. 


The most frequently observed adverse effect of 
lidocaine is _ 


Toxic effects of lidocaine resolve rapidly because of 
the drug's short half-life. Treatment of toxicity, 
therefore, consists simply of supportive care until the 
drug has been metabolized. 


Lidoca ine, then, is the drug of choice in the treatment 
of ventricular ectopics. Rhythm disturbances, due to 
discharge of irritable ventricular foci, may appear in 
EKG as unifocal PVC's, multifocal PVC's or 
ventricular bigeminy and trigeminy. 


10 - 15 


immediate 


50 - 75 


1 - 3 


drowsiness 


Rhythm disturbances resulting from the premature 
depolarization of ventricular muscle fibers should be 
treated with in order to lidocaine 
prevent the development of lethal arrhythmias such 
as ventricular tachycardia and ventricularfibrillation. 


Lidocaine has been used successfully to treat 
digitalis-induced arrhythmias of atrial and/or 
ventricular origin. 


Ventricular escape beats are not treated with 
lidocaine. A ventricular escape beat is a myocardial 
response to decreased cardiac output. In relation to 
the previous cardiac cycle, the ventncular ectopic 
occurs late (rather than premature), and usually 
follows a pause in basic cardiac rhythm. 
In summary, is the lidocaine 
antiarrhythmic used in the treatment of any rhythm 
disturbances caused by premature discharge of an 
irritable ventricular focus. 


Procainamide 


Procainamide, also known as Pronestyl, is a cardiac 
depressant with local anesthetic and cardiac 
properties similar to those of lidocaine. 
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Procainamide, like other cardiac depressants 
decreases myocardial automaticity. Pronestyl also 
decreases myocardial excitability by raising 
stimulation and fibrillation thresholds on atrial and 
ventricular muscle fiber. 


The effect of pronestyl on both atrial and ventricular 
muscle is to 


decrease 
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(increase, decrease) 
automaticity and to _ 
(increase. decrease) 
cellular excitability. 


decrease 
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Procainamide is a more potent suppressant of 
cardiac conduction than is lidocaine. Pronestyl 
decreases conduction velocity significantly in the 
atria, but also in Purkinje and ventricular muscle 
fibers. This may be recognized on EKG by 
prolonged PRo ORS and OT intervals. 
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Pronestyl therapy has been known to __ 
(increase, eJecrease) 
atrioventncular conduction time, and thus should not 
be used in the presence of AV block. 


increase 
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Procainamide also has a vagal-inhibiting effect, this 
possibly resulting in enhanced atrioventricular 
conduction. Therapeutic doses of digitalis inhibit this 
effect. 


A paradoxic increase in cardiac rate may be seen 
because the drug blocks or 


inhibits 


(inhibits. stmulates) 


the vagus. 


Procainamide may produce myocardial tachycardia 
and/or fibrillation. This is probably because it 
increases action potential duration as well as the 



effective refractory period. This effect is seen to a 
greater extent in the atria than In the ventncle. 
Procainamide increases 
(,ncreases. decreases) 
both refractory time and action potential duration, 
this effect being more evident in the atrial 
ralna!. ventricular) 
I myocardium. 


The action of pronestyl on ERP and APD is 
_ _ _ to that of lidocaine. opposite 
(sImilar oPPOsite) 


I Procainamide may decrease left ventricular 
function, leading to an Increase in left ventricular 
i end-diastolic pressure and a significant decrease in 
cardiac output. This occurs more often in the patient 
with existing myocardial damage and is usually 
I associated with intravenous drug therapy. 
: Pronestyl therapy may be complicated by 
hypotension, because of its effect of decreasing 


cardiac output 


Comparable doses of lidocaine do not have this 
effect. 


Procainamide may be given orally, Intramuscularly, 
or intravenously. Pronestyl is readily absorbed from 
the G.t tract. Management of arrhythmias with 
I procainamide therapy is preferably achieved with 
, oral dosage of 500 - 1000 mg every six hours. 
Usual oral dosage of pronestyl 
II
 . to . ":,g. every 500 - 1000 
SIX hours, maximal absorption occurring In 
i approximately 1'/2 hours. 


When administered intramuscularly or 
I intravenously, significant blood levels are present in 
15 minutes. Due to adverse hemodynamic effects of 
I giving pronestyl parenterally, however, these routes 
I of administration are reserved for life-El1dangering 
cases or when the arrhythmia is refract Jry to 
I lidocaine therapy. Average intravenous dose is 150- 
300 mg/kg/houl. 


i Procainamide is preferably administered by the 
_route. 


oral 


foral.IM..tV) 


I Because of its half-life of 3'/2 hours, procainamide 
has a longer duration of action than does lidocaine. 
I Pronestyl, in contrast to lidocaine, has a __ 
(shorter. longer) 
I duration of action. 
I 
I 
I 
I 
I 
I 


longer 


Plasma levels of 3 - 8 mcg/ml are usually effective in 
controlling atrial and ventricular arrhythmias. Toxic 
effects are seen when serum drug levels exceed this 
range. 


Therapeutic serum pronestyllevels are in the range 
of to 
mcg/mt 


3-8 


Metabolism of procainamide takes place in the liver, 
however 60% of the drug is excreted unaltered in the 
urine A higher incidence of toxicity, due to drug 


accumulation, is associated with poor renal function. 


Careful monitoring of serum levels, particularly in the 
patient with inadequate renal function, will help 
prevent drug _ _ toxicity 


With oral pronestyl administration, the most frequent 
untoward effects observed are anorexia, nausea, 
and vomiting. 


Frequent side effects following oral pronestyl 
therapy include 
, and 


Cardiac side effects of procainamide, as mentioned 
above, may include hypotension and occasionally, 
shock. Paradoxic increases in cardiac rate may 
occur, as well as the appearance of escape and 
ectopic ventricular arrhythmias. 


Hypotension, a complication of pronestyl therapy, IS 
seen more frequently when the drug is given via the 
route. I. V. 


(oral. tM.. I.V.} 


Because of this, the drug should be infused slowly, 
with continuous EKG and BP monitoring. 


ToxIc extra-cardiac effects that may be observed 
include somnolence, hallucinations, convulsions 
and occasionally coma, due to anaesthetic 
properties of the drug. Agram'::\Jcytosis, severe 
anemia and thrombocytopenia have been reported, 
and usually subside sporlaneously. 
Hypersensitivity reaction
 have also been observed. 


Extra-cardiac tOXIC effects of procainamide therapy 
include 


Drug infusion is discontinued when the arrhythmia 
subsides, with excessive widening of the QRS 
complex, or with the development of myocardial 
toxicity symptomatology. 


Management of procainamide toxicity consists of 
discontinuing drug therapy and initiating supportive 
therapy. ego blood pressure elevation. 


In summary then, procalnamide is used to manage 
difficult and/or dangerous arrhythmias. 


Procainamide is used orally, usually in conjunction 
with digitalis, to suppress atrial arrhythmias such as 
atrial fibrillation and paroxysmal atrial tachycardia. It 
will convert atrial fibrillation to sinus rhythm, but will 
merely slow the atrial rate of an atrial flutter rhythm. 


A drug frequently used, in conjunction with 
procainamide to suppress atrial arrhythmias 
is 


Arrhythmias of junctional or ventricular origin. such 
as premature systoles, ventricular tachycardias, and 
other life threatening arrhythmias, may also be 
managed with intravenous procainamide. 


Arrhythmias of junctional or ventricular origin, when 


anorexia. nausea, 
vomiting 


CNS disturbances. 
blood dyscrasias 
hypersensitivity 
reactions 


digitalis 
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unresponsive to lidocaine therapy, may be managed 
with pronestyl 


The effect of procainamide therapy on 
digitalis-induced arrhythmias can be unpredictable. 


Quinidine 


Quinidine is a myocardial depressant with 
antiarrhythmic actions similar to those of 
procainamide. 


Quinidine, like procainamide, decreases myocardial 
automaticity throughoulthe atnal and ventricular 
myocardium, and is therefore used clinically to 
prevent and control both atrial and ventricular 
arrhythmias. 


Quinidine and procainamide are utilized in the 
management of both atnal and ventricular 
arrhythmias because of their action of 


decreasing myocardial 
automaticity 


Quinidin
 depresses excitability, conduction 
velocity and contractility properties of cardiac 
muscle. 


Excitability of cardiac muscle is depressed by 
quinidine because the drug increases the 
stimulation threshold of the muscle cells. This may 
be recognized clinically, when following quinidine 
administration, the energy required to produce atrial 
and ventricular stimulation is increased. 


Adrug which increases stimulation threshold makes 

 

 
(more, less) 
difficullto excite or stimulate the muscle æll. 


Reentry ectopics occur at fixed coupling intervals to 
the preceeding impulse. This can occur whenever 
two areas of uneven conduction exist (one area is 
ischemic), in adjacent myocardial fibers. The result 
is an initial normally conducted impulse (A), followed 
at a fixed interval, by an abnormally conducted 
impulse (8) occurring after the ischemic area has 
recovered, and been reentered by the initial impulse 


- -
--- 
Ven
;cul" mu",1e -------
-
 NORMAL 
CONDUCTION 

 

Ii 
I 

 I 


The antiarrhythmic properties of quinidine are based 
on the drug's ability to increase action potential 
duration and increase the effective refractory period. 
This action is useful in managing ectopic impulses 
occurring due to a reentry mechanism. 


The incidence of ectopic impulses due to a reentry 
mechanism, is _ _ _ _ 
(Increased, decreased) 
when treated with quinidine and/or procainamide 


decreased 


Quinidine increases the conduction time in atrial, 
Purkinje and ventricular muscle fibers. Quinidine's 
action of increasing refractory time may be 
recognized clinically by the appearance of 
protonged QRS and QT mterval s, sinus bradycardia 
and prolonged AV conduction. 


The direct acllon of quinidine on the heart s 
conduction may be observed by_ 
(shortened, prolonged) 
QRS and QT intervals and by the appearance of 
sinus bradycardia and 
(shortened. prolonged) 


prolonged 


prolonged 


AV conduction. 


Quinidine is a general cardiac depressant and may 
reduce stroke volume and cardiac output. This leads 
to an increased left ventricular end-diastolic 
pressure. Clinical manifestations of decreased 
cardiac output such as hypotension then become 
evident. 


Reduced myocardial efficiency, secondary to 
quinidine therapy, may be manifested by an 


increased 


(Increased. decreased) 
left ventricular end-diastolic pressure. 


Quinidine is an effective, yet dangerous myocardial 
depressant. The severe hypotension, due to 
quinidine's adverse effect on myocardial 
contractility, is most often seen with intravenous 
drug administration. Astute clinical patient 
assessment is mandatory whenever quinidine is 
used, regardless of mode of administration. 


Severe hypotension, secondary to quinidine 
therapy, is seen most often after I. V. 


(oral, I.M., I v.) 


administration of quinidine. 


Both quinidine and procainamide have a vagal 
inhibiting effect, that is, they inhibit vagal 



J
 

 /""B j 
Ischemic 
area 
A

 


REENTRY 



innervation. Adequate digitalization is essential prior 
to initiating quinidine therapy for control of atrial 
arrhythmias. Quinidine, when used without digoxin 
and in small doses, may actually improve 
atrioventricular conduction. This may be an adverse 
response, allowing the ventricle to respond on a 1:1 
I basis to the rapid atrial activity. 
I I Prior to commencing quinidine therapy, the 
physician should ensure adequate 
I patient 


dig italization 


\ 'diOSynChratic responses to quinidine are frequent, 
therefore an initial test dose of the drug should be 
I administered. Symptoms of such an Immunological 
I response include confusion, dizziness, headache, 
syncope. visual disturbances. skin rash, and 
generalized muscle weakness. 


I Prior to administering therapeutic dos
s of 
quinKJine, a IS always 
, administered 


test dose 


Quinidine is usually administered orally, and 
occasionally intramuscularly. It is rapidly absorbed 
from both these routes. 


I Dosage range for oral administration, following a 
test dose of 200 mg. is 200 - 600 mg every six hours. 
The dose is increased daily according to patient 
I need and tolerance. Maximal absorption after oral 
I administration occurs in 1-2 hours, the half-life being 
I approximately 4-6 hours. 


I Following oral administration of quinidine, 
: therapeutic effects of the drug may be observed as 
I long as to hours after instituting 4 - 6 
I drug therapy. 


I Intramuscular administration of quinidine is chosen 
whenever the oral route is contraindicated. The 
I intramuscular test dose is usually 100 mg, followed 
I by 200 mg given every six hours. The dose may be 
increased up to 400 mg q6h depending on desired 
, patient response and patient tolerance. 
Usual dose of intramuscular quinidine 
is to mg every six 200 - 400 
hours. 


The most common toxic manifestations following 
quinidine therapy are gastro-intestinal. Diarrhea, 
nausea and vomiting are relatively common, and 
when mild, are not a contraindication to therapy. 


Mild diarrhea, nausea and vomiting 


are not 


(are. are not) 
an indication to discontinue quinidine therapy. 


Signs of cardiovascular toxicity may include 
repetitive ventricular extrasystoles, runs of 
ventricular tachycardia and rarely, intermittent 
ventricular fibrillation. Hypotension may be a 
precursor of. or accompany EKG signs of toxicity 
such as abnormally prolonged PRo QRS, and QT 
intervals and bundle branch block. 


Signs of cardiovascular toxiCity, secondary to 
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quinidine therapy include rhythm disturbances 
which originate in the 


(atna ventricle) 
and EKG signs of toxicity such as 
prolonged , . and 
intervals, as well as bundle branch 


block. 


Idiosyncratic immune responses to quinidine have 
been discussed briefly. More serious 
hypersensitivity reactions known to occur are 
respiratory embarrassment, vascular collapse, and 
convulsions, necessitating appropriate resuscitative 
measures. 


Uncertainty in individual patient response requires 
caution when initially administering quinidine. 
Because of this a 
of the drug is always administered prior to initiating 
aggressive drug therapy. 


Quinidine is used with extreme caution when any 
degree of block exists, or when hypotension or 
congestive heart failure are present. Quinidine is not 
used to treat digitalis intoxication. 


Contra indications to quinidine therapy 
include 
and 
On occasion patients with arrhythmias and CHF 
have to be treated with quinidine. These patients are 
usually also receiving digitalis, to ensure adequate 
contractility. The depressant effects of quinidine on 
myocardial contractility indicate that the drug must 
be used with caution in these patients. 


QUinidine is a cardiac depressant, frequently used in 
conjunction with digitalis, in the treatment and/or 
prophylaxis of sustained atrial ectopic rhythms such 
as atrial tachycardia, flutter and fibrillation. It is also 
used to control ventricular rhythm disorders that 
have been found to be unresponsive to lidocaine 
and procaine therapy. 


When used to treat sustained atrial ectopic rhythms, 
quinidine is always used in conjunction 
with 


Although lidocaine remains the drug of choice for 
treating most ventricular arrhythmias, quinidine has 
been used with success in ventricular rhythm 
disorders that have been found to be 
to lidocaine therapy. 


In the liver, 80% of quinidine IS metabolized, with 
approximately 20% being excreted unaltered in the 
urine. Serum quinidine levels are useful to monitor 
drug levels, particularly in patients with congestive 
heart failure or renal insufficiency. The therapeutic 
range for serum quinidine levels is 3 - 8 mcg/ml, 
toxic symptomatology occurring with increased 
frequency above this level. 


The therapeutic range for serum quinidine levels 
is to mcg/ml. 


Ventncular fibrillation and syncope have, however, 
been reported at qUinidine levels within the 
therapeutic range, therefore careful clinical 
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unresponsive 
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assessment of the patient and EKG monitoring is 
essential to recognize early signs of toxicity and 
prevent serious resulting complications. 


Toxic manifestations, secondary to prolonged 
quinidine therapy, may be of 24 - 48 hours duration. 


Diphenyl hydantoi n 
Dipheny1hydantOln, Or dilantin, is a non-sedative 
anticonvulsant drug, which has been used with 
increasing frequency to control rhythm disturbances 
caused by digitalis intoxication. 


The antiarrhythmic actions of dilantin are most 
similar to those of lidocaine, and can, in some areas, 
be contrasted with the actions of pronestyl and 
quinidine. 


Dilantin is useful in the management 
of rhythms, 
due to intraventricular conduction disorders. 


Dilantin tends to shorten the PR interval, although it 
is not thought to have any significant vagal-inhibiting 
effect. 


reentrant 


(shortened. prolonged) 


Dilantin therapy has minrmal EKG effects. Changes 
which may be observed include shortened 


PR and aT intervals. 


Dilantin causes less depression of myocardial 
contractility, than do comparable antiarrhythmic 
concentrations of quinidine and pronestyl. Arterial 
pressure reductions also occur less frequently with 
dilantin therapy, but hypotension may be associated 
with the rapid infusion of any of the myocardial 
depressants studied thus far. 


(similar, opposite) 


Dilantin and lidocaine have similar 


antiarrhythmic actions. 


Dilantin is comparable to other cardiac depressants 
in that it decreases myocardial automaticity by 
directly depressing diastolic depolarization. This 
effect is particularly evident in the Purkinje fibers, 
even with small doses, and is thought to be 
responsible for the successful reversion of 
ventricular ectopic rhythms occurring in 
digitalis-intoxicated hearts. A similar depressant 
effect can be observed in the SA node, when large 
doses of dilantin are utilized. 


Even when used in small doses, the depressant 
effect of dilantin on diastolic depolarization is 
particularly evident in the 


(atnal Purlllr1je) 


fibers. 


Diphe'Õ)lhydantoin, liKe lidocaine. does not appear 
to signi
icantly alter myocardial excitability. 


Both dilantin and lidoæine 
(Increase. decrease) 
automaticity, but do not appreciably 
alter __ 


Dilantin decreases both action potential duration 
and the effective refractory period. This can be 
recognized on EKG by a shortened aT interval. 
A shortened aT illterval is a manifestation of 
dilantin's action of 


(Increasing. decreasing) 


both APD and ERP. 


The effect of dilanlln of APD and ERP is 
to that of lidocaine. and (simila r, in contrast) 
(similar. In contrast) 
to that of procalnamide and quinidine. 


Dipheny1hydantoin does not prolong intraventricular 
conduction, even when used in very large doses. 
This is again in contrast to the actions of pronestyl 
and quinidine. Dilantin, by reducing the chance of 
impaired conduction, as well as by increasing 
membrane responsiveness in Purkinje fibers, is 
useful in managing reentrant rhythms. 


Of the cardiac depressants studied thus far, the two 
which significantly alter contractility and arterial 
pressure are 
and 


Dipheny1hydantoin is almost completely inactivated 
by the liver, and is closely bound to plasma proteins. 
Less than 5% of the drug is excreted unmetabolized 
in the urine. 


Purkinje 


Reduced doses of dilantin are neæssary when the 
drug is given to patients 
with disorders. 


Because of Its long half-life, approximately 24 hours, 
and slow absorption, a single daily dose is often 
satisfactory for adults. Gastric intolerance, however, 
may dictate divided dosage or at least indicate meal 
time administration to minimize GI disturbanæs. 


decrease 


excitability 


The half-life of dipheny1hydantoin is 
approximately hours. 


Dilantin may be given orally, intramuscularly or 
intravenously. A loading dose of approximately 200 
mg is frequently given, since it may take several 
days to achieve a therapeutic blood level. 


decreasing 


To facilitate rapid achievement of therapeutic blood 
levels, an initial _ _ 
of dilantin is often administered. 


similar 


Oral administration. used in the control of cardiac 
rhythm disorders, consists of giving 100 - 150 mg of 
dilantin (3 - 4 mg/kg) twice or three times daily. 


in contrast 


In order to achieve control of cardiac rhythm 
disorders, to mg of oral 
dilantin is given two or three times a day. 


procainamide 
& quinidine 


liver 


24 


loading dose 


100. 150 



Intramuscular drug doses are comparable to those 
listed for oraJ therapy. Following intramuscular 
injection, the drug tends to precipitate at the injection 
site and is absorbed slowly. 


Dilantln is given intlavenously when rapid effects are 
necessary to treat acute arrhythmias. A slow 
injection of 50 - 100 mg of dilantin is given initially. 
This dose may be repeated twice, at ten minute 
intervals, to achievE' acute rhythm stabilization. 
Maximum adult dose should not exceed 10 - 15 
mg/kg. Continuous dilantin infusions are not 
recommended . 


Dilantin is administered I.V. 


(orally. I.M.. IV) 


to treat acute arrhythmias. 


Therapeutic serum dilantin levels are in the range of 
10 - 18 mcg/ml. These levels are achieved by 
regular, intermittent administrations of the drug. 
, The therapeutic serum dilantin level 
is to mcg/ml. 10 - 18 
I 


Cardiac eHects of dilantin toxicity Include 
hypotension, severe bradycardia, ventricular 
arrhythmias and cardiac arrest. 


Cardiovascular manifestations of drug toxicity 
include 


, and 


The most consistent effect of dilantin intoxication is 
manifested by CNS disorders. Signs such as 
nystagmus. diplopia. and vertigo are seen, as well 
as behaviouraJ disorders such as confusion, 
silliness, drowsiness, hyperactivity and 
haJlucinations. 


A frequent indication of an overdose of dilantin is 
some type of disorder. CNS 


Hypersensitivity reacllons to the drug are indicated 
by the following: 
- skin eruptions 
- exfoliative dermatitis 
- bone marrow depression 


Skin eruptions, dermatitis. and bone marrow 
depression are signs of hypersensitivity reactions 
to 


Treatment of dilantin toxicity consists of supportive 
therapy. since there IS no specific antidote available 
Toxic manifestations may persist for hours or days, 
I because of the drug's long haJf-life 


Diphenylhydantoin is particularly effective when 
used to manage digitalis-induced ventricular 
arrhythmias. It has been used with some success to 
treat atriaJ and junctional arrhythmias, secondary to 
dlgitaJis toxicity, but has IittJe effect in atriaJ flutter or 


hypotension, 
bradycardia, 
ventricular 
arrhythmias, 
cardiac arrest. 


dllantln 


I nc \"BnlKnilU "Wile' 1ft", HU I 


atrial fibrillation. As well, dilantin is useful in treating 
ventricular arrhythmias, whether or not they result 
from digitalis intoxication. 


In summary, then, dilantin IS considered to be the 
drug of choice to manage _ __ _ ventricular 
(alnal. venlncular, 
rhythm disorders secondary to digitalis intoxication 'Ý 
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A new look at blood transfusion therap
 



 UTOTRANSFUSION 


Be your own blood donor! That's the word from St. Joseph's Hospital in Hamilton, Ontario to 
those who are about to undergo elective surgery. Using a simple, safe procedure known as 
autotransfusion phlebotomy, the inherent risks involved in transfusion therapy are minimized 
and greater patient safety is achieved. What follows is a history and description of Sf. Joseph's 
auto transfusion program and how you could initiate it in your hospital. 


Margaret Anne Halward 


The traditional administration of blood 
transfusions from one person to another will 
always carry the risks of incompatibility 
repc.lons, antibody formation and 
tran
mission of disease. Moreover, it is 
becoming increasingly difficult to attract 
suitable blood donors to meet tOday's 
increasing needs. Autotransfusion can 
completely avoid these problems when used 
before elective surgery. 
Autotransfusion of the type I will describe 
was first reported by Dr. Francis Grant to the 
Philadelphia Academy in 1921. ' The full 
potential of autotransfusion has been 
gradually recognized within the last few years 
and several centers in the United States have 
reported considerable success with 
autotransfusion programs. 
The autotransfusion program at St. 
Joseph's Hospital was begun by a group of 
physicians who were interested in making 
transfusion therapy safer for patients. One of 
those physicians was Dr. G.K. Ingham who 
became the Program Director. The 
well-structured administrative and technical 
procedures for the program were established 
by Helen Eaton. R.N., Head Nurse of I.V. and 
Blood Collection Team (1971-1974) and John 
Waller, Methods Analyst from our Methods 
Department. The necessary cooperation of 
the surgeons, the Out Patient Department, the 
Blood Bank, the I.V. and Blood Collection 
Team and the Admitting Department was also 
secured. Contact was made at this time with 
the other hospitals in Hamilton, so that patients 
having surgery in any of these hospitals could 
also receive the benefits of autotransfusion. 


The Program 
Briefly, the autotransfusion program 
consists of the collection of up to three units of 
a patient's blood over a one, two orthree week 
period just prior to the date of that patient's 
elective surgery. The estimated number of 
units required for the patient during surgery 
determines how far in advance the patient will 
donate blood. For example, if one unit of blood 
is required, the patient will donate one unit of 
blood one week prior to surgery and hence it 


MRS. B.'s SCHEDULE Figure 1 


Date of arrival Stage 
in OPD 
April 7 -,- Fi
t stage 
0930 hours autotransfusion 
phlebotomy 
April 14 --t- S econd sta ge 
0930 hours autotransfusion 
phlebotomy 


April 21 Third stage 
0930 hours autotransfusion 
phlebotomy 


Procedure 


Time 
Involved 


- collect one unit of 
Mrs. B.'s blood 


30 
minuies 


I 
I - collect one unit of 
Mrs. B.'s blood 
- return April 7th unit 
of blood to her by infusion 
- collect a second unit 
0f Mrs. B.'s blood 
- collect one unit of 2 1/2- 3 
Mrs. B.'s blood hours 
- return first unit from 
April 14 to her by infusion 
- remove a second unit of 
Mrs. B.'s blood 
- return the second unit 
of blood from April 14 to her 
by infusion 
- remove a third unit 
of blood 


1 2 - 2 1/2 I 
hours 


Mrs. B.'s a.R. day - 3 units of blood. 1 week 
old, are on hand to be 
infused during or after 
Mrs. B.'s surgery. 


April 28 


would be stored for one week at time of 
surgery 
When more than one unit of blood is 
required, a recycling maneuver is used in 
order to minimize the known deterioration of 
red blood cells during storage, a deterioration 
which is especially marked after one week. 
Thus, if 2 units are required, the patient will 
donate one unit of blood 2 weeks (14 days) 
prior to surgery. Seven days later, the patient 
donates a second unit of blood, the first unit is 
infused back into the patient, and a third unit of 
blood is removed. This provides a net of 2 units 
of blood, both of which, at the time of surgery, 
will have been stored for one week. If 3 units 
are required, a further projection of this 
recycling process results in a net of 3 units, all 
of which have been stored one week, at the 
time of surgery. Even 4 units of blood can be 
secured this way under special 
circumstances. Again, in this case, all of the 4 
units of blood will be only a week "old" at the 


time of the operation. 
There are no specific contraindications f( 
participation in the autotransfusion program 
The only stipulation is the ability to tolerate thl 
removal of one or two units of blood. 


Case study 
The best way to illustrate exactly how th 
autotransfusion program works is to follow 
patient's progress through the program. 
Mrs. B., a 28-year-old female, is having 
laminectomy and spinal fusion on April 28t1 
In February. Dr. A., Mrs. B. 's Orthoped ( 
Surgeon, tells her about her back surgery art 
states he would like three units of her blood 01 
hand for her surgery in April. The 
autotransfusion program is explained to Mr 
B. She is very positive about having the 
autotransfusions as most of our patients arE 
At this time, Dr. A. sends an Autotransfusic 
Request Form to the Head Nurse of the 1.\ 
and Blood Collection Team. 
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Figure 2 


The Head Nurse schedules Mrs. B.'s 
procedures (see Figure 1) and notifies her of 
the schedule by phone and letter. Copies of 
this notification letter are also sent to Dr. A.. 
Mrs. B.'s family physician, the Blood Bank, the 
O.P.D. Department, and the LV. and Blood 
Collection Team. 
Prior to Mrs. B. s ViSitS, a file is set up for 
, her containing the following: 
. Dr. A.'s Autotransfusion Request Form 
. Mrs. B.'s notification letter 
. a recording sheet for the autotransfusion 
I procedures 
. a laboratory requisition for bloodwork 
taken during the procedures. 
On completion of the procedures, the file 
is sent to the admitting department of the 
par1icular hospital where the surgery is to be 
done and becomes part of Mrs. B.'s 
permanent chart when she is admitted to that 
hospital. 


First stage autotransfusion 
phlebotomy 
Mrs. B. arrives on April 7th, in the Out 
Patient Department as scheduled for her first 
procedure. She is made comfortable in one of 
the treatment rooms on either a stretcher or a 
lazy-boy chair by the nurse in our Out Patient 
Department. The nurse checks and records 
Mrs. B.'s blood pressure, pulse. weight, and 
notifies the program director. Dr. Ingham, and 
an LV. nurse of the patient's arrival. 
Dr. Ingham interviews Mrs. B. and does a 
brief physical examination, gives Mrs. B. a 
prescription for iron tablets which are taken 
throughout the course of the procedures, and 
explains all of the autotransfusion procedures 
to her. It is important that she understands all 
of the procedures and has all of her questions 
answered to alleviate any apprehension she 
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A. Basic equipment (required for all autotransfuSlOns) - specimen tubes. adhesIve tape. 
tourniquet. antiseptic swab. blood donor scales. SCIssors. blood tubing clips and clamp Kelly 
forceps. identification bracelet, identification numbers and a file. 


B. First stage autotransfusion phlebotomy 
- single donor pack 


c. Second stage autotransfusion phlebotomy 
- double plasmaphoresis double donor pack 
- blood warming coils 
- basin and thermometer 
- Y-type recipient set 
- 250 cc bag of Normal Saline 
- an I. V pole (not shown) 


B. & C. Third stage autotransfusion phlebotomy 
- combination of both the equipment used for a first and second stage autotransfuslOn 


Fourth stage autotransfusion phlebotomy 
- 2 double plasmaphoresis double donor packs 
- an I. V. pole 
- blood warming coils 
- basin and thermometer 
- Y-type recipient set 
- 2 bags 250 cc Normal Saline 


may have. Dr. Ingham will also see Mrs. B. 
prior to all of her visits, and remains available 
during the procedures if problems arise. 
An identification bracelet is given to herto 
wear on her wrist during all of the procedures 
and during her hospitalization. It states her full 
name, the name of the program director and 
identification number which is placed on her 
file and on all the units of blood she donates. 
All the autotransfusion procedures are 
pertormed by a registered nurse who is a 
memberofthe I. V. Team. In our hospital. all of 
the nurses on the LV. Team have been 
specially trained to do these procedures and It 
is part of their daily assignment. 
The equipment is made ready, using all 
the basic equi pment plus a donor pack as seen 
in Figure 2. Afterexplaining the procedure, the 
LV. nurse applies a tourniquet. selects a large 
vein in the antecubital fossa of Mrs. B.'s arm. 
preps the site with an antiseptic, inserts the 15 
gauge needle as pre-attached to the donor 
pack, and removes one unit (approximately 
500 cc) of Mrs. B. S blood (see Figure 3). When 
this is completed. the nurse calls a blood bank 
technician who clamps off and cuts the unit of 
blood from the needle. attaches the 
identification numbers to Mrs. B.'s bracelet, file 


and unit of blood and then takes the unit of 
blood back to the Blood Bank where it is 
refrigerated until next week's procedure. 
Blood specimens are taken from the same 
needle for a complete blood count, VORL. 
Australian Antigen and serum ferritin level. On 
Mrs. B.'s second and third stage 
autotransfusion phlebotomies, only complete 
blood counts will be done. 
Once the blood specimens are taken, the 
needle is removed and pressure applied to the 
site until there is no further bleeding. 
Following autotransfusion phlebotomy, 
Mrs. B.'s blood pressure and pulse are 
checked by an Out Patient Department nurse 
until they are stable. She is given a warm drink 
and may go home as soon as she feels settled. 


Second stage autotransfusion 
phlebotomy 
Mrs. B..s second visit to the Out Patient 
Department includes the same care as 
outlined for the first stage autotransfusion 
phlebotomy. For this procedure. a double 
plasmaphoresis double donor pack set is used 
(See Figure 4). This contains one needle with 
three connectors. A blood donor pack IS 
attached to the first connector and clamped off 
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Figure 3 
Mrs. B. having a first stage autotransfusion phlebotomy where one unit of blood is collected. 
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Figure 4 
Double plasmaphoresls double donor pack set. 


Figure 5 
A second stage autotransfusion phlebotomy - close-up 
of the blood bank technician clamping of the first unit 
of blood removed during tOday's procedure. 
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with a Kelly forcep. The second connector i 
attached to a 250 cc bag of Normal Saline 
which has flushed through the Y -type recipien 
set and the blood warming coils. The coils 
function to increase the temperature of the 
cold infusing blood to body temperature. It too 
is then clamped off with a Kelly forcep. The 
third connector, already attached to a dono i 
pack, remains ready for use. A venipuncture i: 
done in Mrs. B.'s left arm and the first unit 0 
blood is collected in this pack. The I.V. nurs, 
calls the blood bank technician who brings 
Mrs. B. 's unit of blood collected at the first 
stage procedure one week ago. The 
technician clamps off and cuts from the needl 
the first unit of blood removed in today's 
procedure (See Figure 5). This unit is then 
placed in the Blood Bank refrigerator for 
storage. 
The I.V. nurse now unclamps the 
connection leading to the Normal Saline ar 
flushes the entire tubing. The unit of blood 
removed from the patient during herfirst stag 
autotransfusion phlebotomy is checked am 
plugged into the second V-connector of thE 
recipient set; the warming coils are placed in 
basin of water (36.5 0 C- - 37 0 C); the1lJorm 
Saline is shut off and the blood is infused ov. 
a 15-20 minute period (see Figure 6). 
Following this, the Normal Saline is again us. 
to flush all the tubing and is then clamped. Tt- j 
second donor pack is unclamped and a 
second unit of blood is collected. It is then 
sealed, cut off from the needle, and 
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Figure 6 A second stage autotransfusion phlebotomy The I. V. nurse adjusts the rate of flow of Mrs. B. s 
blood taken during the first stage procedure. The blood is being rein fused through the Y-type 
recipient set and the warming cOIls. 
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refrigerated in the Blood Bank along with the 
first unit until the next week.s procedure. 


Third stage autotransfusion 
phlebotomy 
Mrs. B. 's third stage autotransfusion 
phlebotomy occurs on April 21 st, her pre-care 
and equipment set up just as it was for her 
second stage autotransfusion. The second 
stage procedure is repeated and includes the 
infusion of the second unit of blood removed 
the previous week. Mrs. B. has another 
venipuncture (usually the opposite arm) to 
remove the third unit of blood and once her 
post-care is done, the autotransfusion 
program is complete. 
The Blood Bank now has 3 units of blood 
on hand collected on the 21 st of April for her 
surgery on April 28th. Mrs. B.'s hemoglobin is 
11 gms after her procedures, and this is 
reported to the orthopedic surgeon along with 
the exact amount of blood collected. When the 
blood is needed by the patient in the operating 
room or after surgery, the blood is sent from 
the Blood Bank and infused into the patient. If 
the surgery is performed at another hospital, 
the blood is transferred from our Blood Bank to 
the other hospital on the day before scheduled 
surgery. 
If a fourth stage autotransfusion is 
requested by her doctor, the patient follows the 
same procedure through the first, second and 
third stages of autotransfusion phlebotomy. 
Then, for the fourth stage, the entire second 


stage autotransfusion phlebotomy is done in 
one arm and is then repeated, usually in the 
opposite arm. The units of blood removed from 
the patient during her third stage 
autotransfusion phlebotomy will be returned to 
the patient during this procedure. 


Discussion 
Mrs. B. is just one example of over 225 
patients who have had up to four stages of 
autotransfusion phlebotomy done since the 
program was initiated in 1972. Operative 
procedures of patients who have utilized the 
autotransfusion program have been varied, 
e.g. total hip replacement, Harrington.s 
Procedure, laminectomy and spinal fusion, 
bilateral reduction mammoplasty, abdominal 
hysterectomy. aorta-bilateral femoral graft and 
three vessel heart graft with pump. Most of 
these patients have not encountered any 
problems resulting from the procedure. A few 
patients have had physical problems, e.g. poor 
veins, poor circulation, lowered blood 
pressure or excessive apprehension about the 
procedures. In these cases, the procedures 
were modified and in one instance 
discontinued. 


Conclusion 
We have found that the autotransfusion 
program is workable, is relatively simple and 
that the program is utilized by hospital 
surgeons at all the community hospitals in our 
area. In our experience, we have found that 


the patient cooperates readily and usually 
welcomes the idea of autotransfusion. Most 
important of all, it makes transfusion therapy 
safer for patients. iI 


Author Margaret Halward (R.N., St. Joseph's 
Hospital School of Nursing, Hamilton, Ont.) 
has been the Head Nurse of the I. V. and Blood 
Collection Team at St. Joseph's Hospital in 
Hamilton since 1974 and IS a member of the 
Canadian Intravenous Nurses Association 
and the American Association of I. V 
TherapIsts, Inc. 
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Clinical Word search no.5 


This is another in a continuing series of clinical 
wordsearch puzzles relating to different areas of 
nursing, by Mary Elizabeth Bawden (R.N., 
B.Sc.N.) who presently works as Team Leader 
in the Rheumatic Diseases Unit, University 
Hospital, London, Ontarto. 


Solve the clues. The bracketed number 
indicates the number of letters in the word or 
words in the answer. Then find the words in the 
accompanying puzzle. The words are in all 
directions - vertically, horizontally, diagonally, 
and backwards. Circle the letters of each word 


found. The letters are often used more than once 
so do not obliterate them. Look for the longest 
words first. When you find all the words, the 
letters remaining unscramble to form a hidden 
answer. This month's hidden answer has five 
words (Answers page 47)." ... 


C G N IDE E L B 
LEU K E M I A 
OPMCAWSTELETALPAHA 
IMOMPOBGGDONOAOSPI 
TYLSUAMAYOBATTIAOM 
ALE N A A 0 B X L U T C S C S A E 
LMYOAA I AONFAOKPNTN 
OAMIIMOOMCFTETLEUA 
SCESEEDCDHYDLOAGEC 
I A L USN V E A C C T I L SIN I 
EOPF IOATOEOEOCNTTT 
S CIS U B T K L LAS 0 PAN C S 
A Y T NAP U L 0 I T I B C E A H A 
E T LAB E SSE 100 BIT N A L 
V I U A L A I T N E A E F F 101 P 
E C M T SIC K L E C ELL V V I A 
AF I BA I NEGAHAAOMEAH 


G K T C P F 0 L I 
NHAHUBGHN 


1 A crescent-shaped red blood corpuscle (6,4) 
2 Thrombus (4) 
3 A protein essential for coagulation, formed 
from fibrinogen (6) 
4 Blood replaæment (11) 
5 A loss of blood which, if severe, produces 
shock (11) 
6 Pertaining to the largest of R.8.C's. (10) 
7 An add, member of B vitamins which, if 
deficient, produces anemia. (5) 
8 Contusion (6) 
9 Color of erythrocytes (3) 
10 Plymh (anagram) 
11 Important source of whole blood (5) 
12 Disseminated intravascular coagulation (3) 
13 A laboratory test showing the number of 
various leukocytes, usually expressed as a 
percentage of total white count (12) 


14 An anemia caused by a disease of the bone 
marrow. (8, 6) 
15 A malignant disease affecting the bone 
marrow, spleen and lymph nodes, 
characterized by a decrease in R.B.C.'s and 
platelets, a tendency to bleed and increased 
susceptibility to infection. (8) 
16 Condition characterized by an over- 
abundance of WB.C.'s (12) 
17 Thrombocytes (9) 
18 Plasma-free centrifuged blood. (6, 5) 
19 Thin layer of leukocytes adhering to R.8.C. 's 
in centrifuged blood. (5, 4) 
20 Caused a staining problem for Lady 
Macbeth (5) 
21 Protective measure for patients with severe 
neutropenia. (7, 9) 
22 Decreased number of platelets (16) 
23 Extravasation of blood in 22. (7) 
24 Spalam (anagram) 
25 Mineral necessary for the production of 
haemoglobin (4) 
26 You'll be blue in the face without it. (6) 
27 A neutral-staining granulocyte. (10) 
28 A real shame in Britain. (8) 
29 Foreign proteins which stimulate a protective 
response in the body. (8) 


30 One of many types of agglutinogens found in 
the erythrocytes of 85% of Caucasians. 
(2,6) 
31 They form in response to 29. (10) 
32 Site of haematopoiesis. (4, 6) 
33 A malignant disease of 32. (8, 7) 
34 Total iron binding capacity (4) 
35 System of blood typing used as the basIs for 
whole blood transfusions (3) 
36 Measurement of the average haemoglobin 
concentration /100 ml. of packed red 
cells. (4) 
37 Haemoglobin (3) 
38 Haematocrit (3) 
39 Partial thromboplastin time (3) 
40 Kilogram (2) 
41 Measurement of the average volume of 
individual red cells (3) 
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Rebecca Inns 


We all know the sensation of being caught up 
in a microcosmic slice of life that is made 
unforgettable by the intensity of our subjective 
awareness of what is happening around us. 
Afterwards, we can recall these situations with 
unusual clarity, almost at will, and thus they 
serve as excellent learning resources. 
For me, as with many other nurses, one of 
these occasions involved the sudden death of 
one of my patients n. It was during my fourth 
year as a nursing student on my first day 
assigned to a neurology ward. 
I listened to morning report and 
proceeded down the hall to greet my patient, 
Mr. L. On arrival, I was puzzled for a moment 
by the number of people in the room until I 
realized that the cardiac arrest code I had 
heard was for my patient. 
Panic struck at me! What was I supposed 
to do now? I wandered around in confusion 
trying to stay out of everyone's way. 
About this time. someone phoned Mr. L. 's 
family and told them that he had taken an 
unexpected turn for the worse. 
After what seemed a longtime, Mr. L. was 
pronounced dead and the horde of people 
dispersed to continue with their individual 
tasks. I stood there and looked at my patient. 
This was my first close contact with death. In 
the past, when I had thought about how I would 
feel in this situation, I had expected to be sad 
and, probably, frightened but t wasn.t.1 felt like 
an empty shell, an unconcerned onlooker. I 
packed his belongings as I was asked to, and 
marvelled at my detachment as I waited forthe 
family to arrive. Perhaps, J thought. I have 
become cold and methodical in my nursing 
even before my graduation day 
Mrs. L., her daughter and son-in-law 
arrived and were directed into a quiet room 
after they had been informed of Mr. L.'s death. 
I thought I would leave; I rationalized that they 
would rather be alone. I had read that people 
like supportive company in times of stress but I 
wanted to believe otherwise. Perhaps I was 
afraid of that unknown enemy "death." I feared 
to share in the expression of those raw 
emotions brought about by grief. My instructor 
caught up with me as I was half running up the 
corridor. She "suggested" I go in and sit with 
the L. 's in their grief. 
I entered the room with cups of coffee for 
Mrs. L. and her daughter. The son-in-law had 
returned to his office for an hour leaving 
definite instructions that the other two were not 
to see Mr. L.'s body until he returned. I sat 
down with the two women wondering what to 
do or say next. I knew little about death, next to 
nothing about the patient and not a thing about 
......'" .........-:1. 
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The first couple of minutes were uneasy 
as J tried to establish some rapport. I was 
nervous because I wanted to help them but I 
didn't know how to go about it, where to begin. 
As we became a little more familiar with each 
other I began to relax and not worry about 
every word. After a while, even the silences 
became more comfortable and I found I was 
forgetting about myself in the situation and 
empathizing with the L. 's, wondering how t 
would feel in their situation. 
Mrs. L. 's behavior changed from a period 
of depressed withdrawal during which she 
cried and stared out the window. to edging 
around on her chair and listening to her 
daughter and me. Finally, she began to 
participate in the interaction, giving a complete 
description of Mr. L.'s illness and revealing 
much anger in doing so. 
At the time I remember thinking how 
controlled the daughter was. Afterwards, 
however, I wondered whether perhaps she 
was a little too assured, too gay, and that this 
was her way of coping with her father's death 
and her mother's obvious grief. 
I feel that this incident raises a number of 
points pertinent to nursing today. 
Nursing education emphasizes a 
"holistic" approach to patient care. Thus, if a 
patient dies suddenly, helping the famly cope 
with their grief is an extension of caring for the 
patient. One might ask if this duty should be 
included in the already busy schedule of the 
hospital nurse but I think that it is the nurses 
who have come to know the patient and his 
family who are best equipped to help the 
survivors deal with their immediate reaction to 
their loss. 
Another query that comes to mind IS 
whether such a short involvement after death 
is beneficial. There are programs in operation 
that include ongoing services to bereaved 
families but unfortunately these are not always 
available. 
All in all, even a short-term involvement 
on the nurse's part can be helpful to the family 
who infer from this that she considers them 
and their loss important enough to sit down 
and grieve with them. By taking time to be with 
the family she is also showing them she cares 
about them and what they will do now. She can 
also help them begin to acknowledge and 
accept their loss. 
Dr. Elisabeth Kubler-Ross identifies five 
stages of reaction to gnef: 
. shock and denial 
. anger 
. bargaining 
. depression 
. acceptance. 
It is unrealistic to hope that the family will 
_ _ _ _ _ .a.L _ _'-.&1 _ _ _ .L_ _ . _...L L _ .. 
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time immediately following the death of their 
loved one. But if they spend some time with a 
nurse who gives them the impression that she 
cares about someone they were so close to, 
and who accepts his death, they can begin to 
progress through these stages. 
My third concern is the conflict that I felt 
existed between the hospital's needs and those 
of the patient and his family. During the time I 
spent with Mr. L. 's family, two interruptions 
occurred. The first involved a staff nurse who 
came in to ask the family whether they would 
consider changing their minds about refusing 
to have an autopsy done. The second was the 
same nurse who returned to request that the 
family see "the body" nght away. 
In the first instance, a staff nurse entered 
and stated that the doctor would like very much 
to do a post mortem on the patient. She asked 
whether the family would consider changing 
their decision. The wife looked lost. The 
daughter looked first to her mother and then to 
me for guidance. 
ME: "You don.t want an autopsy?" in a 
surprised tone as I did not know the topic had 
already been discussed. 
DAUGHTER: "Well... we thought .,. why 
bother? He's gone." She sounded surprised 
that anyone would consider having an 
autopsy. 
STAFF NURSE: "Well. It would aid medical 
research and help us a great deal." She 
remained standing in the doorway and looked 
impatient. 
There was an uncomfortable silence. I did 
not know whether to speak or not. I 
empathized with both the doctors and the 
family. On one hand, I agreed with the family 
that it seems an unnecessary violation to 
subject their loved one's remains to a 
pathologist's knife. On the other hand, I knew 
that Mr. L. 's cause of death was unknown and 
that, in the past, autopsies have resulted in 
major contributions being made to medicine, 
including the discovery that appendicitis may 
cause death and that a simple appendectomy 
could rectify the situation. 
I pondered over whether I had any rightto 
try to influence the family's decision. At the 
same time, I was conscious of being acutely 
uncomfortable because of my ambivalent view 
of the situation, and the feeling that I wanted to 
do what was best for the family but also to 
please the hospital. 
In the second instance, the same nurse 
entered the room to ask if the family would like 
to see "the body." A look of shock and pain 
passed over the wife's face. (I had never 
thought about the use of the word "body" 
before but remembering that look will certainly 
make me reconsider before using it in the 


c øJ 


future!) The daughter looked around for 
support and said she was not sure if she 
wished to see her father. 
ME: "Do you think it could wait until the 
son-in-law returns? He should be back in 
about five minutes." 
STAFF NURSE: "It'sjustthatthe other patient 
wants back in his room." There was an 
uncomfortable pause. 
I vascillated between complying with the 
nurse's request and thus enabling the 
hospital's routine to run more smoothly, 
leaving the decision with the family or 
defending them against the bureaucracy. 
ME: "Well, the son-in-law said he'd be back in 
half an hour, twenty-five minutes ago." 
STAFF NURSE: "Okay." 
In each of these situations, there was an 
element of conflict that is present throughout 
nursing practice and which, I feel, every nurse 
needs to resolve. My feelings of ambivalence 
during the two encounters made it clear to me 
that throughout my nursing career I must 
continually re-examine my professional 
standards, and help to ensure that the 
hospital's and the nurse's goals are the same 
- i.e. to provide care for the patient and his 
family. 
Spending even that brief time after the 
death of a patient with those who were close to 
him shows that you do care and leaves the 
family feeling not quite so alone. 
Nursing is a caring profession and the 
nurse must help those who need her 
assistance in whatever capacity she can. '" 
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A June 1976 graduate of the University of 
Ottawa's baccalaureate course in nursing 
science, Rebecca Innssays she "loves living 
in California", where she works as a staff 
nurse on the Orthopedic Surgery ward at 
Marina Mercy Hospital in Marina del Rey. She 
plans to transfer soon to Harbor General 
Hospital in Los Angeles to work on a general 
surgery ward. 
Before moving to California, Rebecca 
worked as a Camp Nurse near Huntsville, 
Ontario. She has also done volunteer work at 
Red Cross Blood Donor Clinics. 
She enjoys California but plans to return 
to Canada someday. This is her first published 
story. 
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If a major emergency situation 
involving a large number of 
casualties occurred in your 
community, what would you do? 
Do you know enough first aid right 
now to be able to treat victims until 
further help is available? Does your 
local hospital have a disaster plan? 
The idea of a disaster or 
large-scale emergency is far from the 
minds of most of us living out our 
day-to-daylives in Canada. If we think 
about it at all, we agree that disasters 
do happen - but they happen in Latin 
America, or China, or the South 
Pacific. We seldom think in terms of 
earthquakes or major floods in relation 
to ourselves. "seems to be part ofthe 
"it can't happen to me: it only happens 
to the other guy" syndrome. 
Large-scale disasters know no 
geographic bounds. They can and do 
happen anywhere, and when they 
occur it is to the health professions 
that survivors look for help. 
Within the fast 25 years, 
Canadians have witnessed several 
major disasters, inçluding the one in 
the coal mines in Springhill, Nova 
Scotia in 1958, the collapse of the 
Second Narrows Bridge linking 
Vancouver to North Vancouver that 
same year, and Hurricane Hazel in 
southern Ontario in 1954. In recent 
years, television has immeasurably 
increased the immediacy of such 
events and the memory of them is 
vivid in the minds of many people. 
The more advanced and complex 
technology taking over every facet of 
Jiving has increased by leaps and 
bounds the possibilities for 
unforeseen disasters that involve 
dozens or even hundreds of people. 
Jumbo jets, trains, buses and the 
ubiquitous automobile, huge 
construction projects. tankers 
transporting hazardous products all 
have the potential for creating extreme 
emergency situations. All carry with 
them the threat of large numbers of 
casualties occurring simultaneously 
within one community. What happens 
when the strain that an event of this 
scale places on a community's 
hospital emergency services is too 
great? 


Sandra LeFort 
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Disaster planning 
Lorraine Davies, Director of 
Emergency Health Services, Health 
and Welfare Canada since February 
1976, was formerly the nursing 
consultant for the province of Nova 
Scotia's Emergency Health Service. 
She sees the need for a more 
organized and coordinated way of 
dealing with the type of emergency 
situation that may result in an 
unusually large number of dead and 
Injured people and believes that it is 
necessary for hospitals and health 
professionals to be prepared to deal 
with an extreme emergency situation. 
Emergency Health Services in 
Ottawa, a Division of the Medical 
Services Branch of Health and 
Welfare Canada, provides expertise 
and assistance to provinces in the 
area of emergency health planning as 
well as allocating equipment to be 
used for specified disasters. This 
equipment is then pre-positioned 
throughout the provinæs. It includes: 
casualty collecting units: advanced 
treatment centers; blood donor packs; 
hospital disaster supplies such as 
additional stretchers, dressings, 
intravenous solutions etc. Hospital 
disaster supplies are forwarded by the 
province to hospitals with approved 
disaster plans. Some of this 
equipment has been utilized, at 
various times, by different hospitals in 
emergency situations when they 
requIred augmentation of their normal 
emergency supplies. 


.1 


Hospital-in-a-box 
On a larger scale, but part of the same 
Health and Welfare Package, is the 
"Two Hundred Bed Hospital" - a 
completely functional hospital that can 
be utilized anywhere that the need 
occurs in Canada. Emergency 
Hospitals are to be used only in the 
event of a disaster of major magnitude 
necessitating the reinforcement or 
replacement of local hospital facilities. 
On May 22. 1966, the Stanton 
Yellowknife Hospital burned to the 
ground and a portion of the 
Emergency Hospital including X-ray, 
Laboratory, Pharmacy, Operating 
Room, Central Supply and Ward 
supplies and equipment was used in 
the town of Yellowknife for nearly 
seven months. Emergency Health 
Serviæs, Alberta, as directed by the 
Government of Canada, flew the 
equipment by R.C.A.F. Hercules to 
the town. With the supervision of a 
member of Alberta Emergency Health 
Services, the equipment was 
assembled in the Elk Hall and within 
four hours of its arrival, the hospital 
was operational. The staff found the 
equipment to be of high quality, 
fulfilling all the requirements 
necessary for a hospital. This was the 
fIrst time that an Emergency Hospital 
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ThIS star-shaped formation IS utilized in the 10-bed Post-Operative 
Recovery Area. As the Emergency Hospital wIll function in a high school, the 
other 5 beds, not shown in this photo, would be set up along the wall 
perimeter. 
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..1. A 
o This photo shows the star-shaped formation of the stretchers aroun
 the 
oxygen supply with the five-way adapter and the Wagensteen gastric 
suction apparatus in the area of Pre-Operative Resuscitation. This stretcher 
arrangement provIdes a small intensive care unit. 
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had been functionally utilized in 
Canada. The hospital equipment is 
packed in 594 boxes designed for 
long-term storage. The total weight of 
the hospital is 42,000 Ibs. and reqLires 
two 40' vans, one freight car, or one 
Hercules plane to transport it. It is 
self-sustaining for seven days. In time 
of disaster in Canada the Emergency 
Hospital would probably be 
assembled and function in a school or 
other selected shelter. Classrooms, 
for instance, would provide space for 
the operation of the functional areas. II 
takes approximately one hundred and 
twenty man hours for the hospital to be 
made opelational - Le. 30 skilled 
people working for four hours to 
assemble it. A staff of 263 people are 
required to provide the services within 
the Emergency Hospital. 
Everything you really need 
This hospital is complete in every 
respect: 
. There are ten wards made up of 
eight general wards and two special 
wards that serve as pre- and 
post-operative areas. The beds in the 
wards are constructed of a lightweight 
tubular metal, with a nylon-cotton 
waterproof deck which is held in place 
by a non-stretchable nylon cord. 
. The three Operating Rooms each 
contain a lightweight folding table, 
surgical lamp, anesthetic apparatus, 
utility tables, Mayo stands, electrical 
suction machine and oxygen 
cylinders. 
. The Central Supply Room, also 
well eqLipped. contains two portable 
autoclaves and a water boiling 
sterilizer. The autoclaves can function 
from a variety of heating sources: 
propane gas, natural or mixed gases, 
steam or electricity. Is is here that the 
surgical trays and equipment are 
sterilized. Also, some Ward supplies 
are obtained from this area, along with 
surgical instruments. 
.A large Phannacy and Phannacy 
stores, provide the medication, 
dressings, intravenous solutions. 
anesthetic supplies and the special 
equipment and supplies necessary for 
the effident operation of an 
Emergency Hospital. 
. The Hospital has its own 
Laboratory with the basic equipment 
to perform 500 basic laboratory tests. 
A blood donor kit is sometimes stored 
with the Emergency Hospital with 
supplies to obtain 100 pints of whole 
blood. 
. The x-ray area contains an x-ray 
machine, portable film processing 
machine and other equipment 
necessary forthe provision of a sound 
x-ray service. Polaroid film is used to 
take the x-rays and only ten seconds is 
reqLired to process the film 
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E An overall view of an area of the 200 Bed Emergency 
Hospital, shoWIng part of a 20 bed general ward, 
post-operative recovery, operating room, pre-operative 
resuscitation, and admitting areas. 


A three-kilowatt portable, 
gasoline-powered generator is 
supplied as an auxiliary power source 
for the x-ray unit. Besides the basic 
areas, there is a Utilities Area which 
contains a fifteen hundred gallon 
water storage tank. An electrical pump 
gives pressure frOr>1 the tank to three 
taps within the hospital. Auxiliary 
electrical power is obtained by means 
of a ten kilowatt gasoline powered 
generator. Twenty of these hospitals 
were provided to the Govemment of 
South Vietnam to assist in the 
provision of medical and surgical care 
for the dvilian population. A team of 
experts from the Federal Emergency 
Health Service trained the 
Vietnamese personnel in the use of 
the equipment. The Canadian 
govemment also provided four 
Emergency Hospitals to Nigeria after 
the war in Biafra. "" 


Thanks go to Carolynne E. Ross, 
Nurse Consultant for the Alberta 
Emergency Health Services and to 
Lorraine Davies, Director of 
Emergency Health Services, Health 
and Welfare Canada for their help in 
the preparation of this article. 
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Clinical Wordsearch 
Answers 
Puzzle no. 5 (appears on page 42). 


1 Sickle Cell 
2 Clot 
3 Fibrin 
4 Transfusion 
5 Haemorrhage 
6 Macrocytic 
7 Folic 
8 Bruise 
9 Red 
10 Lymph 
11 Donor 
12DIC 
13 Ditfe rential 
14 Aplastic Anemia 
15 Leukemia 
16 Leukocytosis 
17 Platelets 
18 Packed Cells 
19 Buffy Coat 


20 Blood 
21 Reverse Isolation 
22 Thrombocytopenia 
23 Purpura 
24 Plasma 
25 Iron 
26 Oxygen 
27 Neutrophil 
28 Bleeding 
29 Antigens 
30 Rh Factor 
31 Antibodies 
32 Bone Marrow 
33 Multiple Myeloma 
34 T.I.B.C. 
35 A.B.O. 
36 M.C.H.C. 
37 Hgb 
38 Hct 
39 P.T.T. 
40 Kg 
41 M.C.V. 


Hidden Answer: Give blood, it's so vital 
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Hibitane;:: 
Skin Cleanser 
A sudsing, antiseptic, cleansing solution containing 
4% WI v chlorhexidine gluconate for. 
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. preoperative scrub-up 


. cleansing and 
disinfection of operative 
site on the ward before 
surgery 


. general hand washing 


" 


. patient bath and 
shampoo 


Hibitane;:: Gluconate 
20% Solution 
A multipurpose broad-spectrum antiseptic 
concentrate. Diluted as directed it is ideally suited for: 


. preoperative patient 
preparation 


. disinfecting respiratory 
and anesthetic 
equipment 


. an effective general 
purpose antiseptic on 
intact skin and mucous 
membranes, wounds, 
lacerations, and 
abscesses 


. the emergency 
disinfection of medical 
instruments 


. prolonged storage of 
sterile instruments 


.;'" 
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Salvon::: Hospital 
Concentrate 
A multipurpose detergent antiseptic combining the 
effectiveness of an outstanding bactericide. . . 
HIBITANE,with the cleansing properties of cetrimide 
B.P. 


, 



 


... 


. four basic dilutions to 
fulfill the majority of 
hospital antiseptic 
needs 


. excellent cleansing 
properties 


r-. 


. low levels of toxicity 


J 


. rapid, persistent, 
broad-spectrum 
bacteridical action 


. economical 



to suit most hospital antiseptic needs 
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Sonacide
:
 
(potentiated acid glutaraldehyde 2%) 
A disinfecting and sterilizing solution for processing f 
respiratory and anesthetic equipment 


, 


, 


"' 


. bactericidal, fungicidal. 
sporicidal, virucidal 
. may be used on plastics 
and ru bber 
. may be used in existing 
automatic 
decontaminating 
machines, ultrasonic 
cleaners, or any simple 
convenient container 


. achieves complete 
disinfection after 20 
minutes at room 
temperature, and 
sterilization in 1 hour at 
60 0 C 
. good for 4 weeks' 
continuous use 


" 
o 


, 


.. 


. U . r of .a., h ., r 
e . ratories to ook after the r an septJc 
. roduct In tre Ay - t ant'.... - pti" i'1 c 
.. ned r. u t 'or r y nd 
by Ay fs t hnl al &er f fOU 
fl..rtner informat on on anyone or all 
- . c contact you r A yer t -. - 
 ;: I e 
· .d return thl c. f:Jn. 


r--------T -- --- -- I 
(PLEASE PRINT) 
TO I 
I A YERST LABORATORIES I NAME 
I 1025.laurentian Blvd., Montreal, Quebec. H4R 1J6 I I 
I would like to receive information on: ADDRESS 
I D Hibitane* Skin Cleanser I NO STREET I 
I D Hibitane* Gluconate 20% Solution I I 
CITY 
I D Savlon * Hospital Concentrate I I 
D Sonacide* PROVINCE 
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AYERST lABORATORIES 
DIvision of Ayerst, McKenna & Harrison Limited 
Montreal, Canada 


I Ayerst , 


Qualify has 
no substitute 


HIBITANE and SAVLON made in Canada by arrangement with IMPERIAL CHEMICAL INDUSTRIES LIMITED 
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May 


Life, Death and Freedom, a 
residential workshop held May 27-29, 
1977 in Devon. Alberta. Open to 
members of the helping professions 
who are involved with any reaction to 
loss. Contact: Grant MacEwan 
Community College Continuing 
Education Division, 10045-156 Street, 
Edmonton, Alberta. 


June 


Canadian Council of 
Cardiovascular Nurses Nova 
Scotia Branch: Annual Two-Day 
Workshop to be held June 2-3, 1977 
at the Tupper Bldg., Halifax. Contact: 
Donna Rhodes, 706 - 5681 Rhuland 
St., Halifax, N.S. B3H 4J6. 


8th Annual Meeting of the Canadian 
Association of Neurological and 
Neurosurgical Nurses to be held at 
the Loews Concorde Hotel in Quebec 
City on June 15-17, 1977. Contact: 
Ms. Beth Cook, 59 Warren Road. 
Toronto, Ontario. M4V 2R9. 


68th Annual Conference of the 
Canadian Public Health 
Association to be held in Vancouver, 
B.C. on June 28-30, 1977. Contact: 
CPHA, 1335 Carling Ave., Suite 306, 
Ottawa, OntariO, K1Z 8N8. 


Canadian Paediatric Society 54th 
Annual Meeting to be held at the 
Bonaventure Hotel in Montreal on 
June 25-29, 1977. Contact: Dr. Victor 
Marchessault, Executive Secretary, 
Canadian Paediatric Society, Centre 
Hospitaller, Université de 
Sherbrooke, Sherbrooke, P. Q. 
J1 H 5N4. 


International Conference on 
Medical Device Regulation 
sponsored by Health Protection 
Branch, Health and Welfare Canada 
and the Association for the 
Advancement of Medical 
Instrumentation. To be held June 
14-16, 1977 in Ottawa. Contact: 
Director, Bureau of Medical Devices, 
Health Protection Branch, Health and 
Welfare Canada, Ottawa, Canada 


Canadian Guidance and 
Counselling Association National 
Conference to be held in Montreal on 
June 14-18, 1977. Theme: "Toward 
the development of human resources" 
with keynote speakers, Hans Selye. 
Viktor Frankl and Marie-Andrée 
Bertrand. Contact: Secretariat, 1895 
avenue de La Salle, Montreal, 
Quebec, HIV 2K4. 


Developing Learning Modules for 
Nursing Instruction. To be held at 
the Holiday Inn, Calgary, Alia., on 
June 28-30, 1977. Contact:lnstitute of 
Nursmg Consultants, Fay Bower, 
1820 Portola Road, Woodside, 
California, 94062. 


First Congress of Nurse Healers to 
be held in San Francisco, California on 
June 10-12, 1977. Theme: The nurse 
healer of tomorrow: a futuristic view. 
For information contact: East West 
Academy of Healing Arts Council of 
Nurse-Healers. Congress, 33 Ora 
Way, San Francisco, Calif. 94131. 


July 


Class of '67 Ten Year Reunion of 
Registered Nurses of the St. 
Boniface General Hospital, Winnipeg, 
Manitoba. To be held July 9-10, 1977. 
For information contact: Doreen 
PattIe, 34 Inwood Crescent, 
Winnipeg, Manitoba, R2Y 1A3. 
Futuration . 77. The 12th Annual 
Conference of the Canadian 
Foundation on Alcohol and Drug 
Dependencies, Winnipeg, Manitoba 
on July 10-15, 1977. Information: 
Conference Manager, Futuraction 
'77. The Alcoholism Foundation of 
Manitoba, 1580 Dublin Ave.. 
Winnipeg, Man., R3E OL4. 


August 


Health Care Evaluation Seminar. A 
one-week seminar for those 
interested in health care evaluation to 
be held at Memorial University of 
Newfoundland, from August 29-Sept. 
2, 1977. Applications due June 1. 
Contact: Patricia Bruce-Lockhart, 
Division of Community Medicine, 
Faculty of Medicine, Memorial 
University of Newfoundland, St. 
John's, Newfoundland, A 1B 3V6. 


Strategies for Curriculum Change. 
To be held in Winnipeg, Man. on 
August 18-20, 1977. Contact:lnstitute 
of Nursmg Consultants, Fay Bower, 
1820 PortoJa Road, Woodside, 
California, 94062. 


Canadian Society of Respiratory 
Technologists Annual Education 
Forum to be held at the Holiday Inn, 
Winnipeg, Manitoba on August 30 - 
Sept. 2, 1977. Contact: Kathy Irving, 
Registration Chairman, P.O. Box 
1841, Winnipeg, Manitoba, R3C 3R1. 


Fourth Annual Meetingl 
Educational Workshop of 
the American Association of 
Diabetes Educators. To be held in 
Denver, Colorado on Aug. 14-15, 
1977. Contact: American Association 
of Diabetic Educators, 3553 W. 
Peterson Ave., Chicago, IL 60659. 


World Federation for Mental 
Health - 1977 Congress, "Today's 
Priorities in Mental Health," to be 
held in Vancouver, B.C. from August 
21 - 26, 1977. The focus of the 
meeting will be on finding ways to 
make health systems work for all the 
people, Including the mentally ill. 
Techniques of Health By The People 
will be emphasized. For further 
information contact: Secretariat, 
World Federation for Mental Health. 
Health Sciences Centre Hospital, 
2075 Wesbrook Place, The University 
of British Columbia, Vancouver, B.C. 
V6T 1 W5. 


Symposium on Canada and 
World Food to be held at Carleton 
University, Ottawa on August 22-24, 
1977. Multidisciplinary topics 
discussed. Contact: The Royal 
Society of Canada, 344 Wellington 
St., Ottawa, Ont., KIA ON4. 


September 


Emergency Nurses Association of 
Ontario Annual Conference to be 
held September 12-14, 1977 at the 
Skyline Hotel, Ottawa, Ontario. 
Contact: Helen McPhee, Supervisor, 
Emergency Department., Ottawa 
Civic Hospital, 1053 Carling Ave.. 
Ottawa, Ontario. 


70th Anniversary Reunion of the 
Holy Cross Hospital Nurses 
Alumnae to be held on Sept. 17 to 18 
1977 in Calgary, Alberta. For furthe 
information, contact. Mrs. Ella 
Benner, 2007 - 23rd Ave. N. w., 
Calgary, T2M 1W2. 


Spinal Cord Injury Workshop - 
 
Multidisciplinary Approach. To be 
held on Sept. 19-21, 1977attheSiste 
Kenny Institute in Minneapolis, MinI' 
Contact: Dianne Talbot, R.N., Nursinf 
Education, Sister Kenny Institute. 81 
East 27th Street, Minneapolis, 
Minnesota, 55407. 


American Cancer Society Second 
National Conference on Human 
Values and Cancer to be held 
September 7-9, 1977 in Chicago, 
Illinois. For information contact: 
American Cancer Society, Second 
National Conference on Human 
Values and Cancer, 777 Third 
Avenue. New York. N. Y. 10017. 


October 


Sixth Annual General and Scientifi. 
Meeting of The Canadian 
Association on Gerontology to be 
held October 13-16, 1977 in Montrea 
at Loews "La Cite" Hotel. Contact: 
Blossom T. Wigdor, Ph.D., Director, 
Psychology Services, Queen Mary 
Veterans Hospital, 4565 Queen Mar 
Road, Montreal, Quebec, H3W 1W5 


Colloquium on Bio-Medical Ethic: 
to be held Oct. 27-30, 1977. 
Sponsored by the Faculty of Medicin' 
and the Department of Philosophy ( 
The University of Westem Ontario. 
Papers on various topics are invitee 
For further information write to: 
Professor John Davis, Department c 
Philosophy, The University of Wester, 
Ontario, London. Ontario. N6A 3K7. 


12th Operating Room Nurses 
Conference to be held by the OR 
Nurses of Nova Scotia on Oct. 18-2C 
1977 in Halifax. Contact: Miss L 
Hirtle. R.N., Halifax Infirmary (OR), 
1335 Queen St.. Halifax, NovaScotiE 
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M. Josephine Flaherty has resigned 
her position as dean, Faculty of 
Nursing, University of Western 
Ontario. to accept the appointment of 
Principal Nursing Officer, 
Department of National Health and 
Welfare. A native of Toronto, 
she received her B.Sc.N., BA, 
and M.A. degrees from the 
University of Toronto and was 
I awarded a Ph.D for her work in 
, statistics and measurement in 
education. Extensively involved in 
adult education, she has conducted 
studies into the need for continuing 
education for registered nurses in 
Ontario and into the academic 
potential of mature students. Her 
nursing background includes general 
duty nursing, public health nursing 
and teaching in university and diploma 
nursing programs. She is a past 
president of the Registered Nurses 
Association of Ontario, and a former 
director of the Canadian Nurses 
Association and the Canadian Nurses 
Foundation. She was associate 
professor at the Ontario Institute for 
Studies in Education and the 
University of Toronto before her 
appointment as dean, Faculty of 
Nursing, University of Westem 
Ontario in 1973. She will assume her 
new duties as Principal Nursing 
Officer this summer. 


Roselyn Smith (R.N., St. Paul's 
I Hospital School of Nursing, 
Vancouver; B.N., McGill University) 
has been appointed director of 
nursing, Children's Hospital, 
Vancouver. B.C. Previously, she was 
director of nursing at Montreal 
Children's Hospital in Montreal, 
Quebec. 


Adele Herwitz, past executive 
directorofthe International Council of 
Nurses and a former associate 
executive director of the American 
Nurses' Association has been 
appointed executive director of the 
Commission on Graduates of Foreign 
Nursing Schools. The organization, 
formed nine months ago, wIll establish 
a screening program for foreign nurse 
graduates seeking to enter the United 
States Herwitz assumed her new 
duties on April 1. 


Phyllis Burgess (R.N., Toronto 
General Hospital School of Nursing) 
recently retired from her position as 
director of nursing at the Ontario 
Cancer Institute, Princess Margaret 
Hospital, Toronto. After working with 
cancer patients for 37 years she was 
honored by the City of Toronto and 
was the recipient of an Award of Merit. 
She plans to have a productive 
retirement and to continue as a 
volunteer in Coping with Cancer 
groups where patients are 
encouraged to discuss their feelings 
about cancer. 
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J. Patricia Holder has been 
appointed Director of Nursing at The 
Princess Margaret Hospital following 
the retirement of Phyllis Burgess 
Holder was previously with the North 
York General Hospital in Toronto. 


Corine Marlatt (R.N., Edith Cavell 
Regional School of Nursing, Belleville, 
Ont.) recently arrived in Afghanistan to 
serve a two-year tour of duty with 
MEDICO, a service of CARE. She is 
stationed at a new 25o-bed hospital in 
the Afghan capital of Kabul where she 
will be working in supervisory and 
teaching capacities in the surgical 


wards, intensive care units and 
recovery room. Her main duty will be 
to upgrade the training of local nurses 
and students. 
Prior to joining CARE/MEDICO, 
Marlatt was a staff nurse at the 
University of Alberta Hospital in 
Edmonton and at the Belleville 
General Hospital, Believille,Ont. 
The Health Sciences Department of 
Grant MacEwan Community College 
has announced the appointments of: 


" 


... 


8. June Colberg, (R.N., B.Sc., M. 
Ed.) as Instructor of the Extended 
Care Nursing Certificate Program. 
She has past experience in nursing 
service and in education, her most 
recent pJst being Chairman, 
Department of Nursing, Cariboo 
College. Kamloops, B.C. 


..... 


...... 


" 


Elizabeth Dawson (R.N., B.Ed.) as 
Instructor of the Occupational Health 
Nursing Certificate Program She has 
had previous experience in 
occupational health, teaching and 
social work. 


The Canadian University Nursing 
Student Association (CUNSA) is 
sending two representatives- Peg gy 
Wareham (above), national 
chairperson of CUNSA, Memorial 
University, St. John s, Newfoundland 
and Mary Comer national research 
coordinator, Mount St. Vincent 
University, Halifax, N.S - to the 1977 
ICN Congress in Tokyo later this 
month. A student assembly held at the 
Congress on May 30 will give student 
representatives from across the world 
the opportunity to discuss topics of 
interest to all nursing students. 


Virginia A. Lindabury, former editor 
of The Canadian Nurse, is now 
managing editor of two magazines in 
Naples, Florida - the Naples Guide, 
a 112-page magazine published 
monthly for tourists, and Naples Now 
a new publication for southwestern 
Floridians. 
Lindabury, a graduate of Toronto 
General Hospital School of Nursing 
and the University of Western Ontario, 
left The Canadian Nurse in 1975, after 
13 years with the magazine. She 
vacationed in Florida - where most of 
her family live - for a year, then 
accepted the position last July as 
advertising sales representative with 
Reynolds Enterprises She was in that 
job six months before being appointed 
managing editor. 


Glennyce Sinclair, (R.N., B.Sc.N.) 
has been appointed Director of the 
Diploma Nursing Plogram at The 
College of New Caledonia, Prince 
George, B.C. This is a new College 
program and will commence in 
September. 
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Selecting 
texts 
for 
next senlester? 


Consider these ne"\V and revised 
Mosby books. 


MEDICAL 
SURGICAL 


6th Edition! MEDICAL-SURGICAL 
NURSING, By Kathleen Newton Shafer. 
R N. M A. Janet R Sawyer. R.N.. 
Ph.D.. Audrey M McCluskey. R N.. 
M.A. Sc M Hyg.; Edna Lifgren Beck. 
R N. M.A. and Wilma J Phipps. RN 
A.M; with 28 contributors The revised 
and expanded edillon of this text 
focuses on individua:ized total patient 
care. Throughout. you"!1 find mcreased 
emphasis on physiology. patho- 
physIOlogy and nursing assessment. 
1975.1.048 pp..608 illus. Price. $19.90. 


New 2nd Edition! THE SURGICAL 
PATIENT: Behavioral Concepts for 
the Operating Room Nurse. By Bar- 
bara J Gruendemann R.N.. B.S.. M S; 
Shirley B Casterton. RN. B.S.; Sandra 
C. Hesterly. R N.. B.A. Barbara B. 
Minckley. RN. BS. MS. D NSc., and 
Mary G Shetler. RN. B.S.N This new 
edition presents behavioral concepts 
that can be applied to patient care in a 
variety of surgical situations. Updated 
discussions incorporate current Stan- 
dards of Practice and ways to imple- 
ment the nursing process. April. 1977. 
Approx 160 pp.. 72 illus About $7.10. 


New3rd Edition/THE PROCESS OF 
PATIENT TEACHING IN NURSING. By 
Barbara Klug Redman, R.N., B.S N, 
M.Ed., Ph.D This expanded new edi- 
tion offers important principles and 
methods for patient teaching. Discus- 
sions present timely mformation on be- 
havioral objectives. care plans. legal 
aspects. and other tOpICS! June. 1976. 
282 pp.. 14 figs Price, $8.15. 


A New Book! HEALTH ASSESS- 
MENT. By Lois Malasanos, R.N., Ph.D.; 
Violet Barkauskas, RN., C.N.M., 
M.P.H., Muriel Moss, R.N.. M.A; and 
Kathryn Stoltenberg Allen, R.N., M.SN. 
Written by nurses for nurses. this 
comprehensive text describes and il- 
lustrates the techniques and proce- 
dures necessary to obtain a complete 
health history and perform a thorough 
physical examination July 1977 Ap- 
prox. 576 pp.. 683 illus.. 239 in 2-color 
About $22.00. 


FUNDAMENTALS 


A New Book/ LIFTING, MOVING, 
AND TRANSFERRING PATIENTS: A 
Manual. By Marilyn J Rantz, R.N, 
B.S N and Donald Courtial, RP T ,B.S. 
This valuable new book describes and 
illustrates the safest and easiest 
methods for handlmg and transferring 
patients with special problems or in- 
juries. January. 1977 148 pp.. 250 illus 
Price. $7.30. 


A New Book / INTRODUCTION TO 
NURSING ESSENTIALS: A Hand- 
book. By Helen Readey, R.N., M.S.; 
Mary Teague. R.N, M.S.N., and William 
Readey ff1, B.S. This concise handbook 
synthesizes basic information essential 
to all beginning nursing students. Top- 
ics range from communication and 
terminology to P.O.M.R., mathematics. 
nursing process. and legal aspects. 
April, 1977. Approx. 176 pp.. 19 illus. 
About $5.80. 


3rd Edition! THE FOUNDATIONS OF 
NURSING: As Conceived, learned, 
and Practiced in Professional Nurs- 
ing. By Lillian DeYoung, RN, B.S.NE, 
M.S., Ph.D, with 4 contributors. 
Examine the many dimensions of mod- 
ern professional nursing - oppor- 
tunities. responsibilities. and personal 
and social roles with this informative 
text. 1976. 316 pp.. 43 illus. Price, 
$9.40. 


A New Book! TECHNOLOGY FOR 
PATIENT CARE: Applications for To- 
day, Implications for Tomorrow. By 
Joseph D. Bronzino. Ph.D. Particularly 
helpful for students with a limited 
background in advanced mathematics, 
this unique book provides up-to-date 
information on the major technological 
advances which affect contemporary 
health care. July. 1977. Approx. 288 
pp.. 135 illus About $10.00. 



BEHA VIORAL 
SCIENCE 
BEHA VIORAL METHODS FOR 
CHRONIC PAIN AND ILLNESS. By 
Wilbert E Fordyce Ph 0 This valuable 
book explores new approaches to 
control of pain through behavior mod- 
ification techniques Topics Include 
concepts of pain and technology for 
treatment planning 1976. 248 pp. 31 
iI/us Price, $10.00. 


New 2nd Ed,tion' BEHAVIOR MOD- 
IFICATION AND THE NURSING PRO- 
CESS. By Rosemanan Berni. R N.. MN 
and Wilbert E Fordyce. Ph D. The new 
2nd edition of this widely known text 
presents practical, up-to-date 
gUidelines which help students apply 
behavioral modificatIon techniques to 
a wide variety of deviant or disordered 
behaviors. May 1977. Approx 160 pp 
10 illus About $5.80. 


BASIC SCIENCE 


9th Edition! TEXTBOOK OF 
ANATOMY AND PHYSIOLOGY. By 
Catherine Parker Anthony, R N.. B.A., 
MS. with the collaboration of Norma 
Jane Kolthoff R.N , B S.. PhD The 9th 
edition of the most widely adopted 
anatomy and physiology text has been 
updated and expanded. You'll fmd new 
dIscusSions on the nervous system 
brain waves and biofeedback training 
liver functions. and other topics 1975. 
608 pp. 336 figs. (145 color), me!. 239 
by Ernest W. Beck and an insert on 
human anatomy containing 15 full- 
color plates 6 in transparent Trans- 
Vision
 Price. $15.25. 


11th EditIOn' MICROBIOLOGY AND 
PATHOLOGY. By Alice Lorraine Sm,th, 
A.B., MD., F.C.AP. F.A c.P. The new 
extensively revised and expanded edi- 
tion of this classic text oilers your stu- 
dents the most recent information on 
general and specialized pathology and 
microbiology. You II find updated and 
expanded information on: biologic 
classification of microbes. lymphoid 
systems role in immunity; and serologic 
diagnosis of metazoal and protozoal 
diseases. 1976. 698 pp, 564 "'us. 
Price, $16.30. 


New 4th Edition! MICROBIOLOGY 
LABORATORY MANUAL AND WORK- 
BOOK By Alice Lorraine Smith. A.B.. 
M.D F C.AP. FA C.P April, 1977 
Approx 192 pp. 46 illus About $7.30. 
New 2nd Edition' BIOCHEMISTRY. A 
Case-Oriented Approach. By Rex 
Montgomery, 0 Sc , Robert Dryer 
Ph.D.; Thomas E. Conway, Ph.D.; and 
Arthur A. Spector. M.D. April. 1977. 
Approx. 720 pp.. 266 II/US. About 
Cl:1? HI 
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ADMINISTRATION 
& EDUCATION 


New 2nd EditIOn! REVIEW OF 
LEADERSHIP IN NURSING. By Laura 
Mae Douglass, RN., BA M S This 
concise. well-organized review crystal- 
lizes a wealth of information on varied 
aspects of nursing management and 
leadership. Updated discussions re- 
flect contemporary practices and think- 
ing for nursing management in a/l cur- 
rent systems of care February 1977 
184 pp Price, $6.60. 
New 8th Edition! HISTORY AND 
TRENDS OF PROFESSIONAL NURS- 
ING. By Grace L De/oughery. R N.. 
MP H.. Ph.D. The new editron of this 
established text surveys the history of 
nursmg from its ancient beginnmgs to 
the present EmphasIs IS on the parallel 
e'volutlon of professional nursing and 
the women's role In society This 
reVISIon features new material on re- 
cent nursmg history (smce 1945) and 
legal aspects of nursing June 1977. 
Approx 288 pp. 37111us. About $8.95. 


New 2nd Edition! NURSING AND 
THE PROCESS OF CONTINUING 
EDUCATION. Ed,ted by Elda S Popiel. 
R.N., B.S., MS., with 31 contributors. 
This convenient book describes re- 
sources for implementing and evaluat- 
ing all types of continuing education 
programs In nursing. May 1977 Ap- 
prox. 272 pp., 8 illus. About $8.20 
A New Book! NURSING CARE 
EVALUATION: Concurrent and Re- 
trospective Review Criteria. By Sharon 
Van Sell Davidson, RN., B.S.N., MEd.; 
with 3 coordinating authors. The au- 
thors provide gUidelines and model 
criteria for both concurrent and retro- 
spective nursing aud it of more than 250 
disease and medical conditions. They 
present systems compatible with Pro- 
fessional Standards Review Organiza- 
tions. August 1977 Approx. 600 pp 
About $15.70. 
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COMMUNITY 
NURSING 


New Volume II CURRENT PRAC- 
TICE IN FAMILY-CENTERED COM- 
MUNITY NURSING Edited by Adina 
M Remhardt Ph.D. and Mildred D. 
Quinn, R.N.. MS., with 24 cont"butors. 
This provocative collection of articles 
describes a wide variety of alternatives 
for coping with community hea Ith situa- 
tions. Topics range from methods fOl 
individualized care and family as- 
sessment to broad concepts of health 
administration - including details for 
planning and Implementing specific 
community programs. January. 1977. 
376 pp.. 30 illus Price. $8.95 (P); 
$12.10 (H). 


NUTRITION 


A New Book I NUTRITION IN IN- 
FANCY CHILDHOOD. By Peggy L 
Pipes RD. MP H With this new text. 
students can gain the knowledge 
needed to counsel parents and others 
about nutritional concerns and goals 
tor ch,ldren_ DIscussIons present prm- 
ciples of nutritIon and development 
(including recommended dietary in- 
takes for children). along with current 
strategies for dealing with specific 
clinical problems April. 1977 Approx 
240 pp . 14 illus. About $7.30. 


A New Book! NUTRITION IN PREG- 
NANCY AND lACTATION. By Bonnte 
S Worthington Ph.D Joyce Ver- 
meersch, Dr.P.H.; and Sue Rodwell Wil- 
liams, M PH, MREd Ph.D; with 3 
contributors. This unique text inte- 
grates scientific rationale with specific 
clinical techniques for maternal and 
child health nutritional assessment and 
education Your students car. learn 
about the pregnant adolescent, the 
value of breastfeedmg. and other top- 
ics. July, 1977. Approx. 240 pp.. 34 
illus. About $7.30. 


We ve built a reputation for quality and diversity in nursing publishing. 


IVIOSBV 


TIMES MIRROR 
THE c. v. MOSBY COMPANY. L TO. 
86 NORTH LINE ROAD 
TORONTO, ONTARIO 
M4B 3E5 



54 


The CanadIan HII'M May 1977 


Ilooks 


A Note to Our Book Reviewers 
If you have been scanning this page for months. 
wondering what happened to your book review, 
please don't be 100 discouraged. Unfortunately, 
space for book reviews is limited, and we have a 
good number of well-written reviews on hand. So, 
your reviews have not been considered 
unsatisfactory; they are merely waiting for space. 
.Your patience is appreciated. 


Health Care Dimensions: Health Care 
Issues, edited by Madeleine Leininger and 
Gary Buck. 163 pages, Philadelphia, FA Davis 
Company, 1974. Canadian Agent: Toronto, 
McGraw-Hili, Ryerson. 
Reviewed by Jean E. Innes, Associate 
Professor, College of Nursing, University of 
Saskatchewan, Saskatoon, Saskatchewan. 
"Health care providers and consumers are 
concerned about improving health care services, but 
many are not clear about the issues, goals, barriers, 
and facilitators involved in the provision of care. 
Before one can change any health care system the 
changers must first understand some of the major 
issues, historical facts, and the forces influencing 
our health care system:' 
The purpose of this publication is to share such 
knowledge and different viewpoints with an attitude 
of "let's share and discuss together" in an 
interdisciplinary climate and with an interdisciplinary 
perspective. Eleven papers are presented for study, 
most of which are relevant to the delivery of health 
care in Canada. Issues dealing with emerging 
priorities, equity of access, and technology as a 
means of improving health conditions and 
increasing options should interest professionals 
concerned with improved delivery of service. 
The book begins on a philosophical base and 
moves quickly into discussions on crises in health 
care, humanistic issues in health care. humanism. 
health, and cultural values and their influence on 
care. These papers identify major issues currently 
causing concern in Canada, e.g.. evaluative 
research in health, a conceptual analysis, social 
organization of health and the myth of free choice, 
and an analysis of the health and illness care 
system. 
The papers presented on the political context 
and health legislation. emerging health services 
projects, and abortion in the United States have 
some interesting points to make, but generally may 
not interest the Canadian reader and. in some 
instances (as the paper on abortion), seem out of 
place. University researchers and teachers will find 
the paper on universities and future health care 
challenging and debatable in a political context, but 
the major point of the paper deals with the fact that 
the potential of universities to contribute to improved 
health care has not been fully realized. Factors 
contributing 10 this state are discussed. 
In general, this seems to be a very worthwhile 
text. The papers are well written and well presented, 
and the purpose of the publication is realized. True 
to the cause, the papers do not single out one group 
of professionals to harass or challenge, but present 
an overview of the issues influencing the total health 
system. Major concepts are presented and a good 
deal of knowledge can be shared with the reader. 


The text would be val uable to teachers of health 
care classes at the university level, as well as for 
students in their senior year. Health professionals 
generally would benefit from reading and discussing 
many of the papers presented in this text. 


Nursing Service Administration: Managing 
the Enterprise by Helen M. Donovan, TheC.V. 
Mosby Company, St. Louis, 1975.265 pages. 
Approximate price $7.10. Reviewed by Doreen 
Little, Director of Medical Nursing, University 
Hospital, Saskatoon, Saskatchewan. 
The author has directed this book to all nurses 
who are responsible for the work of others. Her 
premise is that all nurses are responsible for 
achieving the goals of nursing service and as such, 
all are administrators to some degree. 
Although this book is directed primarily to the 
nurse in an institutional setting, application is 
possible in other settings. 
This book is divided into three parts. Part I is 
tilled, "Administration in Nursing." It deals with a 
definition of administration, patient's rights, nurses' 
rights, and the relationship between administration 
and nursing care. 
Part II is tilled, "Framework for Study of Nursing 
Service Administration." The component parts of 
administration are dealt with in this section. There 
are chapters on planning, organizing, staffing, 
directing, controlling, coordinating, reporting and 
budgeting. 


POEMS WANTED 


The National Society of 
Published Poets is compiling a 
book of poems. If you have 
written a poem and would like our 
society to consider it for 
publication, send your poem and 
a self-addressed, stamped 
envelope to: 


National Society of Published 
Poets, Inc. 
P.O. Box 1976 
Riverview, Florida 33569 
U.S.A. 


Part HI looks at, "Adjuncts to Nursing Service." 
In this section, the author looks at inservice 
education, personnel policies and contracts, 
equipment, research and public relations. 
The author meets her objective in reviewing the 
administrative process broadly. Such a broad 
overview by nature overlooks specific details. For 
example, the chapter on staffing discusses different 
patient classification systems. The reader may use 
the information presented as a base to look further 
but there is not sufficient information to choose a 
suitable system. 
At the end of each chapter there is a thorough 
reference list for the readers' use. 
Although this book is addressed to nurses at all 
levels, I doubt that the general duty nurse would 
select this type of text as her choice of reading. It 
would seem to me that this text could be used by a 
student nurse studying the various aspects of 
nursing administration. 
As a nurse involved in administration at a senior 
level for several years, I found the text lacking in 
depth. However, the book is designed to provide a 
fundamental structure to be examined, which it does 
successfully. 


Primary Anatomy (7th edition) by John V. 
Basmajian. 405 pages. Baltimore: The William, 
& Wilkins Co., 1976. 
Approximate price $15.45. Reviewed by 
Charlotte Curtis, Sydney City Hospital Scho( 
of Nursing, Sydney, N.S. 
The aim of this book is to "provide non-medi
 
university students... with a professional textbook c 
gross and functional anatomy." 
Subject matter is presented in the convenllon; 
way by the individual systems approach. For the 
beginning student, this type of approach is often tl'1 
easiest. 
General organization of material is done ver 
well, especially with the use of headings and 
sub-headings, making items easy to locate. 
One of the outstanding features of the text is i 
widespread use of illustrations, diagrams and 
tables. These are of great value 10 the beginner i 
understanding basic anatomy. New features of t
 
seventh edition include: I 
1) a 2
-page color atlas with excellent illustrations ' j 
such Items as muscles, lymphatics, arteries, vein 
bones, viscera and nerves; I 
2) a new Chapter 16 on Regional Anatomy; this 
concluding chapter redirects the reader's focus I 
the body as an integrated whole; 
3) metric measurement is used throughout. 
This book is very suitable for use by the 
beginning anatomy student, where physiology '^ 
be covered laterin a separate course. Because of I ' 
excellent diagrams, often missing in more detail 
texts, it should be an addition to every nursing sch.I 
library. 
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Publications recently received in the Canadian 
Nurses' Association Library are available on loan - 
with the exception of items marked R - to CNA 
members, schools of nursing, and other institutions. 
Items marked R include reference and archive 
material that does not go out on loan. Theses. also 
R, are on Reserve and go out on Interlibrary Loa" 
only. 
Requests for loans, maximum 3 at a tIme. 
should be made on a standard Interlibrary Loan form 
or by letter giving author, title and item number in this 
lisl. 
If you wish to purchase a book, contact your 
local bookstore or the publisher. 


Books and documents 
1. Aguliers. Donna Conant. Review of psychIatric 
nursing. St. Louis, Mosby, 1977. 157p. 
2. Anthony, Robert N. Management control In 
nonprofit organizations, by... and Regina E. 
Herzlinger. Homewood. II., Irwin, 1975. 355p. 
3. Benson, Herbert. The relaxation response. New 
York. William Morrow. 1975. 158p. 
4. Boyer, John Marcus. Employee relations and 
collectlVe bargaining in health care facilities, by... 
Carl J. Westerhaus and John H. CoggeshaJJ. 2ed. 
St. Louis, Mosby, 1975. 295p. 
5. Brandjes, Jan. F. Health informatics; Canadian 
experience. Amsterdam. North Holland Pub. Co., 
1976. 237p. 


International Nursing Index 1976 
Cumulation, New York. American Journal of 
Nursing Company, 1977. 
Price $30.00 
Just oft the press, this 1976 cumulated volume of 
nursing's own periodical index is the largest yet, 
reflecting the increasing nursing coverage in 
literature. 
Published since 1966 as a joint effort of the 
National Library of Medicine of the United States 
and the American Journal of Nursing Company, 
the International Nursing Index (INI) is a printout 
from MEDLARS and covers the contents of over 
200 nursing journals around the world in any 
language. and the nursing content of 2,200 
non-nursing journals. 
The only nursing index that covers both 
English and French language Journals, the INI is 
a must for all Canadian health science libraries 
for access to nursing material. 
The INI is published quarterly, the fourth 
issue being the annual cumulation. 
Subscriptions are $40.00 per year, or $30.00 for 
the annual cumulation alone. Subscribe now for 
1977 to be sure to receIVe the first quarterly issue 
which usually appears by the end of May. Send 
your prepaid orders to: International Nursing 
Index, American Journal of Nursing Co., 10 
Columbus Circle, New York, NY 10019. 


6. Brooke, Eileen M. Le sUicide et les tentatives de 
suicide. Genève, Organisation mondiale de la 
Santé, 1975. 143p. (Organisation mondiale de la 
Santé. Cahiers de Santé Publique no 58) 
7. Canadian Teachers Federation. Bibliographies in 
educatIon, Ottawa. 1976. 
no. 56 Open area schools. 27p. 
no. 57 Industrial relations in 
Canada. 59p. 
no. 58 Pre-service teacher 
education in Canada 29p. 
8. Conference on the State of the Art In 
Management Information Systems. 2nd. 
Washington, D.C. March 1976. State of the art in 
management information systems for public 
health/community health agencies: a report New 
York, National League for Nursing, 1976. 166p. 
(NLN Publication no. 21-1637) 
9. Copeland, Mildred. Occupational therapy for 
mentally retarded children; guidelines for 
occupational therapy aides and certified 
occupational therapy assistants, by... Lana Ford 
and Nancy Solon. Baltimore, Md., University Park 
Pr.. c1976. 226p. 
10. Current practice in family-centered community 
nursing edited by Adina M. Reinhardt and Mildred D. 
Quinn. St. Louis. Mosby, 1977. vol. 1. 
11. Deschler, Lewis. Deschler's rules of order. 
Englewood Cliffs, N.J., Prentice-Hall, c1976. 228p. 
12. Detection of developmental problems in 
children: a reference guide for community nurses 
and other health care professionals edited by 
Marilyn J. Krajicek and Alice I. Tearney. Baltimore, 
Md.. University Park Pr., c1977. 204p. 
13. Guilhaume, B. Endocrino/ogie. Diabète, par... et 
L Perle muter. Paris, Masson, 1976. 160p. (Cahiers 
de l'infirmière, 5) 
14. Hynes. V Barbara. Orthopedic and 
rehabilItation nursing; continuing education review: 
529 essay questions and referenced answers. 
Flushing, N.Y., Medical Exam. Pub. Co., c1976. 
171p. 
15. Hart, Laura K. The arithmetic of dosages and 
solutions; a programmed presentation. 4ed. St. 
Louis, Mosby, 1977. 74p. 
16. International Labour Office, 63rd session, 
Geneva, 1977. Employment and conditions of work 
and life of nursing personnel. Sixth item on the 
agenda. Geneva, Intemational Labour Office, 1977 
97p. (It's Report VI(I)) 
17. Intervention strategIes for high risk infants and 
young children edited by Theodore D. TJossem. 
Baltimore, University Park Pr., c1976. 787p. 
18. Lemoine. J.P. Obstétrique, par... Ch. 
Strich-Mougeot et M. Tescher. Pans, Masson, 1976. 
187p. (Cahiers de I'infirmière, 13) 
19. McConkey, Dale D. MBO for nonprofit 
organizations. New York, AMACOM, c1975. 223p. 
20. Mosby's comprehensive revIew of nursing. ged. 
St. Louis, Mosby, 1977. 609p. 


, 


this 
patient 
needs 
your help 


When patients need private duty 
nursing in the home or hospital, 
they often ask a nurse for her 
recommendation. Health Care 
Services Upjohn Limited is a re- 
liable source of skilled nursing 
and home care specialists you 
can recommend with confidence 
for private duty nursing and home 
health care. 
All of our employees are carefully 
screened for character and 
skill to assure your patient of de- 
pendable, professional care. 
Each is fully insured (including 
Workmen's Compensation) 
and bonded to guarantee your 
patient's peace of mind. 
Care can be provided day or 
night, for a few hours or for as 
long as your patient needs help. 
For complete information on our 
services, call the Health Care 
Services Upjohn Limited office 
near you. 


r,.t 1 


Health Care Services 
Upjohn Limited 
(Operating In Onta"o as HCS UPlohn) 
Victoria. Vancouver. Edmonton 
Calgary. Wmmpeg . London 
Sl. Catharines . Hamilton. Toronto West 
Toronto East. Ottawa. Montreal 
Quebec. Halifax 
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21. The nurse as caregiver for the terminal patient 
and his family edited by Ann M. Earle, Nina T. 
Argondizzo and Austin H. Kutscher. New Yorl<, 
Columbia University Pr., 1976. 252p. 
22. On-line services reference manual March 1975. 
Bethesda, Md., National Library of Medicine, 
MEDLARS Management Section; Distributed by 
National Technical Information Service, U.S. Dept. 
of Commerce, 1975. 302p. 
23. Pierog, Sophie H. Medical care of the sick 
newbom, by... and Angelo Ferrara. 2ed. St. Louis, 
Mosby, 1976. 368p. 
24. Plantureux, G. Gynecologie, par...E. Michez et 
M. Moulinet. Paris. Masson, 1976. 114p. (Cahiers 
de J'infirmière, 8) 
25. Pugh, Eric. Third dictionary of acronyms and 
abbreviations; more abbreviations in management. 
technology and information science. Hamden, 
Conn., Archon Books, c1977. 208p. 
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26. Quality patient care and the role of the clinical 
nursing specialist edited by Rachel Rotkovitch. New 
Yorl<, Wiley, c1976. 189p. 
27. Rantz, Marilyn J. Lifting, moving and 
transferring patients; a manual, by... and Donald 
Courtial. St. Louis, Mosby, 1977. 138p. 
28. Ryan. Sheila A. Handbook of practical 
pharmacology, by... and Bruce D. Clayton, St. 
Louis, Mosby, 1977. 235p. 
29. Sénéchal. G. O.R.L. Ophtalmologie. par... J.J. 
Bertrand et E. Michez. Paris. Masson, 1976. 181p. 
(Cahiers de I'infirmière, 14) 
30. Sultz, Harry A. Longitudinal study of nurse 
practitioners. Phase I, by... Maria Zielezny and 
Louis Kinyon. Bethesda, Md., U.S. Public Health 
Service. Division of Nursing, 1976. 144p. (U.S. 
DHEW Publication no. (HSA) 76-43). 
31. Treece, Eleanor Mae Walters. Elements of 
research in nursing, by... and James William 
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in all-purpose 
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Quality and Choice 
. Comfortable, easy to use, 
and allergy-free. 
Widest possible choice of 
9 different sizes (0 to 8) 
and 4 different lengths 
(3m, Sm, 25m, and SOm). 


Highly Economical Prices 
Retelast pricing isn't just 
competitive, it's flexible, 
and can easily be tailored to 
the needs of every hospita1. 


Technical training 
. Training and group demonstrations by our representatives 
. Full-colour demonstration folders and posters 
. Audio-visual projector available for training progra'Ilmes 
. Continuous research and development in cooperation with 
hospital nursing staff 
For full details and training supplies, contact your Nordic representative or 
write directly to us. 
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PHARMACEUTIQUES LTÉE 
PHARMACEUTICALS LTO 


2775 Bovet st., Laval, Quebec 
Tel: (514) 331-9220 
Telex: 05-27208 


Treece. 2ed. St. Louis, Mosby, 1977. 349p. 
32. Western Interstate Commission for Higher 
Education. Communicating nursing research: 
critical issues in access to data edited by Marjorie V. 
Batey. Boulder, Colorado, 1975. 303p. 
Pamphlets 
33. College Entrance Examination Board. CLEP 
North Carolina nursing equivalency examinations. 
Princeton, N.J., 1975. 11p. 
34. Dickman, Irving R. Behavior modification. New 
Yorl<, Public Affairs Committee, c1976. 28p. (Public 
affairs pamphlet no. 540) 
35. Imai. Hisako Rose. Cours de recyclage 
(nouve/le orientation) a /'intention des infirmieres 
canadiennes autorisees. Ed. rev. Ottawa, Santé et 
Bien-être social Canada, 1976. 3p. 
36. - Relresher (reorientation) courses lor 
registered nurses in Canada. Rev. ed. Ottawa, 
Health and Welfare Canada. 1976. 4p. 
37. Kergin, Dorothy J. University education lor 
nurses - for what purpose? Sydney, Australia, 
Florence Nightingale Committee for Education. 
1975. 11 p. 
38. National League for Nursing. Government 
relations pamphlets, New Yorl<, 1976. 
no. 1 Guidelines for meeting with 
legislators. 
no. 2 Guidelines for writing to 
congressmen. 
no. 3 Guidelines lor presenting 
testimony on legislation. 
39. National Library of Medicme. Literature 
searches. Bethesda, Md., U.S. Dept. of Heallh, 
Education and Welfare, 1976. R 
no. 76-32 Ambulance service. 23p. 
no. 76-35 Informed consent. 24p. 
40. Ogg, Elizabeth. A death in the family. New Yorl<, 
Public Affairs Committee, c1976. 24p. (Public affairs 
pamphlet no. 542) 
41. -One-parent families. NewYorl<, PubhcAffairs 
Committee, c1976. 28p. (Public affairs pamphlet no. J 
543) 
42. L'Ordre des Infirmières et Infirmiers du Québec. 
Commentaires et recommandations du Bureau à la 
suite de la publication par Ie ministère des Affaires 
sociales en janvier 1976 du rapport du comite 
d'étude sur /'implantation des services 
ambulatoires specialisés. Montréal, 1976. 34p. 
43. Registered NursesAssociationofOntario. Open 
Forum for Public Health Nurses. Apr. 10. 1976, 
Toronto. Report. Toronto, 1976. 33p. I 
44. World Health Organization. Regional Office 101 
Europe. The definition of parameters of efficiency in 
primary care and the role of nursing in primary 
health care; report of two Working Groups, 
Reykjavik, 14-18 July, 1975. Copenhagen, 1976. 
38p. 


Government documents 
Canada 
45. Institute for Scientific and Technical Information 
Directory of federally supported research in 
universities. Ottawa, National Research Council 0 1 
Canada, 1975/76. 1v. in 2. (NRC. no. 15300) R 
46. Committee on the Operation of the Abortion 
Law. Report. Ottawa, Supply and Services, C1977 / 
474p. 
47. Health and Welfare Canada. Emergency 




rtments; design considerations. Ottawa, 197E 1 ' 
48. -. Sex education; a teacher's guide. Ottawa 
1976.6 pts. in 1. 
49. Nutrition Canada. Food consumption pattern
 
report. A report by Bureau of Nutrition Sciences, I 
Health Protection Branch, National Health and 
Welfare. Ottawa, Supply & Services Canada, 1976 
248p. 



50. Statistics Canada. Mental health statistics: v. 1 - 
Institutional admissions and separations; v.3. 
Institutional facilIties, services and finances, 1973. 
Ottawa, 1976. 2v. (Catalog no. 83-204: 83-205) 
51. Statistique Canada. La statistique de /'hygiéne 
mentale: v.1 - Admissions et radiations des 
institutions; v. 3 - Installations, services et finances 
des etablissements, 1973. Ottawa, 1976. 
(CataJogue no. 83-204; 83-205) 


Great Britain 
52. Depl. of Health and SociaJ Security and Welsh 
Office. CentraJ Health Services Council. The 
organization of the in-patienfs day, report of a 
Committee of the Central Health Services Council. 
London, Her Majesty s Stationery Office, 1976. 
102p. 


Ontario 
53. Council of Health. Nutrition and dietetic 
services. Toronto, 1975. 56p. 
54. Depl. of Health. Directory of nursing personnel 
in charge of official public hearth nursing services in 
Ontario; listed according to counties and districts. 
Toronto, 1976. 3p. R 
55. Ministère de la Santé. Comité d'action sur les 
Services de Santé en Langue Française. "Pas de 
prob/éme" Rapport du Comité... Toronto, 1976. 
264p. 
56. Ministry of Health. French-Language 
Health Services Task Force. "No problem". Report 
of the Health ServIces French Language Task 
Force. Toronto, 1976. 255p. 
57. Ministry of Labour. Hourly wage rates for 
selected occupations under Ontario agreements 
covering nursing homes and homes for the aged, 
1975. Toronto. 1975. 
58. Ministry of Labour. Equal pay for work of equal 
value; a discussion paper. Toronto, 1976. 106p. 
59.-. Job vacancies by malor occupation and 
mdustry groups, Ontario and six Canada 
Manpower Centre (C. M. C.) management regions, 
first quarter 1976 and job vacancies by major 
occupation group for Ontario fourth quarter 1975 
Toronto, 1976. 35p. (Employment information 
series, no. 18) 
60. -. Job vacancies by major occupation and 
industry groups. Ontario and six Canada 
Manpower Centre (C.M.C.) management regions. 
second quarter 1976. Toronto, 1976. 26p. 
(Employment information series. no. 19) 
61. Ministry of Labour. Overtime compensation and 
meal allowances in Ontario collective agreements. 
Toronto, 1976. 12p. (Bargaining information series, 
no. 17) 
62. -. Selected provisions in Ontario collective 
bargaining agreements September 1976- 
reporting, call-back and stand-by pay-shift, 
Saturday and Sunday premiums - work clothing. 
safety equipment and tool allowances. Toronto, 
1976. 14p. (Bargaining information series, no. 19) 
63. -. Research Branch. SIck leave plans and 
weekly sickness and accident indemnity insurance 
plans in Ontario collective agreements. Toronto, 
1976. 13p. (Bargaining information series, no. 18) 
Quebec 
64. Regie de I'Assurance-maladie. Service de la 
Recherche et des Statistiques. Les consommateurs 
etlescoutsdelasanteau Quebec de 1971 a 1975. 
Préparé par: Jean-Guy Boutin et Jean Bisson. 
Québec (ville). 1977. 30p. 
Portug at 
65. Ministério de Saüde. Direçcäo-Geral dos 
Hospitais. Letters no. 105. Assunto:-Nursing 
legislation, Lisboa, 7Jan. 1977. "Collection of 
nursing legislation conceming the practice of 
nursing in Portugal." 13p. 
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Studies deposited in CNA 
Repository Collection 
66. Charter, Christine E. Attachmg a visiting nurse 
to a group medIcal practice to change hospital stay 
patterns, by...Stephany Grasset, Ernest F. 
Ledgerwood and Heather F. Clar1<.e. Vancouver, 
B.C. Victorian Order of Nurses, Richmond- 
Vancouver Branch, 1975. 246p. R 
67. Field, Betty Carol. Orientation and inservlce 
programs for teachers in Canadian two year 
schools of nursing and services of satisfaction and 
dissatisfaction as perceived by these teachers. 
Fredericton, 1976. 101 p. Thesis (M.Ed.) - New 
Brunswick R 
68. Giguère-Dessureault, Lise. Les thérapies 
behaviorales. Montréal, 1976. 37p. R 
69. The human aspects of treatment in emergency 
departments and outpatient clinics. Toronto. 
Canadian Hospital Association, 1976. 99p. . A 
translation of.. 'Humanisation des soins aux salles 
d'urgence et aux cliniques extemes by Elizabeth 
McCabe." R 
70. Lamoureux, Marvin E. A combined descriptive 
analysIs of the students who first entered the 
Douglas College nursing programme (September, 
1975). Surrey, B.C., Douglas College Health 
Services Division, Surrey Campus, 1976. 24p. 
(Multiple criteria development for the selection of 
community college nursing programmes students; 
technical report no. 4) R 
71. -. The first nursing class: pre'iminary analysis 
of the students' first semester academic 
performance. Surrey B.C.. Douglas College Health 
Services Division, Surrey Campus, 1976. 10p. 
(Multiple criteria development for the selection of 
community college nursing programme students; 
technical report no. 3) R 
72. Leonard, Linda Gaye. Husband-fathers 
perceptions of labour and delivery. Vancouver, 
1975. 165p. Thesis (M.Sc.N.) - British Columbia R 
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73. National Conference on Research in Nursing, 
3rd, Toronto, May 21-23, 1974. DecisIOn making in 
nursing research. Proceed;ngs of... held... under 
the sponsorshIp ofthe Faculties of Nursing. Univ. of 
Toronto and Univ. of Westem Ontano and the 
Schoel of N:.rsmg McMa
ter Un/v. Jchn O. Godden, 
Margaret C. Cahoon, Editùrs. Toronto. University of 
Toronto, 1976. 218p. R 
74. Ontario Hospital Association. Health care in big 
cities M(;tropolitan Toront:> study, Toronto. 1976. 
47p. (IHF project paper) R 
75. Peitchinis, Jacquelyn. Nursmg unit-centered 
orientation program for newly hired registered 
nurses, by... Madelme de Hamel and Phyllis Kober. 
Red Deer, Alta., Nursing Services Dept., Red Deer 
General Hospital, 1976. 197p. R 
76. Robinson. S.C. A study to determine the scope 
of a care by parent unit in a children's hospital. 
Prepared by... M.J. Hicks, R.N., M.S. Connaughty, 
R N., et a!.. Vancouver, B C., Dept. of Paediatrics, 
Univ. of British Columbia and Children s Hospital. 
1976 1v. (various pagings) R 
77. Saskatchewan. University. Hospital Systems 
Study Group. Community health services study. 
Saskatoon, Sask., 1972. 94p. R 
78 -. The development of a research tool to 
evaluate and compare the standards of patient 
care, by Kay Sjoberg and M.R. Bicknell. Saskatoon, 
Sask. 1971. 77p. R 
79.-. Evaluation of the únit assignment system of 
nursing at H:Jly Family Hosp;tal, by K. Philips. 
Saskat:>on, E:ask. 1975. 117p. R 
80. Saskatchewan RegIStered Nurses Association 
Performance expectations of diploma nursing 
gradu3tes. A s:.;rvey cond

:ed by... Regina, 1976. 
104p. R 
81. Jones, Phylfis E.Asúrveyofn:Jrse-attachments 
to medical practices in Onta"o. Toronto, University 
of Toronto, Faculty of NJrsing, 1976. 49p. 


Students & Graduates 


EXCLUSfVE 
PERMA-STARCH FABRIC "NEEDS NO STARCH" 
WASHABLE, NO IRON 


WEAR YOUR OWN. WE DUPLICATE YOUR CAP. 
STANDARD & SPECIAL STYLES 
SINGLE OR GROUP PURCHASE. QUANTITY DISCOUNT. 


THE CANADIAN NURSE'S CAP REG'D 
P.O. BOX 634 
ST. THERESE, QUE. J7E 4K3 


To receive a free sample of our "needs no starch" cloth, and more 
information, please clip this coupon and mail today. 


Name ..................................................................... 
Address. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
City . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _ . . _ . . . . . . . Postal Code ....... . . . . . . . . . . . 
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British Columbia 


Facuny - New positIons (4) In 2-year post-baslc baccalaureate 
program fn Victoria. B.C_. Canada. Generalist In locus, clInIcal em- 
phasIs on gerontology In community and supportIVe extended care 
umts Public Health nursing and Independent study provide opportu- 
mty to work closely wIth hlghly-quallfled and motivated R.N. students. 
Teaching creativIty and research are strongly endorsed. Master's 
degree. teaching and recent clinical experience In gerontologylmed.- 
surg /psychology/rehabllltatlon preferred. Salanes and fnnge bene- 
his competitive; an equal opportUnity employer for qualified persons. 
POSlt.ons avadable NOW Contact. Dr. Isabel MacRae, Dorector. 
School 01 Nursing, University 01 Vlctona. Vlclona. Bntlsh Columbia. 
V8W 2Y2 


Psychiatric Head Nurse requIred for an 16-bed Psychlatnc Unit 
located In the Northwest of B C R N A.B.C. contract IS In effect. 
Qualifications: Mustbe eligible for registration In B.C. PrevIous Head 
Nursing expenence essentlaJ Baccalaureate degree preferable. Ap- 
ply In wntlng to: Mrs. F Quackenbush. R.N.. Dorector 01 NursIng, MIlls 
Memonal Hospital. Terrace. Bnbsh Columbia, V8G 2W7. 


The Royal Jubilee Hospital IS seekIng Nursing Instructors for the 
basIc three year Diploma Programme in Nursing. Qualihcatlons: 
MlnlmllT1 - Baccalaureate Degree In Nursing plus dlnical expenence 
as a Nurse. Salary and perqusltes: According to the R.N A.B.C. 
Contract Applications should be addressed to. Director of Education 
Resources Royal Jubilee HOSpital. 1900 Fort Street, Victoria. Bntlsh 
Columbia. V8R IJ8. 


O.R. Hood N...... requred tor _ hospGII, located on !he Dot..gas 
Channel In the mountains 01 Northwest B.C.. With a vanety 01 SllT1mer 
and winter recreatlonaJ actIVIties available. O. R and Sl4>ervlsory 
expenence desirable. Salary range from $1.312.00 per month to 
$1.546.00 per month depending upon experience. For more Informa- 
tIOn please contact Mrs. P Janzen. R N. Dlrectorof NlI'slng. Kltlmat 
General HoSpItal. B99 Lahakas Blvd.. Kltimal. Bntlsh ColumbIa. V8C 
1E7. 


Operating Room Supervisor requred for 230-bed acute general 
hospital In South Okanagan Apply.n wntlng, lIsting qualollcations and 
expenence. to: Director of Nursing. Pentlcton Regional HospItal. Pen- 
tlcton, Bntlsh Columbia. V2A 3G6. 


Operating Room Nurse requred for an B7-bed acute-ære hospItal 
located In Northern B C. R.NAB C. contract IS In effect. Residence 
accommodatIons available. Apply In wnting to Mrs F Quackenbush, 
R N . Olrector 01 Nursing. Mills Memonal HOspltaJ. Terrace. Bnbsh 
Col<rnbla, V8G 2W7. 


Registered and Graduate Nutses required for new 41 bed acutE> 
care hospllal 200 miles nOrln 01 Vancouver 60 miles from Kamloo
 
limited furnished accommodation available Apply Dnector of Nurs- 
Ing Ashcroft & Dlstnct General Hospital Ashcroft. Bnllsh Columbia 


Help Wanted - Registered Nurses - The Bntlsh Columbia Public 
Service has vacancIes for Registered NlI'ses In the Greater Vancou- 
ver and Other Areas_ Positions are In mentaJ health. mental retarda- 
tion and psycho-genatnc Institutions. Salanes and fnnge benefits are 
competitIVe (1976 rates. $1.086 to $1267 lor Nurse 11 CanadIan 
citizens are given preference. Interested applicants may contacllhe 
Public Service CommIssIon, ValleYVlew Lodge, Essondale, Bntlsh 
Columbia, VOM IJO. Quote CompetitIon No. 77:449. 


Registered Nurses - Requred for a 340-bed accredIted hospo!alln 
the Centrallntenor of Bntlsh ColllT1bla. Registered nll'ses Interested 
In nursing positions at the Pnnce George Regional Hospital are Invited 
to make Inqulnes to Director of Personnel Servlres. Pnnce George 
RegIonal Hospolal. 20000 - 15th Avenue, Pnnce George, Bnt.sh COl- 
umbia, V2M 1 S2 


Nurses registered or eligible for Registration in B.C. are Invited to 
submit applications for employment for GeneraJ Duty positions on the 
statt of the Royal Jubilee HOSpital. 1900 Fort Street. Vlctona. B.C.. 
V8R IJ8. Vacancies are anbclpated In all areas of thIS 975-bed 
hospital whIch Includes Psychlatnc and Extended Care. Applications 
for part-time. ful-time. Or casual employment Wlf! be considered. 
Liberal benefits eXist UI1der the RNABC contract. Apply to the: Dllec- 
tor of Nursing 


....- 


British Columbia 


General Duty Nurses for modern 35-bed hosplla1located In SO<J1h- 
ern B.G. s BoundalV Area with 
xceJlent recreallon facJlJlles. Salarv 
and Dersonnei POlloes In accoroance with RNABC t;omfortablè 
Nurse.s home Apply Director of Nursing. Boundary Hospital. Grand 
Forks, Bntlsh Columbia. VOH 1 HO 


Experienced Generel Duty Nurse lor modem 10-bed hospital situa- 
ted on the beaut
ul West Coast of Vancouver Island. AccommodatIon 
$100.00 per month. Apply: AdmInistrator. Tahsis Hospital. Box 398. 
Tahsls. British Columbia. VOP IXO. 


Experienced General Duty Nurses requlled tor 134-bed hospital. 
BasIc Salary $1,122 - $1.326 per month. PolicIes In accordance wIth 
R.N A.B C. Contract ResIdence accommodation avaIlable. Apply In 
wntlng to: Dllector of Nursing. Powell River General HOSpital, 5871 
Arbutus Avenue. Powell River. Bntlsh CollXT1bla. V8A 453. 


Manitoba 


Appllcahons are InvIted for positions in the Faculty of a newly Initiated. 
progressive. enlightened heaJth-onented undergraduate nLKslng 
program. SLbJect to budgetary constraints. positions are open for 
community and mental health and psychlatnc nursing. Expertise In 
pnmary care skills a requisite. Positions are also open for facuny with 
skills In rehabilitation and amelioration nursing. especlaJty as related 
to children and adutts. Apply to: Helen P. Glass. Ed D., Professor and 
Dorector. School of Nursing, UnlVersoty of Manotoba. Winnopeg. Mano- 
toba, R3T 2N2. 


Ontario 


Supervisor of Public Health NlI"sing for progressive generalized 
plbllc health program. Salary commensurate with expenence. Ad- 
ministrative expenence essentiaJ. Send reSlme to: M F. Webster. 
M.D.. D.P.H.. Director Elgln-St. Thomas Health Uno!. 2 Wood Street, 
St. Thomas, Ontano. N5R 4K9. 


Ovemlght camp in Ontano (near Ottawa) reqUires FULL-TIME 
NURSE from July 5 - August 21. 1977. For Information contact. L 
Hams. P O. Box 5288. Station T., Onawa. Ontano. K2C 3H5. Tele- 
phone: Off.ce (813) 232-7306 between 3-5 P.M.. Mondays - Thur- 
sdays; EvenIngs: (613) 225-6557. 


Chlldrens summer camps in sceniC areas of Northern Ontario reqUire 
Camp N...ses lor July and August Each has resident M.D. Contact: 
Harold B. Nashman. Camp Servlce
 Co-op, 821 Egllnton Avenue 
West. Toronto, Ontano. M5N IE6. or call (416) 783-6168. 


RN or RNA, 5'7' or over and strong. without dependents. to care for 
160 pound handicapped executive with stroke. live-In. '12 yr In To- 
ronto and '/2 yr. in Miami. Preferably anon-smoker. Wage $200.00 to 
$220.00 weekly NET. depenäng on expenence plus Miami bonus. 
Send resume to: M.D.C., 3582 Eglinton Avenue West. Toronto. On- 
taoo. M6M IV6. 


Australia 


We have many vacanCies lor Registered Nursing Sisters and other 
para-medical stall. For details write to. Hospital Staff Agency, 388 
Bourke Street. Melbourne. Vlctona 3000. Australia. 


--, 


United States 


Registered Nurses - Dunhili. wo!h 200 offices on the USA.. has 
excIting career opportunities for both new grads and experienced 
R N. 's. Send your resumé to. Dunhlll Personnel Consuttants No. 805 
Empire BlJldlng, Edmonton, Albarta. TSJ 1 V9 Fees are paid by 
employer 


Registered Nurses - Hurtey Medical Center IS a well eqUIpped, 
mOdern. 60D-bed teachIng hospItal offerIng complete and specoalized 
services for the restoration and preservation of the commlruty's 
health It also offers onentatlon. In-service and continUing eÓJcatlon 
for employees. It IS Involved In a bUlldmg program to prOVide beller 
surroundIngs for patients and employees We have Immechate ope- 
nings for registered nurses In such specialty Units as Cardia-Vascular. 
Operating Rooms. Nursenes. and General Medical-Surgical areas. 
Hurley Medical Center has excellent salary and fnnge benefits. Be- 
come a part of our progressive and well qualified work force Today. 
Apply: NursIng Department. Mr Garry V.ele. AssocIate Oorector of 
Nursing. Hurley Medical Center, Ain!, Mlchogan 48502. Telephone 
(313) 766-{)386 
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is Available in 
MICROFORM 


For Complete Information 
WRITE: 


University 
Microfilms 
International 


Dept. F.A. 
300 North Zeeb ROa<! 
Ann Arbor MI 48106 
U.S.A. 


Dept. F.A. 
18 Bedtord Row 
London. WC1 R 4EJ 
England 



United States 


Critical Care Nurses - Looking for expenenced nurses to staff a 
new ICU/CCU In a small communoty onented. h.-desert hospItal 
Located one hour 'rom Los Angeles If .nterested. please write to. 
Barbara Bruno. R.N.. Oorectorof Nursing Palmdale General Hospital 
1212 East Avenue S. Palmdale. Calilornoa 93534. USA 


I Nurses - RNs -Immediate Openings In Florida - Californoa- 
I Arkansas - If you are expenenced or a recent Graduate Nurse we 
can offer you positions with excellent salaries of up to 51300 per 
month plus all benefits. Not only are there no lees to you whatsoever 
I for placIng you. but we also provide complete Visa and licensure 
assistance at aJso no cost to you_ Wnte Immediately fOr our application 
even If there are other areas of the U.S. that you are Interested In. We 
will call you upon receipt of YOll' application In order to arrange for 
hospital intervIews Windsor Nurse Placement Servoce. P.O Box 
1133. Great Neck. New York 11023. (516-487-2818) 


Registered Nurses - Flonda and Texas -Immedlale hospllal ope- 
I nlngs in M.ami. Fort Lauderdale. Palm Beach and Stuart. Flonda and 
Houston. Texas. Nurses needed lor Medical-Surgical. Critical Care, 
Pedlatncs. Operating Room and OrthopedIcs. We wIll provide the 
necessary work visa. No lee to applicant MedIcal RecrUiters of Ame- 
rica, Inc.. 800 NoW. 62nd St., Fort Lauderdale. Florida 33309. U SA 
(305) 772-3680 


Head Nurse 


: 

 


with preparation and/or 
demonstrative competence in 
Psychiatric Nursing and 
Management functions, required for 
Head Nurse appointment. To be 
responsible for participation in the 
organization, initiation, and the 
management of a New Psychiatric 
In-patient Unit. 


Please apply, forwarding 
complete resume to: 
Director of Personnel 
Stratford General Hospital 
Stratford. Ontario 
N5A 2Y6 


UNITED STATES 
OPPORTUNITIES 
FOR REGISTERED NURSES 
AVAILABLE NOW 
IN CALIFORNIA 
FLORIDA NEW ORLEANS 
MISSISSIPPI TEXAS 
WE PLACE AND HELP YOU WITH: 
STATE BOARD REGISTRATION 
YOUR WORK VISA 
TEMPORARY HOUSING - ETC. 
A CANADIAN COUNSELLING SERVICE 
Phone: (416) 449-5883 OR WRITE TO: 
RECRUITING REGISTERED NURSES INC, 
1200 LAWRENCE AVENUE EAST, SUITE 301, 
DON MILLS, ONTARtO M3A 1C1 


NO FEE IS CHARGED 
TO APPLICANTS. 
OPEN 7 DAYS A WEEK. 
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PROVINCE OF BRITISH 
COLUMBIA 
PUBLIC HEALTH 
NURSE 
Community Mental Health 
Centre 
Nelson 
$1,395 - $1,608 
(under review) 


The Mental Health Programs, Ministry of 
Health, urgently requires a person to 
function as a member of the 
multi-discipline mental health team in 
providing diagnostic. assessment, 
treatment, consultation and education 
services to the community; to conduct 
individual, marital and group therapy, and 
liaise with the community and allied 
agencies. Requires registration or eligible 
for registralion as a Nurse in B.C. and. 
preferably, a Master s Degree in Nursing, 
with emphasis in behavioural sciences 
and/or community mental health; 
extensive experience and skill in family 
and marriage therapy. 
Canadian citizens are given preference 


Obtain applications from the Public 
Service Commission, Valley view 
Lodge, ESSONDALE VOM 1JO and 
return immediately. 
COMPETITION NO. 77:451 A 


Head Nurse 
Child Psychiatry 


The Izaak Walton Killam Hospital for 
Children is a new modern, progressive, 
324 bed complex located in downtown 
Halifax, Nova Scotia, Canada's Ocean 
Playground. 


The IWK is a full-accredited teaching 
hospital affiliated with Dalhousie 
University and is the pediatric referral 
centre for Canada's Maritime Provinces. 


Applications are invited for the position of 
Head Nurse for our ten bed child 
psychiatry unit. 


Qualifications: 
Eligibility for registratIon In Nova Scotia. 
Demonstrated skills in teaching and 
administration Previous psychiatric 
experience and emotional stability to 
make accurate. quick decisions in 
emergency situations. 


Please apply in writing to: 
Personnel Office 
IZAAK WALTON KILLAM HOSPITAL 
FOR CHILDREN 
P. o. Box 3070 
Halifax, N. S. 
B3J 3G9 
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Hospital Affiliates 
International Inc. 


NURSING 
CAREERS 


United States 


Hospital Affiliates International. the leader 
in the field of hospital management, has 
over 70 hospitals in operation or under 
construction in 23 States, with major 
requirements in: 


ILLINOIS - LOUISIANA 
TENNESSEE-ARKANSAS 
TEXAS 


Please contact our Canadian 
representative who will be pleased to 
discuss your specific needs. All enquiries 
will be treated in confidence and should 
be directed to: 


DOW-CHEVALIER 
SEARCH CONSULTANTS 
365 Evans Ave.. Toronto M8l 1K2 
416-259-6052 


Associate 
Executive Director 


Applications are invited for the position of 
Associate Executive director, Canadian 
Nurses Association, Ottawa. 


Candidates must be members of the 
Canadian Nurses Association. have a 
,lIiister s degree or equivalent and have at 
least five years' adminrstratlve 
experience. Bilingualism an asset. 


Interested applicants are asked to submit 
their curriculum vitae, in confidence, to: 


Executive Director 
Canadian Nurses Association 
50 The Driveway 
Ottawa. Ontario 
K2P 1E2 
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Foothills Hospital, Calgary, 
Alberta 
Advanced Neurological- 
Neurosurgical Nursing 
for Graduate Nurses 


A five month clinical and academic 
program offered by The Department of 
Nursing Service and The Division of 
NeurosurgelY (Department of Surgery) 
Beginning: March, September 


Limited to 8 participants 
Applications now being accepted 
For further information, please write 
to: 
Co-ordinator of In-service Education 
Foothills Hospital 
1403 29 SI. N. W. Calgary, Alberta 
T2N 2T9 


Sudbury and District Health 
Unit requires a Public Health 
Nurse for service in Chapleau 
and surrounding area, 
preferably bilingual. 


Qualifications: 
Baccalaureate degree in nursing 
with Public Health content or 
equivalent post basic nursing 
preparation. 


Reply to: 
Miss F. Tomlinson 
Director of Nursing 
Sudbury & District Health Unit 
1300 Paris Crescent 
Sudbury, Ontario 
P3E 3A3 


Applications for the 
position of 
Supervisor 
Operating Room and 
Recovery Room 
are now being accepted by this 
300 bed fully accredited hospital 
We offer an active staff 
development programme. 
Salaries and fringe benefits are 
competitive, based on 
educational background and 
experience. Temporary 
accommodation available. 
Apply sending complete 
resume to: 
The Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6 
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Applications for the 
position of 
Head Nurse 
Rehabilitation and 
Extended Care Unit 
are now being accepted by this 
300 bed fully accredited general 
hospital. We offer an active staff 
development programme, 
competitive salaries and fringe 
benefits based on educational 
background and experience. 
Apply sending complete 
resume to: 
Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6 


Nursing Care 
Co-ordinator 


We require the services of a Nursing 
Care Co-ordinator for our 100 Bed 
Auxiliary Hospital. The applicant 
should have 3 to 5 years experience 
in nursing with a Bachelor of Science 
Degree and a background in 
Administration and Teaching. Must 
also be interested in Rehabilitation 
Medicine and Extended Care. 
This position is available Mayor 
June. 


Please apply to: 
Director of Personnel 
Red Deer General Hospital 
Red Deer, Alberta 
T4N 4E7 


O.R.lP.A.R. Head 
Nurse 


Required immediately by an 
active 175 bed acute and 62 bed 
Extended Care Hospital. Must be 
eligible for B.C. Registration. 
Operating room experience 
essential. Previous experience in 
a supervisory capacity preferred 
Salary $1,290 - $1,524 per month 
(1976 rates). 
Apply in writing to the: 
Assistant Administrator 
Trail Regional Hospital 
Trail, B.C. 
V1 R 4M1 


Advertisi ng 
Rates 


For All 
Classified 
Advertising 


$15.00 for 6 lines or less 
$2.50 for each additional 
line 


R8tes for display 
advertisements on request 


Closing date for copy and 
cancellation is 6 weeks prior 
to 1 st day of publication 
month. 


The Canadian Nurses 
Association does not review 
the personnel policies ofthe 
hospitals and agencies 
advertising in the Journal. 
For authentic information, 
prospective applicants 
should apply to the 
Registered Nurses' 
Association of the Province 
in which they are interested 
in working. 


Address correspondence 
to: 


The Canadian 
Nurse 
50 The Driveway 
Ottawa. Ontario 
K2P 1 E2 
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Ryerson Poly technical Institute will sponsor a 
15 week course aimed at producing general staff 
nurses qualified to work in medical, surgical, or 
general intensive care areas starting in 
September 1977. Emphasis is placed on 
pathotherapeutics and assessment skills and an 
integrated clinical experience. Clinical experience 
offers ample opportu nity for immediate application 
of new knowledge and testing hypotheses. 


For further information, contact: 
Admissions Office 
Ryerson Poly technical Institute 
50 Gou Id Street 
Toronto, Ontario 
M5B 1 E8 
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Grant MacEwan Community College 
Edmonton, Alberta 
Invites applications for the Position 
CHAIRMAN, 
HEALTH SCIENCES DEPARTMENT 


The College 
Opened in 1971 as a multi-campus institution. The Health Sciences 
Department is located on Mill Woods Campus, South East, 
Edmonton. 
The Chairman 
Assumes responsibility under the Campus Director for the following 
programs: 
. Basic Nursing (R.N.) Program 
. Supplementary Nursing Program for Psychiatric Nurses 
. Occupational Health Nursing Certificate Program 
. Extended Care Nursing Certificate Program 
. Refresher Program for nurses. 
. Other courses and workshops in Continuing Education for 
nurses. 
Enrolment 
Total of 400 full time and part time students. 
Faculty 
Full TIme - nineteen. including four Section Heads. 
Part Time - ten - twelve. 
Required Qualifications and Experience 
A nurse with a minimum of a Masters Degree in Nursing or 
Educational Administration. Several years of nursing, teaching and 
administration experience. Community College experience desirable. 
Salaries and Benefits 
Highly competitive. 
Applications plus currIculum vItae to: 
P.G. Otke, Ph.D. 
Director, Mill Woods Campus 
Grant MacEwan Community College 
7319 - 29 Avenue 
Edmonton, Alberta 
T6K 2P1 
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can go a long way 
... to the Canadian North in fact! 



 


Canada's Indian and Eskimo peoples in the North 
need your help. Particularly if you are a Community 
Health Nurse (with public health preparation) who 
can carry more than the usual burden of responsi- 
bility. Hospital Nurses are needed too... there are 
never enough to go around. 
And challenge isn't all you'll get either - because 
there are educational opportunities such as in- 
service training and some financial support for 
educational studies. 
For further information on Nursing opportunities in 
Canada's Northern Health Service, please write to: 


ø........, 
I Medical Services Branch I 
Department of National Health and Welfare 
Ottawa. Ontario K1A OL3 
II Name II 
II Address I 
I City Provo I 
I . . Health and We"",,! Sanlé el Blen-êlre social I 
Canada Canada 
,........, 
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EMPLOYMENT OFFERS 


New positions to be filled in the nursing sector at 
the Head Office of the Order of Nurses of Quebec. 
TITLE: Consultant in nursing care programmes 
Principal responsibilities 
Under the authority of the director of the nursing sector, this 
person will act as nurse consultant in matters relating to 
nursing care programmes and the utilization of nursing 
manpower, develop new nursing care programmes and 
methods of utilizing nursing manpower and participate in the 
activities of the sector. 
TITLE: Consultant in nursing care 
Principal responsibilities 
Under the authority of the director of the nursing sector, this 
person will act as nurse consultant in matters relating to 
nursing care and the role of nurses in various work settings; 
clarify the various functions of nurses; and participate in the 
activitie
 of the sector. 
Qualifications required 
. be a member of the Order of Nurses of Quebec 
. possess a master's degree in nursing or the equivalent 
. have seven years' experience in the field of nursing 
. be able to work within a team 
Curriculum vitae to be forwarded to: 
Executive-Director and secretary of the Order 
4200 Dorchester Boulevard West 
Montreal, Quebec. 
H3Z 1V4 


NURSING DIRECTORS 


required for 
Medicine Hat and District Hospital 


This is the active treatment, rehabilitation and extended care portion 
of a 567 bed total health care complex in Medicine Hat, Alberta. 


A complete reorganization and major expansion of all facilities of the 
247 bed active treatment hospital is in progress with concomitant 
organization of nursing care programs. Medicine Hat & District 
.Hospital is involved in a number of pilot projects in Alberta. 
Positions Open 
(1) Clinical Nursing Director - Active Treatment Centre 
(2) Inservice Director - Staff Development 
These are senior nursing positions Directors report to the Assistant 
Executive Director - Patient Services. 
A cross appointment in the college nursing program may be 
recommended. 


Qualifications 
A Master of Science Degree in Nursing is preferred. 
Advanced clinical knowledge and expertise are required. 
Salary 
Negotiable. 
Submit Resume To 
Mrs. Gwynneth Paterson 
Assistant Executive Director - Patient Services 
Medicine Hat & District Hospital 
666 Fifth Street, South West 
Medicine Hat, Alberta 
T1A 4H6 
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Brandon General Hospital 
Department of Nursing Services 
Positions Open 
CLINICAL TEACHERS: 
. Rehabilitation-Extended Care Area 
. Maternal-Child Area 
To be responsible for the planning and implementation of educational 
programs within the defined Area. 
Qualifications: 
. Advanced preparation and/or expenenex; In the Clinical 
Nursing Specialty with a baccalaureate nursing degree 
preferred. 
. Eligible for registration in Manitoba. 
UNIT COORDINATOR: 
. Rehabilitation-Extended Care Nursing Unit 
To be responsible for the total management of nursing care within this 
67 bed Unit. 
Qualifications: 
. A minimum of two years nursing practice experience in this 
Nursing Specialty. 
. Advanced educational preparation in this Nursing Specialty 
and/or Nursing Administration - a baccalaureate nursing 
degree preferred. 
. Eligible for registration in Manitoba. 
Our hospital is a 433 bed complex including Intensive, Acute, 
Maternal-Child, Rehabilitation, Extended and Ambulatory Services. 
Interested applicants are requested to submit a current resume 
outlining experience and educational history to: 
Director of Employee Services 
Brandon General Hospital 
150 McTavish Avenue East 
Brandon, Manitoba 
R7A 2B3 


DIRECTOR OF NURSING 


La Verendrye General Hospital, 107-bed Acute Care 
hospital, located on the beautiful International Border at 
Fort Frances, Ontario requires a DIRECTOR OF 
NURSING. 


The hospital is embarKing upon an expansion program, 
which will include a 37-bed Chronic Ward and 
Rehabilitative Program. This position provides an 
excellent opportunity to work with a young 
administrative team. 


Position will include responsibilities for all Nursing 
Departments, and reports directly to the Administrator. 


Applicants should have their Bachelor's Degree in 
Nursing, and Nursing Administration experience would 
also be an asset. 


Excellent starting salary and fringe benefits. 


Reply to: 
K. W. White 
Administrator 
La Verendrye General Hospital 
110 Victoria Avenue 
FORT FRANCES, Ontario 
P9A 2B7 
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Associate Co-ordinator - 
Commun ity Health Nurse 


The City of Vancouver Health Department is seeking 
a Community Health Nurse to assist in co-ordinating 
a unit nursing programme lor one segment of the 
City. The Community Health Nurse II will plan, train 
and counsel nursing staff and assist in the 
administration 01 the unit. Considerable focus will be 
placed on responding to the needs of the community 
and to developing nursing staff in order to provide 
better nursing services. 
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Qualifications: 
Baccalaureate degree in nursing included or 
supplemented by training for community health 
nursing practice and completion of post basic 
courses in a clinical/functional aspect of nursing. 
Preferably a Master's degree with a major in the area 
of clinical/lunctional expertise. Some experience as 
a Community Health Nurse. 


Salary: 
$1380 - $1638 per month (1975 rates) depending 
upon qualifications and experience. 


Applications should be obtained from and 
returned. preferably together with a detailed 
resume of education and experience, to the 
Director of Personnel Services, Vancouver City 
Hall, 453 West 12th Avenue, Va/)couver, B. C. 
Please quote competition number R-1860. 
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APPLICATIONS ARE INVITED FOR THE POSITION OF 


EXECUTIVE DIRECTOR 


The Executive Director is responsible for the ad- 
ministration of a staff of 35 persons involved in the 
statutory functions and professional affairs of the 
provincial association. This includes activities rel- 
ated to registration of nurses, educational and nurs- 
ing practice issues, and communication with mem- 
bers, the public, government officials and others. 
Applicants should have a broad nursing background. 
proven administrative ability and university pre- 
paration, preferably at the master's level. Eligibility 
for registration in British Columbia is essential. 
The successful applicant will serve as Assistant Ex- 
ecutive Director on an interim basis from August 1, 
1977. The interim appointment will continue until 
the retirement on September 1,1978. of the incum- 
bent Executive Director. 
Inquiries and confidential applications which in- 
clude resumes and salary expectations may be swb- 
mitted to: 


; 


 I 


Search Committee 
Registered Nurses' Association 
of B.C. 
2130 W. 12th Ave. 
Vancouver, B.C, V6K 2N3 


PRESTON INSTITUTE 
of TECHNOLOGY 


- 
- 
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Plenty Road. Bundoora, 3083. 
Victoria, AUSTRALIA. 
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Lecturers in Nursing 


The Institute oilers a tertiary course lor basic nursing students, in 
conjunction with one of Melbourne's larger general hospitals. 
The Institute campus. on 40.5 hectares (1 00 d
res), is situated 20 km 
from the centre of Melbourne, the capital city 01 Victoria. The Institute 
oilers Degree and Diploma courses in Applied Science, Art and 
Design, Business Studies, Physical Education and Social Wor\<. 
The Nursing Department within the School of Applied Science, 
olfers the Diploma in Nursing, a post-graduate Diploma in Community 
Health Nursing, and is developing further courses. 
Applications for lecturers in the nursing programme are invited. Each 
lecturer will have an area of responsibility, related to hIs/her particular 
interest and expertise. All lecturers will share in the general teaching 
activities within the programme, and will be expected to teach and 
supervise nursing students within the hospital and community settíng. 
Applicants must be willing to actively participate in the development of 
a new department of nursing. 
For two of the positions it is essential to have current expert 
knowledge in medical and surgical nursing. and for one of the 
positions in paediatric nursing. 
Relevant teaching experience would be an advantage. 
For all positions it is essential to be eligible for registration as a nurse in 
the State of Victoria. 
Positions available 


Senior Lecturer 


Salary range 
$A 18, 795-$A22.01 0 
annually. 


(1 position) 


Lecturers (4 positions) Salary range 
$A11,851-$A18,389 
annually. 
Appointments will be made in this range depending on qualifications 
and experience. 
Senior Lecturer:- Should be In possession of a Degree in Nursing. The 
appointee to this position will teach and be responsible for part of the 
organisation of the first and second year of the programme. 
All other positions: A Degree in Nursing is desirable, but applicants 
with other Degrees and/or Diplomas who have relevant nursing 
experience, may be considered. 
Appointments are available on a long term basis or. if desired. on a 2-3 
year teaching contract basis. 
The salary for an overseas appointee, will be calculated from the 
agreed date of emba
ation. 
Re-Iocation assistance 
The Institute has established schemes covering relocation expenses 
for lamily and household goods. an immediate superannuation 
insurance cover, and assistance with accommodation. 
Closing date for application is June 17, 1977. 
Appointees are expected to take up duties after 1st July, 1977. 
Applicants should forward a curriculum vitae, including 
personal details, qualifications, experience and references to the 
Staffing Officer (Ref. 225), Preston Institute of Technology, 
Plenty Road, Bundoora, Vic, 3083, Australia. 
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Health Sciences Centre 
r"'q uires 
Senioi TS3cher 
h'li.ensivE C&ïè Nursing Course 


Position 
Challc"'Ig;ng teaching positi:)n available immediately for one year 
post-basic Intensive Care NUõ3ing Course planned for staff worl<ing in 
MediC"a'-Su'g:cal 1
'-;13;V6 C1:":J Units in tw
 University-affiliated 
hospitals. 
Qualifications 
De""!'
:;trated e)'""II
n(':, in Intcf':;ive ("
re Nursing and teaching 
skiils; B.N. with po:>t-basic study in Inten&ive Care Nursing; must be 
eligible for regis:ration with the Manitoba Association of Registered 
Nurses. 
Responsibilities 
Incumbent will have opportunity to: 
. provide leadersl1ip in administration and development of 
post-basõc courre and continuing education programs. 
. coIlabornte ",ith nursõng service to improve patient care. 
. participate in didactic and clinical teaching and evaluation of 
student progress. 
Information 
Health Sciences Centre is a 1300bed teaching hospital affiliated with 
the University of Manitoba. 
Salary COrrrrCfJSUrate with experience and education. 
Interested applicants apply in writing to: 
Manager Employment & Training 
Manpower Division 
Health Sciences Centre 
700 William Avenue 
Winnipeg, Manitoba 
R3E OZ3 
Closing Date: May 27, 1977 


Director of Nursing - Psychiatry 
University of British Columbia Health 
Sciences Centre 


Applications are invited for the position of Director of Nursing for this 
progressive ur'!:versity psychia
õic unit offering a variety of inpatient 
and ol.::patient pr
g':J.:""'m::s. This GO-bed unit is part of a projected 
600-bed university health sciences centre complex. The position of 
Director of Nursing offers a challenging opportunity to exercise 
administrative skills in collaboration with colleagues from a variety of 
disciplines. An appointment in the School of Nursing accompanies 
this position. 


Qualifications: 
Candidates Should have a Mas:ar's degõee in nursing with 
considerable administrative and clinical experience in psychiatnc 
settings. Candidates must also be eligible for licensure in British 
Columbia. Salary will be commensurate with qualifications and 
experience. 


Please apply c/o: 
Dr. Beverlee Cox, Chairperson 
Search COli"mlttee 
University of British Columbia 
School of Nursing 
Vancouver, B.C. 
V6T 1 W5 
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For you, Sweethearts, 
our heart and sole. 


We know you want terrific today fashion. 
Unbeatable comfort. And above all, never- 
before lightness at your feet. 
We've created a great new group of shoes 
caned Sweethearts. Feather-light fashion 
on super soles, heightened and lightened 
to match your 
outlook 
Naturally, it took 
years of experi- 
ence to create a 
shoe that beauti- 
fully combines so 
much lightness. 
style, and 
comfort. 
Even more 
than that, we 
really put our 
heart in it. You'll 
find it pressed into 
the heel of every pair 
of Sweethearts. 
That's how you'll recog- 
nize them Sweethearts 
\\ith the light look you'd 
expect from Day- Lites@. 
The people who make shoes 
for individualists. Who happen 
to be in uniform. 
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DAY LITES" AVAILABLE AT: 
HALCO SALES, Mississauga, Ont. 
MELONEYS LTD., No. Sydney, N.S. 
LADY MAE UNIFORMS LTD., Vancouver, B.C. 
THE SHOE TREE, Sydney, N.S. 
SALON DUCHES, La Turque, Quebec 
UNIFORM WORLD, Renfrew, Ont. 
LADY MAE UNIFORMS LTD., Victoria, B.C. 
C T L UNIFORMS LTD., Toronto, Ont. 
SHOELAND LIMITED, Bathurst, N.B. 
PAUSH FINE SHOES, Edmonton, Alberta 
SEARLES SHOES, Courtenay, B.C. 
MCRAES SHOE STORE. Campbellton. N.B. 
LECHAT, Shedias, N.B. 
PEACE VALLEY SHOES LTD., Peace River, Alta. 
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BUTTERFLY * 
the original and universally accepted 
winged infusion set 
'AD. T. II. 
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A) Style No. 8526 - 
Dress 
Sizes: 8-18 
Pristine Royale 
100% textured 
polyester warp knit 
White. Mint about $24.00 


B) Style No. 48510- 
Skirt Suit 
Sizes: 3-17 
Pristine Royale 
100% textured 
polyester warp knit 
White, Cantaloupe, 
Robin. ..... about $28.00 


B) 


White 
Sister 


AVAILABLE AT LEADING DEPARTMENT STORES AND SPECIALTY SHOPS ACROSS CANADA 
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What's New 
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Books 


The official journal of the Canadian 
NUlses Association published 
monthly in French and English 
editions. 
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That's camper Norbert Kratz smiling at 
you from the cover of this month's 
issue. Norbert was a camper at C. F. - 
Camp Couchiching, a camp for 
adolescents with cystic tibrosis. The 
author of Four Summers, J. Karen 
Scott, has been nurse-in-charge of 
C.F. - Camp Couchiching since its 
opening tour years ago. Karen shares 
some of her experiences with you in 
an article beginning on page 14. 


The views expressed in the articles 
are those of the authors and do not 
necessarily represent Ihe policies of 
the Canadian Nurses Association. 


ISSN 0008-4581 


Indexed in International Nursing 
Index. Cumulallve Index 10 Nursing 
literature, Abst,acts ot Hospllal 
Management Studies Hospital 
Literature Index. Hospital Absrracts 
Index Medicus. The CanadIan Nurse 
IS available In mlcrotorm trom Xerox 
Univelsity Microfilms. Ann Arbor, 
Michigan. 48106 


The CanadIan Nurse welcomes 
suggestions for articles or unsolicited 
manuSCripts. Authors may submit 
finished articles or a summary of the 
proposed contenl. Manuscripts should 
be typed double-space. Send original 
and carbon. All articles must be 
submitted for the exclusive use of The 
Canadian Nurse. A biographical 
statement and return address should 
accompany all manusclipts 


A Canadian Nurses AssociatIOn. 
ì::f 50 The Driveway. Ottawa Canada, 
\(?D 11=? 


SubsCrlpllon Rates: Canada: one 
year, 58.00. two years. 515.00. 
Foreign: one year, $9.00: two years. 
$17.00. Single copies: $1.00 each 
Make cheques or money orders 
payable 10 the Canadian Nurses 
Association. 


Change of Address: Nollce should be 
given In advance. Include previous 
addless as well as new. along with 
registration number. in a plovincial/ 
terntorial nurses' association where 
applicable Not responsible for 
journals lost In mal' due to errors In 
address 


Postage paid in cash at third class rate 
Montreal, P.Q. Permit No. 10,001. 
;J: Canadian Nurses Association 
1977. 



2 


The Cenedlen Nurse June 1977 


\ 


In 
- 
I 


. . . . 


. . . 


--- 


--'\ 


. 


\ 


I 


Ir 
jfc 


I 


e 


- 


e 


\ 


, 


.. 
.8L. 


. 


. . . 


. . . 



 


. 8 


8 


. 


. . . 


. 
. . 


. 


. . 
.K. , 



. ,. 


\- 
.' . 
.,: \, 
... ,.... 
.. 


8 



 


\. 


... 


... 


, 



 


JIfI 
J., 
,>\:/ 


THE 
CLINIC 


.....-.... ... "AT Ø"'f . 
 
. u.." 


SHOE 
Þ. M
Ü\.VInaã,
 


* For today's dedicated women in white, 
being young has nothing to do with age. 
A youthful heart and a youthful spirit are 
what really count. So to each and every one 
of you, a reminder from The Clinic Shoe- 
makers - you'll always be young to us! 


SOME STYLES ALSO AVAILABLE IN COLORS '" SOME STYLES 3'/.-12 AAAA-E. About 26.00 to 37.00 


For a complimentary pair of white shoelaces, folder showing all the smart Clinic styles, and list of stores selling them, write: 


THE CLINIC SHOEMAKERS · Dept. CN-6 7912 Bonhomme Ave. · 51. Louis, Mo. 63105 
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World Environment Day 
- June 5, 1977 


The United Nations Environment 
Programme, established by the UN in 
1972 and now located in Nairobi, 
Kenya. points out that: 
The env/fonmental crisis has different 
causes in different parts of the world. 
In some nations it is the result of 
inappropriate development; in still 
others. a result of 
under-development. Logical/y, the 
symptoms of the crisis will vary 
tremendously around the world: in 
one area desertification, In another 
contamination of water, in yet another 
energy waste. Throughout the world, 
however. there IS one clear message 
- sustainable development is 
impossible if we are insensitive to our 
environment. 


This month we opened up our summer 
cottage in preparation for the warmer 
months ahead. Each year this 
time-honored ritual gives me a quiet 
satisfaction that lies almost forgotten 
in my subconscious mind until next 
year's performance reminds me again 
just how closely I am bound to this 
particular few acres of rocky land with 
its pine trees and bit of sa.,dy beach, 
This year I thought "this is what people 
mean when they talk about your own 
space and getting to know that 
space. .. 
After nearly four decades. there is 
not a sound in that space that I can't 
identify -from the whir of a partridge 
on the hillside to the peeping of the 
spring frogs. Not a rock I haven't 
stubbed my toe on at one time or 
another. Not a tree whose growth I 
can't measure against the year before. 
Yes, this is my space and f know it 
well. I can walk its paths on a 
moonless night and find my way 
among its natural obstacles 
This year as I renew my 
knowledge of my space I wonder 
about the space that children of the 
next generation wUI inherit. I think of 
the population centers of the world- 
Tokyo, New York, London - of the 
way our own Canadian cities have 
grown more crowded in recent years 
I remember that even now the 
provincial government is debating 
whether or not to ban sport fishing in 
this lake and hundreds of others like it 
in the province, A document prepared 
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by the Ministry of Natural Resources 
and submitted to the Cabinet last 
summer is supposed to have warned 
that if it continues to permit fishing for 
contaminated species "some of the 
public will conclude the Government 
has no concern for the health of the 
general public." 
I remember, too. that less than 25 
miles away the residents of a small 
town spent last winter fighting 
attempts to turn the outskirts of thelf 
village into a dumping site for nuclear 
waste. 
I wonder how many of the 
cottages on our lake have inadequate 
waste disposal systems and how 
many cottage owners will neglect to 
send a sample of the water from their 
well for testing this year 
I remember that back at home 
there is a strong probability that none 
of the dozen beaches in the immediate 
Ottawa area will be open for swimming 
this year. 
Wherever it happens to be, each 
of us has a space that is uniquely ours 
but our position in that space can no 
longer be taken for granted. Our 
environmental resources like our 
own physical lesources, are finite; 
they are ours to enjoy and to pass on 
to our children only to the extent that 
we preserve and protect them and 
teach our children to do the same. 
-M.A.H. 
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One of Canadian novelist Margaret 
Atwood's earliest works, "The Edible 
Woman" concems itself with "the 
problems of a young woman who, a 
willingmemberof a consumer society, 
suddely finds herself identifYing with 
the things consumed." The heroine, 
Marian. tries to describe what has 
happened to her. '" can t eat certain 
things; I get this awful feeling ... things 
I used to be able to eat. It isn t that I 
don't like the taste; it s the whole ..-" 
Selt-starvation holds a degree of 
fascination for all of us but it is of 
spedal interest to nUlses who find 
themselves caring for a victim of 
Anorexia Nervosa - like the nurses in 
Vancouver who wrote the article that 
begins on page 22 01 this month's 
issue. 


Congenital dislocated hip is a 
significant condition affecting 1.5 to 
1,7 infants of every 1.000 born, Unless 
treated very early in the infant's life, it 
has the potential to become a 
seriously crippling disability. Next 
month, author Celia Nichol talks 
about early signs of the disease, its 
treatment, and the supportive and 
practical ways 10 which a nurse can 
help parents of a child with CDH 
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The Canadian Nurse invites your 
letters. All correspondenæ is subject 
to editing and must be signed, 
although the author's name may be 
withheld on request. 


1111)111 


Editor's note: The following letter 
from the Commissioner of the federal 
Law Reform Commission was 
received by the executive director of 
the Canadian Nurses Association 
following a meeting in mid-April. 


Protection of life 
The Law Reform Commission of 
Canada will be undertaking a series of 
research studies on the protection of 
human life with a view to ascertaining 
whether or not the present law, and 
more particularly the criminal law, can 
adequately meet the challenges 
created by modem medicine and 
science. 
It is hoped that these studies will 
also serve to encourage a frank 
dialogue between the various 
segments of the Canadian population 
on certain topics which, as presented 
by the press, are often misunderstood 
or over-simplified due to ignorance of 
many of the relevant implications and 
complexities. 
The project is entitled, 
"Protection of Ufe," and will have a life 
span of at least three years in its first 
phase. 
This first phase will center around 
four major issues: 
. Legal definition of death: Should 
the law define death for legal 
purposes? 
. Euthanasia: The right to refuse 
treatment, the right to "die with 
dignity," the termination of 
extraordinary means of life support, 
etc. 
. Human experimentation: Its 
legitimacy, its limits, the ways of 
control, etc. ... 
. Behavior and personality 
control: Psychosurgery, drugs, 
aversion therapy techniques; their 
legitimacy, their limits. etc. ... 
Other research will be done on 
subjects, such as homicide, informed 
consent and the philosophy of our 
criminal law on the protection of the 
human person. 
I am aware that these subjects 
are of direct interest to nurses. Their 
privileged position in health care has 
made them acutely and directly aware 
and exposed to most of these 
problems, both in their human and 
scientific dimensions. The opinions, 
suggestions and reactions of nurses 
would for that reason be very useful to 
us. 


On the other hand. in order to be 
accurate, credible and convincing, this 
research and our eventual proposals 
must be based uponpreclse facts. It is 
therefore of utmost importanæ to us to 
determine what exactly are the current 
practices and procedures in Canada 
in the subject areas indicated above. 
We would be happy to consult 
and heal from you. Individual 
Canadian nurses should 
communicate with their national 
association directly. I might add that I 
and the members of the project staff 
would be very willing to travel to 
various regions of Canada for 
purposes of consultation, should you 
deem it advantageous. 
- Jean-Louis Baudouin, 
Commissioner, Law Reform 
Commission, Montreal, Qué. 


A gut reaction 
I would like to add my name to 
those who are uncomfortable with 
your present policy of using bare 
surnames in The Canadian Nurse. I 
get a very uncomfortable "gut feeling" 
when this happens especially if this 
relates to someone I especially admire 
and hold in high esteem i.e. Dr. J. 
Flaherty or Dr. M. Allan. 
To me the use of surnames only is 
depersonalizing and disrespectful. I 
am reminded of an instance when I 
was a head nurse on a psychiatric unit. 
A new student nurse on affiliation 
wanted to get the attention of a 
psychotic patient at the other end of 
the corridor. She simply yelled 
"Brown, come here." I have never 
forgotten the look of shock on that 
lady's face. 
Like Bonnie Hartley I have not 
adapted to the use of surnames only, 
as I expected I would eventually. I 
sincerely hope this practice can be 
changed. 
- Ivy H. Dunn, Ottawa, Ontario. 


Congratulations! 
Many changes have been noted. 
The covers are colorful; the articles 
are informative and challenging; the 
news items are exciting and a means 
of good communication. 
Best wishes tor continued 
success to you and your staff. 
- Betty MacEachern, B.N., 
Associate Director of Inservice 
Education, Prince Edward Island 
Hospital, Charlottetown, P.E/. 


The natural way 
I am disturbed by the conclusion 
of. Fetal Monitoring- Why Bother?" 
(March, 1977): "the evidence in favor 
of routine fetal monitoring is strong." 
This article includes, as part of the 
evidenæ, a table of 1973 Perinatal 
Mortality Statistics showing Canada 
behind seven other countries. (Six of 
these countries also had lower 
Perinatal Mortality Statistics in 1971 
when Canada was fifteenth). 
Surely if we are trying to "ensure 
the welfare of our unborn children" we 
should look at the childbirth practices 
of these countries. Without exception, 
the outstanding feature is the 
conspicuous absence of drug-induced 
labors, fetal monitors and other 
tinkering with the natural process of 
normal births. This combined with 
prenatal training for both parents and 
good support by professionals would 
appear to offer more hope for a 
healthier, happier childbirth 
experience and outcome for all 
concerned. 
- Meg Purdy. North Bay, Ont. 


Hemophilia society 
As national president of the 
Canadian Hemophilia Society, I am 
writing this letter in the hope that we 
can locate all persons afflicted with 
this condition. 
Hemophilia can be a crippling, 
life-threatening disease unless 
prompt and adequate care is received. 
In the last few years, new blood 
concentrates and methods of 
treatment have been announced 
which can lead to a fully productive 
life. The only barrier is knowledge. 
We wish to encourage 
hemophiliacs, or anyone knowing a 
hemophiliac, to contact us. 
During the summer of 1977, we 
will be conducting a nationwide project 
to ensure that all hemophiliacs are 
made aware of current treatment 
methods. All information thus 
obtained will be confidentiaL 
To help us control this crippling 
disease, contact us immediately. 
- Ronald E. George, President, 
Canadian Hemophilia Society, 
Chedoke Centre, P. O. Box 2085, 
HamIlton, Ontario, L8N 3R5. 


Offensive ads 
I am a community health nurse 
who finds at least one article in eac 
issue of The Canadian Nurse that ha 
direct application to my work. Other: 
are helpful in updating general 
knowledge and nearly all are of 
interest to me.. 
I am disturbed by the fact that ir 
the March issue two advertisements 
appeared which I find offensive. 0111 
of these shows two nail-polished 
braceleted young women wearing 
nurses' uniforms. Another shows a 
child dressed as a nurse encouragin( 
us to buy shoes. 
Please, nurse are adult 
professional people. We should neVE 
forget that and nor should our 
magazine. I am appalled that The 
Canadian Nurse accepts such 
advertising. 
- Heather J. Leighton, R.N., 
Vancouver, B. C. 


Making hay on 
I was disappointed to read in " 
Program that Dares to be Different" 
(March, 1977) that Okanagan Colle
 
has fallen into the trap of making 
summer semester work in a nursinl 
setting compulsory. While I would 
never discourage a student from 
working in a hospital during her 
vacations, I would also assure herth, 
there are many other activities and 
types of work which will not only he 
her mature, but also broaden her 
horizons. 
I think teachers have a 
responsibility to encourage studen 
to use their youth and zest for 
life to travel, try new activities, and 
question their goals before they 
become locked into full-time 
employment. There's always time 
after graduation to perfect manual 
dexterity and efficiency! 
- Margaret L. Wray, R.N., B.N., 
Db. !Gyn. Nursing Instructor, 
Montreal, Quebec. 


On the bright side 
...The facelift surely makes th 
magazine attractive. It gives you 
 
feeling of anticipation about the gc 
reading inside. However I would likt 'I 
make a suggestion: how about a pa 
or two devoted to the funny 
experiences that nurses have? 
- A. Catindig, R.N., Windsor, 
Ontario. 



When you rely on Saunders texts 


,,\\. S 
. . . 


The Nursing Clinics of North America 
These quarterly symposia keep you informecl on the most important 
changes in clinical nursing practice. The March 1977 issue focuses 
on Peripheral Vascular Disease with Dorothy l. Sexton-.gues 
editor; and on The Minonty Patient. Cultural and Racial Diversity. 
Other 1977 symposIa will discuss: Primary N{Jrsing; Diseases of the 
iver: Patterr of Parenting; Diabetes; nd other . 91 nursing topic . 
By respected nvrsing authoritres Publls1led quarterly: Marth. June Sept.. 
and Dec. HardbQund. Contains no advertrslng. Averages 185 pp. U\ustd. 
$18.90 per year's subscription (SubsCriptroni can beobtamed at a saving 
of $1.60 by sendIng a check for $17 30 along with your subscription 
request.' Order #0003-3. 


STRYKER: Rehabi!itative Aspects of Acute and 
Chronic Nursing Care, New 2nd Edition 
In this particularly thorough revision, the author has integrated 
important mformation on geriatrics into every chapter. She also 
has included new chapters on Maintaining Human Sexuality, and 
The Elderly in the Community, as well as vastly Increasing the 
pertinent coverage of psychologIcal reactions to physical disability, 
plannmg patient care, communicatIons disorders. assisting with 
bowel and bladder problems, çmd positioning an skin care. 
By Ruth Stryker. RN. MA, Scho I of Public Health. I.!niv of Minnesota, 
Mirmeapohs. About 305 PI' 105,11 About $1 1.30 Ready June 1977 
Order #8637-0 


Du GAS: Introduction to Patient Care, 
New 3rd Editio 
 
This brand new edition contains additional matenal on the health 
care system. major health problems. émd the role of the nurse. 
Entirely new chapters on Nursing Practice, Communication Skills, 
and Sensory Disturbances, more than 70 new photographs. and its 
considerably expanded glossary make this revision an even better 
text to learn the fundamentals of nursirfg. A TeaCher's Manual will 
be available. 
By Beverly Witter Du Gas, RN MN, EdO, LlD, Health Scienre Educator. 
Pan American Health Orgamzation, Barbados. Regional Allied Health Proj 
ect. About 685 pp., 
40 III (7810 colOr). About $12 40. Ready June 1977. 
Order #3226-2. 


LEIFER: Principles and Techniques in Pediatric 
Nursing, New 3rd Edition 
This comprehensive clinical nursing text and reference bridges the 
gap between theoretical knowledge of and practical skills in pediat- 
ric nursing. Completely up-dated and substantially expanded, you'll 
fmd added coverage of new eqUipment, inhalatIon therapy, dietary 
considerations. poisoning, drug mteractions, and a whole new chap- 
ter OTI The Pediatric Outpatient and the Clinic Nurse. 
By Gloria leifer, RN MA, formerly of Hunter College of CUNV. 321 pp. 184 
ill. Apnl 1977. 
Hard CQver: $9.25 Order #5713-3. 
Soft cover: $7.75. Order #5719-2. 


s.-\U1-É &- PECHERER: Concepts and Skills in 
Physical Assessment 
This book can save you valuable time in teaching the basIcS of 
physical examinations. It's a modular syllabus for self-study (with 
instructor guidance). Each of its 23 units includes a pretest, 
glossary, clinical component, a self-test, response sheets, and 
hand reference cards for use during actual examÎnatlons. This 
outstanding text is a perfect adjunct to a wide range of learning 
tctivities An Instructor's GUIde will be available. 
B' Mary Jane Sauvé, RN. BSN. MSN. As5t Prof of Nur5mg, Calif. St.ate 
College, Sonoma. Rohnert Park; and Angela R. Pecherer, RN, BSN, MSN, 
A5st. Prof of Nursing Education, IntercollegIate Center for Nursing Educa- 
tion, Spokane, Wash. 427 pp. Soft C'O\ier $11.30. Feb, 1977 
Order # 7939-0 
('''\ 
WOOD ér' RAMBO: Nursing Skills for Allied Health 
Services, New 2nd Edition , " 
Reorganized and thoroughly up-dated. tnis new 2nd edition gIves 
explicit instruction in problef}'j-oTlellted chartmg, patient rights, 
mformed consent, care of tht; dymg patiént, methOds pf calculating 
the dnp rate of intravenous infusion, and much more. For example. 
the section on care of the colostÐmy patient now Includes proce- 
dures used in changing disposable colostomy bags, the use of 
permanent stoma bags, and simplified irrigation procedures. 
Teacher's Guides will be available. 
Edited by Lucile A. Wood. RN. MS, Director of Nursing, Bay Area HospItal, 
Coos Bay, Oregan: and Beverly J. Rambo, RN. MN, Mount S1. Mary's 
College. LA.; wIth four consultant writers_ About 830 pp., 500 ill. Sot! 
cover. 
Just Ready Combined valume: AbQut $11.85. Order #9606-6. 
Two-volume set About $15.45. Order #9603-1/4-X. 


ROBlNSm'oJ: Psychiatric Nursing as a Human 
Experience. New 2nd Edition 
A popular text, well known and respected for its humane concerns, 
Psychiatric Nursing as a Human Experience will be more interesting 
and informative In its new 2nd edition It has been substantially 
expanded, and now offers totally new chapters on Human Sexual- 
ity, Psychosomatic II/ness, Antisocial Personahties, Family 
Therapy, and Group Therapy. In addition, material on transactional 
analysis has been added throughout, and the excenent bibliog- 
raphies have been thoroughly revised. 
By Lisa Robinson, I3N PhD. Univ. of Marytand. School of NurSing, and 
School of Medicme, Univ. of Maryl;md. 459 pp. About $10 30. Just Ready. 
_ "\'-"" Order #7621-9 
'\ 
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RNAO delegates prepare 
now for future shock 


The many faces of reality - 1977 style 
- were the object of close scrutiny by 
close to 1200 Ontario nurses and 
student nurses who attended the 52nd 
annual meeting of their professional 
association in Toronto April 27 to 30. 
On the minds of the RNAO members 
were a variety of immediate concems 
that will have a direct bearing on the 
future of nursing practice in that 
province. 
Acting on these concems, 
delegates gave their collective 
approval to: 
. collaboration with the medical 
profession in plans to improve the 
province's health care delivery 
system; 
. an educational program to inform 
the public of the RNAO's historical 
position supporting the principle of 
collective bargaining for nurses and 
the association's role in the 
establishment of the Ontario Nurses 
Association; 
. protection of the public in the area 
of non-prescription and 
over-the-counter drugs; 
. efforts to amend the new Ontario 
Health Disciplines Act to provide for a 
clause governing conflict between the 
professions and to reach an 
agreement with the medical 
profession on the transfer and 
delegation of medical acts to nurses; 
. action by the Board urging the 
Ministry of Health to more effectively 
utilize community health workers in 
the promotion of health and 
prevention of disease; 
. recognition of public health, 
visiting nurses and occupational 
health nurses as essential health care 
workers; 
. a program of public action 
advising the consumer of the 
advantages of receiving professional 
care given by RNs and RNAs: 
. amendment of regulations under 
the Public Hospitals Act to ensure that 
hospitals employ only RNs. RNAs 
and/or nurses and nursing assistants 
whose registration is pending; 
. assuming leadership in 
sensitizing health professionals to 
moral and ethical issues related to 
Protection of Ufe; 


. participation in revision of 
Standards of Nursing Practice at 
provincial and local levels. 
In addition, delegates learned 
that two official statements conceming 
the RNAO position on the role of the 
nurse as a patient advocate and 
competency in cardio-pulmonary 
resuscitation had been approved by 
members of the Board of Di rectors at a 
meeting the day before the 
conference opened. The statement on 
cardio-pulmonary resuscitation 
supports the College of Nurses in its 
stand that all registered nurses must 
possess competency in resuscitation 
measures, including artificial 
respiration (mouth to mouth) and 
external cardiac massage. Basic life 
support was declared a first aid 
procedure rather than a medical act in 
Ontario in November. 1976. 


Citizens' Council 
Helping nurses to keep in touch 
with reality in the future will be a 
Citizens' Advisory Council whose 
membership includes a cross-section 
of men and women from education, 
business, the community, labor and 
media. In announcing the names of 
the new council members, RNAO 
president Norma Marossi said: 
"Input from the council is one way 
we will ensure that the nursing 
profession stays in tune with today's 
needs. Members were chosen from 
individuals who, because of their 
particular interest, experience and 
background, can provide guidance 
thereby ensuring that the Association 
and the profession remains aware of 
and up-to-date on the health needs 
and concerns of the community." The 
council will hold its first meeting in the 
Fall. 
RNAO members learned during 
the meeting that Maureen Powers, 
director of nursing at the Eastem 
Ontario Children's Hospital in Ottawa, 
had been named to succeed Laura 
Barr as executive director of the 
association. Powers will assume 
responsibility for this position 
September 6, 1977. (See page 12) 


Dealing with the realities of 
achieving social change was the topic 
of guest speaker Aifeen Nicholson, 
MPP, at the luncheon held on the 
closing day of the convention. She told 
the nurses in her audience that they 
should make better use of the 
advantage provided by theil 
professional training in dealing with 
politicians. "Nurses..leam early to 
combine the use of authority with 
being helpful but the same easy, 
pleasant assurance that characterizes 
the nurse-patient relationship is not 
always apparent in their work as 
advocate on behalf of these same 
patients." Nicholson went on to outline 
a number of tips members of 
professional associations might 
consider in order to increase the 
effectiveness of their politicking. 
These included: dealing openly and 
amicably with the govemment of the 
day, "even if it is not your favorite 
political party," getting to know the civil 
servants concerned. and developing 
on-going constructive relationships 
with various levels of govemment to 
whom briefs are presented. 
Briefs, she stressed, should be 
based on systematic analysis and 
incontrovertible facts. They should 
offer constructive solutions and, most 
important, specific alternatives on 
contentious issues. "In conclusion," 
Nicholson said, "don't let anyone tell 
you that you are politically 
inexperienced. If you have mastered 
hospital or university politics. 
parliament will present no problems." 
At the conclusion of the 
convention, Irmajean Bajnok, was 
installed as president for the coming 
biennium. The new president is 
assistant professor in the Faculty of 
Nursing at the University of Western 
Ontario. During the convention, 
delegates also elected a new 
president-elect for the 1977-79 
biennium. She is Jocelyn A. 
Hezekiah, chairman of the basic 
nursing program, Humber College of 
Applied Arts and Technology in 
Toronto. 
Outgoing president Norma 
Marossi, in her address to delegates, 
stressed the unique position of RNAO 
among the other ten member 
associations of the Canadian Nurses 
Association because of the 
jurisidictional split between the RNAO, 


the College of Nurses and the Ontano 
Nurses Association. Leaders and 
members of these three groups, she 
said, should periodically pause to 
discuss their respective objectives, 
the relevancy of their programs and 
accountability to members. 
"While the goals of the three groups 
may vary," she said, "We are 
members of the same league. We 
must continue to demonstrate that this 
tripartite model effectively serves the 
citizens, the nurses and the profession 
in Ontario." 
Marossi called on nurses in the 
province to develop a 
"comprehensive quality assurance 
program" encompassing standards of 
nursing care, nursing education, 
performance appraisal programs. 
objective measurement of quality of 
care, maintenance of competency and 
professional accountability. She 
described the proposed program as 
"probably too grand and too important 
to be attempted by anyone body in 
isolation" but stressed that the RNAO 
should "take its rightful role of 
leadership and coordination." 
Speakers at the concurrent 
sessions on health and social issues 
were: Shirley Whealley, supervisor of 
Family Planning Services, 
Department of Public Health, Toronto; 
Frederick Funston, consultant. 
Addiction Research Foundation; 
Catherine MacGregor Keyes, director, 
Public Health Nursing, 
Ottawa-Carleton Regional Health 
Unit, Ottawa; Karyn Kaufman, clinical 
nursing specialist, McMaster Medical 
Centre, Hamilton. 
"The individual copes with 
tOday's realities" was the subject of a 
growth and development session led 
by two nurses, Gail Donner, 
chairperson, Nursing Department, 
Ryerson Polytechnical Institute in 
Toronto, and Paula Goering, an 
instructor in the Faculty of Nursing at 
the same school. 
An international overview of 
nursing care was presented to the 
delegates by the third vice-president 
of the Intemational Council of Nurses, 
Verna Huffman-Splane. Splane. who 
is currently a special lecturer on 
national and international nursing at 
the University of British Columbia's I 
School of Nursing, reminded her 
audience that "more than half of the 
world population now receives either 
minimal or no health care" j 
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Coping with Cancer: 
a symposium for 
everyone 


1\ three-day Symposium on Coping 
Nith Cancer brought over 400 people 
Irom all parts of Canada to Toronto in 
I\pril. The meeting, sponsored by the 
:;anadian Cancer Society, involved 
nembers of the medical, dental and 
,ursing professions, social workers, 
heologians, and volunteers and staff 
>f the Canadian Cancer Society, who 
net to take a comprehensive look at 
he many special problems related to 
:oping with cancer. 
Prevention was the first aspect of 
:ancer to be discussed, with lay 
>ducation, industrial environmental 
>roblems and screening being major 
:onsiderations. The remainder of the 
'onference dealt with the most 
>ffective ways to help the cancer 
Jatient and his family. and it included 
jiscussions on emotional problems of 
hose who work with cancer patients 
m a voluntary or professionaJ basis. 
The often neglected human 
ispect of cancer treatment was 
>erhaps best presented by Henry 
liney, a radio and television 
;portscaster from Calgary, Alberta. 
-iis wife died of cancer two years ago. 
3eginning "...Mine is not a pleasant 
;:Ory," Viney described his painful 
nability to support his wife when they 
>oth realized that she was dying of 
:ancer.... .and we both knew. and still 
lever discussed death." 
Viney expressed the hope that 
>erhaps his story might help others to 
10 a much better Job of supporting the 
:ancer patient and his family than he 
'ad been able to do. A social worker, a 
Jatient, a family physician and an 
>ncologist discussed their 
ipproaches to helping the newly 
jiagnosed cancer patient. 
The practical problems of the 
ndividual who has been successfully 
reated for cancer were also 
"Onsidered from a number of 
;tandpoints Emotional adjustment. 

mployment, insurance and 
ehabititation, and the role of self-help 

roups were discussed by those 
nvolved in each sphere of cancer 
ecove:y. 
The conference also provided an 
ifternoon to discuss helping the 


patient and family when curative 
measures fail. How to tell the patient 
was just one of the concems 
discussed. Palliative care, the role of 
the clergy, the role of the friend and 
family. were also considered. 
Mary Vachon, a nurse and 
sociologist with the Clarke Institute of 
Psychiatry spoke about the stress 
widows face when their husbands 
die of cancer, those who must stand 
by helplessly as theIr husbands cope 
with pain, deterioriation. and the threat 
of impending death. She spoke about 
the feeling that these women have of 
being left on their own as death 
approaches. The information that she 
gave came from the first in-depth 
study of Canadian widows, a study of 
Canadian widows, a study carried out 
so that professionals could change 
their approach to prevent or alleviate 
suffering for future patients and their 
families. 
Topics for discussion were 
arranged in units. and each topic was 
followed by a question period, so that 
those attending the conference were 
able to voice their concerns about 
coping with cancer. Certainly the 
symposium met its objectives by 
increasing the knowledge of the 
delegates with regard to the broad 
spectrum of problems surrounding 
cancer, increasing their knowfedge of 
social and economic rehabilitation of 
cancer patients, and providing a forum 
for continuing educatIon. 


NLN elects man 
as vice-president 


The Na tionaJ League for Nursing in the 
United States (NLN) has, for the first 
time in its 25-year history, elected a 
man to the position of president-elect. 
Matthew F. McNulty whose election 
was announced during the League's 
recent convention and exhibition, is 
chancellor of the Georgetown 
University Medical Center in 
Washington, D.C. 
The new president of the NLN is 
Sylvia R Peabody, executive director 
of the Visiting Nurse Association of 
Detroit. 
The NLN has its headquarters in 
New Yori< City and is a membership 
organization dedicated to meeting the 
health needs of the people by 
improving nursing education and 
nursing service. 


OR nurses hold 
10th conference 


Approximately 500 nurses from 
across Ontario, other parts of Canada 
and some areas of the U.S. met in 
Toronto to attend the Tenth 
Conference of the Operating Room 
Nurses of Greater Toronto held April 
25-27. Those at the meeting took a 
look at topics of current interest to the 
O.R. nurse - what O.R. nursing is 
now and what it could be in the future. 
The conference, opened by Mary 
Wakefield, began with a panel 
discussion and question period that 
looked into the problems of working in 
a smaller hospital and trying to prevent 
duplication of services, the difficulties 
in setting up operating rooms in a new 
hospital, how it 'feels. to be an O.R. 
staff nurse and, from the government 
side, the problem of cost containment 
in health care generally. 
A wide variety of topics were 
discussed at the three-day meeting, 
everything from the latest 
developments in reconstructive 
surgery 10 a look at "working 
relationships" in the O.R. between 
nurses and doctors. Nurses also had 
an opportunity to speak with over 60 
suppliers and manufacturers of O.R. 
equipment and to see their newest 
products on the market. 
The Operating Room Nurses of 
Greater Toronto started as an interest 
group in 1959. Now, with 
approximately 185 members they hold 
educational meetings four times a 
year, and larger conferences every 
one or two years. Their most important 
project to date has been the 
publication of a booklet on standards 
of practice for operating room nurses. 
Two-and-one half years ago, a 
Standards committee, headed by 
Faye Trouten, was formed 
representing seven hospitals in the 
Toronto-Hamilton area. Members of 
the group were (from left to right, front 
to back): Pat LeBlanc, Carol Potter, 
Norma Williamson, Mable Kotyk, Flo 
Bestic, Faye Trouten, Mary Barnes 
(Absent: Margaret Porter. Helen 
Gibson, Bev Schmocker). The 
booklet will serve as a useful guideline 
for any operating room wishing to 
estabish standards of practice on 
which to evaluate staff competency. 


For copIes, send $2.50 to: Mrs. 
Jean Mitchell, President, Operating 
Room Nurses of Greater Toronto, 
North York General Hospital, 4001 
Leslie Street. Willowdale. Ont. 
M2K 1E1. 
Operating Room Nursing groups 
are active in every Canadian province 
and will be meeting together next year 
in Halifax at a national convention. 


NBARN presents brief 
to education committee 


No major changes are needed in the 
New Brunswick nursing educat;on 
system according to Ihe provlnce's 
professional nursing association. The 
conclusion is contained in a brief 
presented recently by the New 
Brunswick Association of Registered 
Nurses to the Maritime Provinces 
Highel Education Commission. 
The brief points out that New 
Brunswick now offers two types of 
nursing education programs, the 
two-year diploma and the four-year 
university. These programs are 
provided in educationally-controlled 
institutions and in both languages. 
According to the brief, the past year 
has marked the end of an era in 
diploma nursing education. with the 
completion of the transition from 
three-year to two-year nursing 
schools. 
Although the present system is 
adequate and able to meet the 
challenges of evolving health 
services, according to the brief, there 
is work to be done to improve the 
quality and relevance of the programs. 
This is an on-going process and one 
that is basic to the fundamentaJ 
purpose of the NBARN. 
NBARN officials identify a 
number of concerns in the brief, 
including the number of applicants to 
schools, especially French-language 
applicants; facilities for the Saint John 
School of Nursing; high cost of 
education for university nursing 
students; supportive research; 
continuing education for nurses: and 
nursing manpower and the 
employment situation. 
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A group of Canadian delegates to the 
1977 Annual Meeting of the American 
Association of Neurosurgical Nurses, 
held at the Hotel Toronto in April. The 
Keynote Address for the meeting was 
delivered by the Honorable Pauline 


M. McGibbon, Lieutenant-Governor 
of Ontario, to about 400 members of 
the A.AN.N. from all parts of the 
United States and Canada. The 
meeting was educational in nature, 
covering a number of concerns faced 


by nurses working in neurological and 
neurosurgical units. It was held in 
conjunction with a meeting of the 
American Association of Neurological 
Surgeons. 
(Photo by S Emond) 


Roundup of 
critical issues 


CNA's March annual meeting wound 
up on a lively note with a panel 
discussion by five members of CNA's 
Executive Committee 
The discussion, entitled "Critical 
Issues in Nursing," was moderated by 
second vice-president Sheila O'Neill 
of Montreal. Each of the four panel 
members identified developments 
particular to their area that they 
viewed as crucial to the future of the 
nursing profession. 
Helen Glass, of Winnipeg, 
Manitoba, began the discussion by 
identifying the need to examine all 
present levels of nursing education 
(including continuing education) with 
the aim of incorporating change where 
necessary. She brought to light a 
number of questions facing nursing 
education now. questions involving 
the di rection it will take, questions that 
need answers that will keep in mind 


the needs of the student and the 
needs of society. One of the present 
problems, she said, is the lack of 
graduate schools for teachers or 
practitioners in Canada. 
Barbara Racine of New 
Westminster, B.C., member-at-Iarge 
for nursing administration, spoke of 
the important questions facing nursing 
administration in a decade when 
nurses "had taken the starch out of 
their uniforms and put it into their 
backbones." She said that the present 
tendency to compartmentalize within 
the nursing profession - for example 
into management and union - had to 
be overcome by recognizing intemal 
indicators, those aims that are 
common to all nurses. She spoke of 
the necessity for the nursing 
administrator to use her powers in the 
best interests of nursing and the 
patient. This could Involve defending 
the nursing budget in the face of 
govemment cutbacks, using a 
position on a hospital board to express 
the needs of he r staff and concems for 


standards of care, and using a 
collective contract as a legal means to 
hold nursing accountable. 
Linda Gosselin of Thunder Bay, 
Ontario, member-at-Iarge for social 
and economic welfare, also spoke of 
the need for a resolution of conflicts 
between nursing management and 
staff. The solution to the problem 
between the two sides of the 
bargaining table, she said. lay in the 
realization that "we are all on the same 
team," with the same goal, quality 
patient care. 
Member-at-large for nursing 
practice Larine Besel of Montreal, 
discussed the moral issues presently 
confronting nursing practice. Her 
concem about fragmentation of 
nursing care, professional honesty, 
and the moral issues of nursing, was 
beautifully illustrated through the use 
of a case study of a particular patient 
and the involved response of a student 
nurse. 


B.C. nurses accept 
two-year contract 


Nurses employed by the provincial 
govemment have voted by 96 percent 
to ratify a 1976-77 contract negotiated 
with the B.C. Government Employee 
Relations Bureau (GERB). 
The April ratification vote marned 
the end of 18 months of on-and-off 
negotiations. In March the nurses 
threatened strike action before GERB 
would resume the negotiations it had 
broken off in December. The 2,600 
nurses have been without a contract 
since October 31, 1975. 
The two-year agreement is worth 
14 percent, the maximum allowed by 
federal anti-inflation guidelines, 
averaging 8 percent for 1976 and 6 
percent this year. The compensation 
package is a combination of salary 
increases, benefits and cash 
payments. 
The agreement covers 1,600 
registered psychiatric nurses and 
1,100 registered nurses worning in 
provincial govemment psychiatric 
facilities and public health units 
throughout the province. They are 
represented jointly by the Registered 
Nurses' Association of B.C. and the 
Registered Psychiatric Nurses 
Association of B.C. 


Alberta nurse educators 
form new association 


Directors of nursing in the province of 
Alberta have joined forces to facilitate 
improvements in education programs 
in their province. The name of the new 
group is the Consortium of Nurse 
Educators (COSNE). "s members are 
the persons responsible for 
administration of professional nursing 
education programs in the 13 Alberta 
institutions that offer diploma, 
baccalaureate or graduate programs 
in nursing. 
The purpose of COSNE is to 
provide an opportunity for members to 
share ideas, act as a resource group, 
and provide direction to appropriate 
bodies in matters related to nursing 
education in the province of Alberta. 
Contact is invited and may be made 
through any member or the current 
chairman, Shirley Shantz, 
Coordinator-Nursing, Red Deer 
College, Red Deer, Alberta. 
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. fungicidal and trichomonacidal action 


The broad spectrum approach to vaginitis 
due to candida, trichomonas or mixed infections. 
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. low relapse rate Cream/Solution 


. no cross-resistance with other agents instant therapy 
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Family life delegates 
examine health care 


One of the major stumbling blocks in 
the path of development of an 
effective health care system in this 
country is a tendency to define the 
caring functÏon as existing only 
outside the family. "Health policy and 
practice:' according to a University of 
Calgary professor in the faculty of 
social welfare, "is oriented to the 
needs of the individual and perhaps 
even more to the type of care and 
method of practice which most suits 
the health professions." 
Professor Andrew Armitage was 
one of two keynote speakers opening 
up proceedings of a three-<1ay 
conference on Family Policy in 
Ottawa. April 24 to 26. The 
conference, sponsored by the 
Canadian Council on Social 
Development, was attended by more 
than 350 representatives of social 
service 2fgencies across the country. 
In a background paper prepared 
for the conference, Professor 
Armitage points out that the remnants 
of the family support system remain 
with the public health services - 
clinics, school health services, home 
visiting and care programs. "But 
public health is the poor relation in the 
health field and, further, it tends to 
arouse professional opposition when 
it tries to extend its role. Professor 
Armitage believes there are 
indications in the 1970's of a return to 
more family based health care 
although "impulses at the political 
level seem to have come from 
escalating health costs rather than a 
conviction about family policy. 
Arguments in favor of family health 
care," he says," have been used to 
'sweeten the pill' for opponents of 
change." . 
He cites as examples of renewed 
interest in family-oriented care, the 
new status of public health programs, 
particularly those geared to health 
promotion, the development of 
community health centers, and 
attempts by the medical profession to 
upgrade family practice. He says that 
although home care programs are 
gradually being extended to assist the 
chronically ill, "there is as yet no policy 


of consistent support to enable the 
family to deal with illness and 
continuing stress." 
Dr. Fred R. MacKinnon, deputy 
minister of social services for the 
province of Nova Scotia, also stressed 
the importance of a "familial 
approach" to public policy in his 
closing address to the delegates. 
Such an approach, he said, implies 
caring and sharing, whereas the 
economic system is based on 
competition and the acquisition of 
material wealth. 
The president of the Vanier 
Institute of the Family, Dr. MacKinnon 
said that "by their very nature, social 
services cannot be more effective 
than the dominant institutions in 
promoting healthy personal and 
familial development." He suggested 
that our goal should be to "maintain 
and build self-reliance and 
self-respect which help to make usfull 
persons instead of creating 
dependence and destroying what little 
we have of dignity." 
Five sub-plenary sessions were 
held during the conference on the 
topics of housing, income security. 
personal social services, health and 
social justice. The speaker at the 
health session was former CNA 
president, Huguette Labelle, director 
general, Policy, Research and 
Evaluation Branch Department of 
Indian and Northem Affairs in Ottawa. 


ARNN launches 
status study 


The Newfoundland nurses' 
association has launched a 
province-wide study of the status and 
environment of members of the 
profession. 
The investigation is intended to: 
1. promote job satisfaction among 
nurses; 
2. promote decision-making among 
nurses; 
3. provide a mechanism through 
which nurses can assume a 
leadership role; 
4. enhance the abilityof non-nurses to 
view the nurse as a decision-maker; 
5. promote changes in the perspective 
of other categories of health personnel 
regarding the role of the nurse; 
6. enable nurses to help themselves in 
improving the quality of their work 
lives. 
The project director will be Clarrie 
Case. All nurses in Newfoundland will 
be affected by the study which will 
involve the use of questionnaires, 
workshops, educational programs, 
interviews and observation. 


Did you know... 
The CNA archives collection of school 
nursing pins is richer by several fine 
examples donated by readers since 
publication of our March cover photo. 


Geographical Analysis of CNA Journal Circulation 


English French 
Newfoundland 3,197 1 
P.E.I. 923 
Nova Scotia 6,172 10 
New Brunswick 4,374 388 
Quebec 7,692 36,195 
Ontario 21,408 296 
Manitoba 7,985 7 
Saskatchewan 7,591 6 
Alberta/NWT 13,140 27 
B.C.lYukon 15,304 21 
Total - Canada 87,786 36,951 
Outside Canada 
United States 1,667 23 
Other. 983 337 
Total 90.436 37,311 


. The Canadian Nurse/L infumlère canadienne IS ostnbuted to more than 104 countries 


Women in 
ambulance services 


The Metropolitan Toronto Departmer 
of Ambulance Services has droppe 
its height and weight restrictions fOi 
candidates for jobs as 
driver-attendants after a thorough 
investigation by the Ontario Human 
Rights Commission. 
Both parties agreed that the 
ambulance service will devise a mor 
accurate method of evaluating an 
applicant's physical capabilities anc 
will consider an on-going fitness 
program for its employees. 
The Ontario Women's Bureau c 
the Ministry of Labour and the Ontar 
Council on the Status of Women ha 
expressed concem to the 
Commission last fall over the posslb 
discriminatory effect of the height an 
weight requirements on women ani 
some ethnic groups. 
In its investigation, the 
Commission found that Toronto's 
ambulance service employed no 
women ambulance driver-attendanl 
in a staff of more than 400. InJanual'] 
the Ambulance Services Departme 
dropped its requirement from 5' 8" ar 
160 Ibs. to 5'6" and 145 Ibs. 
"They have now dropped the 
requirement entirely after we 
demonstrated to them that there is n 
evidence that a specific height and 
weight standard is a valid measure 
any individual's physical capabilities 
said Naison Mawande, Director of 
Conciliation and Compliance for thE 
Commission. "We do agree that a 
standard of physical strength and 
fitness is a reqLirement for the job. 
Penny Goldrick, an officer of tt 
Commission, found that a good 
proportion of all the ambulance 
services in Ontario do not have heigl 
and weight requirements and that 
some do employ women. 
The Ambulance Act now requirt 
a job candidate to take a one-year 
course, a course now offered in 
Toronto at Humber and Centennial 
Colleges, and soon to be available, 
Seneca College. Women are now 
enrolled in those programs. One of tt 
courses teaches techniques of liftin 
which reduce the correlation betwee 
the weight to be lifted and the size c 
sex of the attendant. 
(continued on page' 
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CNJ talks to 


Maureen Powers 


"The Registered Nurses Association 
of Ontario (RNAO) has to represent 
the vested interests of all of the 
various groups within nursing, 
induding such groups as public health 
nurses, O.R. and psychiatric nurses." 
So says Maureen Powers, who 
was appointed executive director of 
the RNAO in Toronto on April 28. She 
will assume office on September 6. 


\
 ) 
- 
 


Currently director of nursing at 
the Children's Hospital of Eastern 
Ontario in Ottawa. Powers is 35 years 
old and has gained a reputation for 
being somewhat outspoken. She 
says, "I don't like 'stepping on 
people's toes' but I do try to be very 
honest in my feelings and in saying 
those things which I feel need to be 
said." 
"I may be outspoken, or even 
aggressive, but I would hope I seem 
reasonable and interested in working 
out and solving problems through 
consultation, not confrontation." 
Powers says she has always had 
a great interest in nursing and in 
nursing concerns. She describes 
herself as someone who has been "an 
interested and active member" of her 
professional association. 


Powers is confident of her ability 
to handle her responsibilities as 
executive director. She says her 
present position as director of nursing 
has given her the experience 
necessary to know she can "get 
together with people, be sincerely 
interested in them and make sincere 
attempts to represent their interests." 
"One of my first objectives as 
executive director will be to go to 
individual chapters, meet with groups 
of nurses and talk to them about the 
issues which they feel are retevant to 
us." 
From these visits Powers 
believes patterns of concern will 
emerge which she, in turn, will point 
out to the president and the 
president -elect as di rectional 
recommendations. 
Powers knows she will meet with 
difficulties and confrontations overthe 
next few years but says "that's all a 
part of life and part of working within a 
successful and healthy organization." 
Powers says one thing that she is 
very concerned about in terms of 
RNAO is membership. "The RNAO is 
the professional nurse's association 
which represents, should represent, 
all nurses in Ontario." 
"I find it very funny when I hear 
people ask, What can my professional 
organization do for me? I honestly, 
and I say this in all modesty, have 
always asked, What can I do for my 
professional association? After all, the 
RNAO depends on me, the 
member. " 
"The function of the RNAO, as I 
see it, is to be a leader and a 
pacesetter in terms of establishing 
priorities as to the direction nurses 
should take. Members are very 
important in terms of the function of 
the RNAO and I see myself as 
executive director taking my direction 
from the members." 
Powers holds a Master of 
Education (Psychopedagogy) from 
the University of Ottawa in 1975 and a 
Bachelor of Nursing from McGill 
University, Montreal in 1965. She also 
holds a diploma in maternal and child 
health nursing and is a 1962 graduate 
of St. Mary's Hospital School of 
Nursing, Montreal. 
Powers says she finds 
educational pursuits very exciting. 


"Education is important for a 
nurse's credibility but even more 
important is the ability to reflect upon 
what you're doing and to use the 
resources that other people have 
worked up, Those are the abilities 
learned through education and they 
are very significant in terms of being 
.an effective practitioner." 
Powers has wQrked in pediatrics 
for many years now and she knows 
her new position will require her to 
widen her scope. "I've always been 
interested in the child, now I'll be 
concerned with the person at all age 
levels." 
She says it will necessitate 
different emphasis but she is not 
worried about making the transition. "I 
have agenuine interest in health care, 
and in people and how they will be 
dealt with in relation to their care." 
Powers has loved pediatric 
nursing and the organization of 
nurses. She says she will, most 
definitely, miss the practice of 
"nursing" (giving care to a patient). 
But, she also loves nursing itself, and 
she'd like to be able to contribute to 
some of the solutions and concerns 
that nurses are involved with. 
Powers believes there is a great 
need in the profession for people who 
are "willing to commit themselves and 
be involved in decIsion-making about 
where nursing is going in terms of 
health care:' 


Joan Bailey S.R.N. (Barnet General 
Hospital, England), R.N. (Ontario and 
Quebec), has been appointed Nursing 
Officer, The Prior of the Most 
Venerable Order of the Hospital of St. 
John of Jerusalem Priory of Canada 
Sf. John Ambulance Brigade. Division 
178, Margaret McClaren Corp., 
Quebec. 
Joan has had experience in 
various fields of nursing in Canada, 
including assistant head nurse in 
Gynecology, administration nursing 
supervisor and assistant instructor 
nursing assistants, general duty staff 
nurse in Case Rooms and Operating 
Rooms. 


Sharon Dawe R.N. has been 
assigned to her first post in Latin 
America where she will help 
administer the CARE/MEDICO public 
health auxiliary nurses training 
program at a hospital in Choluteca, 
Honduras. She will teach community 
health, maternal-child health, 
epidemiology, and nutrition. She had 
worked in Afghanistan, Algeria, 
Malaysia and Indonesia prior to her 
present assignment to Honduras. 


Kathy Lauzon has been appointed 
Executive-Secretary (part-time) of the 
Canadian University Schools of 
Nursing (CAUSN). 
A graduate of St. Joseph's School 
of Nursing, Hamilton and of the 
University of Ottawa (B.Sc.N., B.Ed. 
and M.Ed.), Lauzon has taught and 
served as a Coordinator in the Ottawa 
General Hospital School of Nursing, 
the Vanier School of Nursing and 
Algonquin College Health Science 
Division in Ottawa. Since 1975 to the 
present, she has been serving as 
permanent part-time Nursing 
Coordinator, Obs-Gyn Program, 
Ottawa General Hospital. Among her 
other professional activities, she has 
served as President, Ottawa East 
Chapter, RNAO (1971-76) and as 
Ottawa regional representative on the 
Provincial Executive Committee of 
RNAO (1972-76). 


Anne Marie Snook, a first year 
nursing student at Memorial 
University in St. John's, 
Newfoundland, recently received the 
Teagle Foundation Scholarship, The 
scholarship is available to children of 
employees of Exxon Corporation and 
is tenable for four years. 
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FR4NKLY SPE4KING 


What every reasonable and prudent 
nurse should know 


Nora J. Briant 


Lately, in conjunction with a university course 
that I have been taking, I have been reading a 
great deal about the issue of mandatory 
continuing education for nurses. I am writing 
this article in the hope of getting some 
response from readers who have opinions 
about this matter. 
When first I began my reading I was in 
agreement with mandatory continuing 
education. It just couldn't be right that initial 
registration should qualify me for a lifetime's 
practice. When I stopped reading I was 
convinced t:'at making education mandatory 
after basic education would serve little or no 
purpose. 
The article that best summed up for me 
the issues at stake was by Barbara Stevens.' 
Some of the points she makes are as follows: 
One of the objectives of mandatory education 
might be to make nurses take up their 
professional responsibility for leaming. 
However, the problem with nurses who do not 
do so voluntarily is one of attitude. Making 
them attend a specified numberof educational 
events to fulfililegaJ standards will do nothing 
to give them a positive attitude towards 
leaming. 
The objective of providing leaming 
opportunities through mandatory continuing 
education is not valid either. The leaming 
opportunities could be either a) to stimulate 
professional growth, b) to update the nurse, or 
c) to improve job performance. Stimulating 
professional growth is objected to forthe same 
reason as above, i.e. it will not serve the 
purpose. 
Updating nurses by mandatory controls 
would be awkward and of questionable value. 
Who would decide what information is 
required to keep abreast of changes? Would 
this information be universally distributed? 
Does a psychiatric nurse need to know the 
latest development in urology and does an 
O.R. nurse teach diabetics? What about the 
different levels in nursing and the new roles? 
Improving job performance would require a 
muhiplicity of specific programs only hinted at 
in the two sentences before. Also, who 
provides these required leaming activities, 
where, and with what money? 
If the objective underlying mandatory 
education were to improve patient care then 
extreme difficulties and cost might be 
acceptable. Again the answer does not suitthe 
problem. Proving that you have been to two 
courses, a workshop, and a conference 


doesn't say anything about how much you 
leamed or whether you are applying it. In my 
reading I did not find any proof that continuing 
education has a positive effect on patient care. 
The only guarantee for quality care is to 
actually assess the care in the clinical setting. 
None of the laws or suggested laws for 
mandatory education require this kind of 
testing and so none of them guarantee 
improved patient care. 
In one article I read that personal reading 
habits were correlated with the quality of 
medical care given but attending specific 
continuing education programs did not 
correlate. 2 Then I read that the American 
Nurses' Association Standards for Continuing 
Education says that general reading, 
discussion groups and the like do not count as 
continuing education units because they 
cannot be uniformly measured. 
Mandatory continuing education seems 
to create a lot of problems and to provide very 
few answers. We have enough problems now 
and don't need to spend our energies on 
ventures of questionable value. 
The concem of all authors on the topic 
was that nurses be accountable to the 
consumer through continuing education. With 
knowledge accumulating at great speed and 
new technologies being developed every day 
we certainly do need to take part in on-going 
learning. As for being accountable to the 
consumer, there should be no worry about 
that. Weare accountable and there are no two 
ways about it. Each of us is expected to do 
what any other reasonable and prudent nurse 
in similar circumstances would do or be held 
liable in a court of law. That is accountability. 
There are other ways of maintaining 
standards besides making laws. At present 
there is little direct interference by 
govemments or courts in the workings of our 
profession and I think it is better for everyone 
concemed if we keep it that way. To do so we 
must take care of this problem ourselves. 
Imagine the situation if we did decide that 
nurses wanting to renew their registration 
must have proof of, for example, forty 
continuing education units per year. In 
provinces where licensure is not mandatory, 
(i.e. B.C., Aha., Sask., Man., ant., N.S. and 
N.S.) nurses who did not qualify could still 
continue to work. An unregistered nurse is not 
prohibited from practice: she simply cannot 
use the title 'registered.' At one time it was not 


uncommon to have unregistered nurses 
working and we might find that becoming more 
and more the case if our hypothetical situation 
came true. Hospitals and agencies desirous of 
quality personnel might not hire unregistered 
nurse; but being able to pay them less - they 
might. Having registration instead of licensure 
makes mandatory continuing education out of 
the question. . 
What can or should we do about 
standards, keeping up-to-date, professional 
obsolescence. and the information explosion? 
I feel that one good way to help cope with 
these problems would be to set up voluntary 
systems of continuing education that would 
acknowledge participation and achievement. I 
have read and heard about the American 
Dietetic Association, The College of Family 
Physicians and others but I don't think 
anything of the kind has been available to me. 
To be a member of one of these societies each 
person must have taken part in a specified 
number of courses, workshops. study groups, 
etc. over a number of years. 
The implications of such a membership 
should be publicized. Then if anyone wants to 
hire or promote a nurse who is keeping abreast 
of change and interested in leaming they could 
choose one of these with a degree of 
assurance. In this way employers and the 
public would grow to expect high quality 
nursing care. This demand, combined with the 
presence of leamed societies to encourage 
and provide educational stimulation, would 
keep the standard of care up in spite of rapid 
change in science and technology. 
What every reasonable and prudent 
nurse could be expected to know would be 
influenced by the educational atmosphere 
created. I see our provincial associations and 
educational institutions being potentially the 
most helpful in establishing these societies 
and so I aim my suggestions and hopes in that 
direction. .. 
References 
1 Stevens, Barbara. "Mandatory Continuing 
Education for Professional Nurse 
Re-Licensure: What are the Issues?" J. Nurs. 
Admin. 111:5:25-8. 
2 Stuart, Corrine T. "Mandatory 
Continuing Education for Re-Licensure in 
Nursing and the Implications for Higher 
Education." J. Cont. Ed. Nurs. 6:5:7-15. 
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CYSTIC FIBROSIS - CAMP 
COUCHICHING 
FOUR SUMMERS 
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For the young person with cystic fibrosis, there are day-to-day problems and routines that make living a 'normal' life 
difficult. But this summer, as for the four summers past, a camp at Lake Couchiching will provide a unique 
opportunity for adolescents with cystic fibrosis to realize their potential, by learning about their disease, socializing 
with other young men and women, developing independence from their families, and participating in a recreation 
program that pushes them to their limits. 
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The camp on Lake Couchiching for children 
with CF was started in 1973 by Dr. Douglas 
Crozier of the Cystic Fibrosis Clinic, The 
Hospital for Sick Children, Toronto. Donald 
Bradbury, past chairman of the board of Camp 
Couchiching, agreed that for the month of 
August. the camp was to be set aside for CF 
campers. A physician (Dr. Crozier), four 
registered nurses (including myself), a nursing 
assistant, four registered physiotherapists, 
and 16 student therapists were hired for the 
month of August to augment the regular camp 
staff. By the summer of 1975, the number of 
campers had grown to 53 (23 boys and 30 
girls) between the ages of 10 and 17; 17 staff 
members, ages 17 to 25 years, also had CF. 
Initially, certain changes were necessary 
to make the camp suitable for CF campers. All 
cabins were insulated; electric baseboard 
heaters and hot and cold running water were 
installed. The veranda of the camp lodge was 
enlarged and rewired to accommodate 
postural drainage boards and physiotherapy 
machines. 
The fee for campers is about $600. for the 
month. Parents are asked to contribute what 
they can to the cost; the balance is covered by 
service clubs, especially the Kinsmen Club 
and local chapters of the CF Foundation, or by 
donations from drug companies, private 
individuals, the Toronto Star Fresh Air Fund, 
and other sources. 
Most of the activities normally available to 
campers at Camp Couchiching are continued 
as usual for our CF campers during the month 
of August. Swimming lessons are compulsory, 
and canoeing, tennis, water skiing, hiking, 
campcraft, arts and crafts, sailing, archery, 
and overnight trips are offered. 
As each camper arrives, he is weighed 
and his drug records are checked. Each 
camper brings his own drugs to camp and with 
a few exceptions, these are pooled and 
shared. Enough antibiotics and vitamins for 
24 hours are dispensed to the campers each 
Carn morning. Night medication is delivered to the 
...!:OSt;::e r s dO/Íl cabins with the boxes containing drugs for the 

 e 6oard,%/JercU$ . evening inhalation. These boxes are refilled 
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The nature of the defect causing cystic 
fibrosis (CF) is unknown. The disease is 
characterized by an increased sweat 
electrolyte concentration, pulmonary 
disease, and pancreatic insufficiency 
resulting in intestinal malabsorption. 
Cystic fibrosis is a generalized condition; it 
affects the entire body, and involves 
abnormal mucous secretion of the 
exocrine glands. 
The treatment of the disease creates 
many day-to-day problems for the cystic. 
The routines required for inhalation and 
physiotherapy are time-consuming, 
usually taking a minimum of three hours 
every day. This makes it necessary for the 
child to arrange his activities around a 
demanding schedule. 
Many children with CF are 
self-conscious a bout their condition, for 
example, about taking pills in public; many 
feel guilty about the time and money that 
their parents spend on them. Some are 
overprotected by their parents and 
consequently resented by their siblings. In 
the past, there have been severe 
restrictions on their ability to travel, but 
now the availability of portable equipment 
makes it a possibility. Until recently, young 
cystics were refused admission to any 
'regular' summer camp; some could attend 
the camps organized by the Ontario 
Crippled Children's Society, but their 
activities there were unnecessarily limited. 
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antibiotics and Intal in a buffered solution. At 
treatment time, each camper nebulizes the 
solution and inhales it for 15 to 30 minutes. 
Good nutrition is an essential part in the 
care of those with cystic fibrosis, Our camp has 
an unlimited budget for a diet high in saturated 
fat and protein; butter is used rather than 
margarine; whole milk instead of juice; and 
there is plenty of fresh meat, eggs, and 
cheese. 
The pancreatic enzymes, Cotazymes, 
called "greenies" by the campers, are 
distributed at each meal. A counsellor ensures 
thô.t each camper takes enough enzymes, and 
notifies a member of the medical team if there 
i
 a reluctant pill-taker in the group. 


Gentle Teaching ... 
Staff members spend a great deal of time 
teaching the campers about the need for 
enzymes; that, for example, they need to take 
eight "greenies" to digest a glass of milk, or 25 
for a cup of shelled peanuts. We continually 
emphasize that for them, food without 
enzymes is almost like no food at all; 
explaining to them why they might feel 
constantly hungry although they are eating 
large amounts. We try to relate this to their 
everyday lives suggesting that they should 
always take "greenies" with them to their local 
hamburger stand sothata "Big Mac" will have 
more than just sawdust food value. We also 
teach them how to take "greenies" 
inconspicuously, by putting them in a cup and 
"drinking" them. 
I remember one young cystic telling me 
about the phenomenal amount of food he 
usually ate, claiming he just didn't need 
enzymes. After a consultation with Dr. Crozier, 
I asked the boy to try an experiment, by 
beginning to take 60 "greenies" with every 
meal. A few days later he came back to tell me 
that, for the first time in years, he was not 
always hungry; generally he felt better, and he 
began gaining weight. 
As staff members, enzymes are far from 
our only concern. Each cystic child requires 
two or three physiotherapy treatments every 
day after the inhalation of prescribed 
bronchodilators and antibiotics. At camp, each 
child is responsible for mixing his own mask 
medication, and, for some, this always comes 
as something of a shock. We also try to teach 
the camper how to position himself on a 
postural drainage board in order to gain the 
greatest effect from clapping and percussing, 
and loosen the thick mucus secretions that are 
a constant cause of concern to him. A 
physiotherapist, assigned to each cabin, 
observes the therapy unobtrusively. 


Canoe Trip 
During the first summer at camp, we 
included a canoe trip forthe older boys. We did 
two local canoe trips; the boys paddled one 
way and were trucked back to camp in time for 
their second inhalation. Our first trip was so 
bad... The river wasn't deep enough, so the 
boys had to pull the canoes up the river. Some 
got lost; three circled an island twice before 
they realized that they were off course. There 
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Reactions to Camp 


The response of the campers, counsellors and parents to Cystic 
Fibrosis-Camp Couchiching was measured in part by their replies to 
questionnaires that we sent to them after our third summer. 
All 16 campers who replied to the questionnaire had heard about the 
camp from theirCF clinics; almost all had been to camp for more than one 
summer. None of the bOys said they were homesick, but five girls were 
initially - they stated that they were not accustomed to being away from 
home for any length of time. 
Only one camper did not take his medication by himself before camp 
but did so afterwards. The greatest improvement in the campers was in 
their ability to give themselves physiotherapy; most of the boys could do 
all clapping positions, including the posterior lobes, by the end of camp; 
the girls still needed help here. The boys expressed great satisfaction at 
being able to do their therapy independently, and many felt that they had 
developed a better routine. Typical of the replies are the following 
statements: 


"I used to do my therapy only where it hurt, and often for a longer ame in 
that area only." 


"I realized that I must take better care of myself and not miss any 
treatments. " 


"Before, I didn't mind if I missed a mask or didn't take my pills but after 
camp I tried not to ..." 


"While at camp I learned how to take care of myself better. " 
"Yeah. now I can do all my treatments by myself without having anyone 
tell me what to do with them. . 


Many cystics feel that they are "different," and are self-conscious 
about their disease. Many of the campers' responses indicated that they 
learned to overcome some of these problems at camp. 


"I don't get depressed as much after being with kids with CF. I know 
other kids go through the same things as I do. " 


"I learned I could do things other kids could do, kids thatdidn 't have CF; 
before I was in doubt, as everyone was worrymg or protecang me. " 


"Because everybody had CF, I felt that if I coughed or got out of breath, 
everyone would understand." 


"In a way, it made me feel good taking my pills openly and having 
someone to talk to while doing my therapy. ,. 
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Most said that they have greater understanding of CF. 
"Seeing kids with my disability and talking about our problems improved 
my knowledge. " 
"... being with other kids with CF and learning about them discussing our 
problems (such as how to take pills in a crowded cafeteria), getting away 
from home. " 
"The canoe trip was the highlight of my life. I loved it so much and felt 
great by being able to participate. " 


The usual complaints were also voiced: swimming in cold water, 
food, facilities, the "no phone" rule, and getting up at 8 o'clock in the 
morning. 
The responses of the campers indicated a general feeling of greater 
maturity, independence, self-confidence, and less social isolation. As for 
the future, all campers responding said they would like to join the camp 
staff for all or part of the summer. Beyond that, most were positive about 
theirfuture, with plans to study electronics, journalism, teaching, nursing, 
secretarial war!<, etc. 
All parents who returned the questionnaire had heard about the 
camp through a CF clinic. Their answers closely agreed with those of their 
children. Three had hesitated sending their child to camp the first 
year- but none in subsequent years. 
Most of the campers had never been away from home before, and 
their parents womed: others had no hesitation .....I felt he was becoming 
too dependent on me (mother) ". 
Some parents had trouble adjusting to their child's absence - .. We 
had a daily rouane and while she was away we realized just how much 
time was spent in treatment." "I missed her and the house was very 
lonely when she was away. " 
After camp, some parents said. "He did his clapping without so 
much complaining." 
"He saw others who were in worse shape than heis. He can do anything 
without problems. He met cystics who were less fortunate." 
"She learned how to do her treatments better, and more frequently 
WIthout being told. .. 
"She seems to understand now that she is not the only one in the world 
with CF." 


Most parents commented that they felt confident in leaving their child 
with competent personnel for a month, and for many it was their first 
relaxed holiday in years. 
Two of five staff members with CF repfied. Both were then spendng 
their third summer at Camp Couchiching, the first two as campers; they 
felt that being a staff member was much better than being a camper. One 
stated that he enjoyed the extra privileges accorded the staff, as well as 
being able to function much easier in this role without being held back. 
The other said that he seemed to make friends more readily, and was 
learning how much war!< is involved in keeping a camp running smoothly. 
One staff member had held another jab as a mail cieri<; the other had 
never been employed. Neither had been away from home this long 
before, even for hospital admisSIOns. Neither had had any problems 
handling the responsibilities of cabin counsellor. in July with the usual 
campers or in August with the CF campers. Each regarded time at camp 
as a learning experience. Both thought their own daily treatments were 
about the same at camp as at home. There was no conflict with the 
program time but one stated that it cut into his free time considerably. 
One of the cystic counsellors stated: 
"One month is just right for the CF camp. The kids take about a week to 
get arranged and feel at ease and anything less would be too short. The 
activities are quite well liked by the campers. They seem to like the 
overnights and canoe trips the best since they really seem to conquer 
being away in the woods and still being able to have their normal 
treatments. " 
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was fog, followed by a heavy downpour. Only 
because it was very warm and the biggest and 
healthiest boys were along did we let them 
stay out for the night. The boys were not 
impressed, to say the least, with this kind of 
camping. 
The second summer, the canoeing 
instructor and I found a route which paralleled 
Highway 60 in Algonquin Pari<. With the help of 
the assistant park superintendent, we worked 
out the 'connection points' where a truck 
carrying a nurse and all the inhalation 
equipment would meet the canoes each night. 
A physiotherapist travelled with the canoes as 
part of the group. 
The July campers tried out the route for us 
and came back with glowing reports- enough 
water in the river, good camp sites, etc. Our 
next problem lay in convincing our boys that 
they could do a five-day trip. Generally, they 
expressed fear of failing; they were afraid that 
they wouldn't be able to complete the trip. or 
that they would get sick on the way. One of the 
main reasons for having a truck and a nurse 
along was so that if someone did get sick, the 
trip could contin ue, and only one person would 
have to go back to camp. 
In order to take part, the boys were 
requi red to take campcraft lessons, and had to 
be able to paddle a certain number of miles, 
portage canoes several thousand feet, and 
swim at intermediate level. Physically, they 
needed to be in good shape for the trip so 
beforehand they took all their pills, ate well, 
and (most nights) got enough sleep. But the 
fear of failure was always on their minds. 
We covered every contingency twice with 
the campers -from heavy rain, to a failure of 
the power generator, and bears. 
The boys were all very "dty, n had little 
bush sense, and would have starved had they 
ever got lost. Forthe first three days of the tri p, 
the staff did the cooking, usually while the boys 
were doing their treatments. On the fourth day, 
when the campers were required to do the 
cooking, the fire wasn't lit, the cans of food 
remained unopened, and they ate peanut 
butter sandwiches. Several campers 
wondered why this should be any different - 
after all, they didn't have to cook for 


themselves at home, or at camp. Fortunately, 
this attitude has changed in subsequent years. 
The park attendants were a tremendous 
help to us that year. Our route was known at 
the summer headquarters, and at each 
connection point, the park staff, who had been 
authorized to give any extra help we might 
need. was notified of our arrival. On one night 
of our trip, it started to rain heavily, and we had 
to find a dry area for doing the treatments. The 
only place available for our use was the park 
attendant's tiny office. All the boys packed into 
the office for their treatments and the noise, in 
such a small enclosure, was deafening. 
People checking into the park were startled at 
the sight of kids in masks or percussors, and 
camp hats, smiling and waving at them. 
Several asked the park attendants if the boys 
were divers. 
After that evening, we certainly didn't 
need to introduce ourselves; everyone knew 
we were in the park. The boys started doing 
their treatments openly - "Let's go and freak 
the tourists!" 
When the boys landed on the beach at 
Whitney, the end-point of their trip, they were 
euphoric, jumping up and down excitedly. 
They had made it! They hadn't failed, no one 
was sick, and the weather had been good for 
the most part. Looking back. they said the trip 
was "a snap," with a happiness that I had 
never seen them express. They roated into 
camp to be congratulated for their fine work. 
The stories they told were endless, about 
trying to attract bears into their tents. looking 
for girls, and on and on ... 
As a member of the staff, I found that 
helping to arrange this trip for the boys gave 
me a great sense of satisfaction. We had 
helped in opening a whole new world to boys 
who had never been away from electricity 
before, and there was no looking back. 
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Four Summers 
The four summers I spent at Camp 
Couchiching as a staff member were very 
satisfying. Our first summer was experimental 
- just trying to smooth out the drug delivery 
system and other aspects of having cystics at 
camp was a challenge. 
The second year, we took all the campers 
to the Canadian National Exhibition in Toronto, 
a first for many, even for campers from 
Toronto. The five-day canoe trip was another 
major event that summer, and it worked out 
very well. Our baseball team beat every camp 
in the area. We pushed the campers to their 
limits, and although there were complaints. 
they loved it. 
By our third year, some of the girls 
qualified to go on out-trips in Algonquin Pari<. 
By this time, what had been such an anxious 
ordeal for the campers was simply taken for 
granted. I could see self-confidence growing 
with every new skill. 
Talking with the campers has led me to 
believe that they have become more positive 
in their outlook on life through their experience 
at camp. In the first summer, I remember one 
camper asking Dr. Crozier whether he thought 
it was really worthwhile for him to continue in 
school, as he wasn't going to live much longer 
anyway. In contrast. the past summer saw 
many campers making plans for further 
education, and many of these plans were put 
into motion. Now, two of our campers are in 
nursing, another is at Trent University, another 
is in electronics, and the list goes on. 
Recently, I recall asking our first-year 
water-skiing instructor, a cystic, how he got to 
camp. He replied that he was only there to get 
his mother, sister and Dr. Crozier off his back. 
By the end of his second week at camp 
however, he had Improved his daily treatment 
regime; he admitted to feeling better and 
having a great time to boot. 
When I talked to him last summer he said 
that the CF camp was the greatest thing that 
had ever happened to him, and that he was 
grateful that Dr. Crozier had coerced him that 
first year. 
My pleasure came from being a part of the 
support which gave this young man and others 
the courage to strive to reach their potential, to 
be happy, productive, and very much a part of 
teday's society.... 
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J. Karen Scott, (R.N. St. Thomas. Ontario: 
B.Sc.N. University of Windsor, Windsor, 
Ontario; Nurse Practitioner, Umversity of 
Toronto, Toronto Ontario) author of "Four 
Summers ... 'has been nurse-in-charge of 
C. F. Camp Couchiching since its beginning in 
August, 1973. Her nursing experience 
includes general duty nursing, camp nursing, 
V.O.N. experience, a position as a research 
assistant and psychiatric, surgical, and 
outpost nursing Nursing has taken her as far 
west as Vancouver and to many Ontario 
commumties, including Sioux Lookout. At 
present, Karen is taking French language 
retraining for a National Health and Welfare 
post as Nursing SupefYisor at Sf. Regis 
ResefYe, Cornwall, Ontario. 
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The old man down the hall is a quiet 
patient, a 'good' patient in the eyes of 
those who care for him. Physically, his 
care certainly isn't demanding and, 
since his admission, he hasn't called 
the nurse for any reason. But how does 
he feel about being here? And what is 
our role in helping him? 


Sharon McKenna 


He was an old man. The step that had once 
measured farm fields and marched through 
Flanders' mud was slower now and, at times, 
unsteady. His work-worn fingers picked 
nervously at the hospital pyjamas that he had 
put on at the young nurse's instruction. Unsure 
of what to do next, he sat in the armchairto wait 
patiently. 
He had little experience with hospitals: 
until now, somehow, illness had never 
required much more than home remedies. But 
that time was past. He had slowly let go of his 
hold on independence, had given in to what he 
had been told was "for the best." He had come 
for care. 
Everything was neat, tidy and impersonal. 
No matter who came or went through this 
room, it seemed that it would remain the same, 
untouched and anonymous. Shiny panels 
above the bed attracted the man's attention 
briefly. Not knowing what they were, he soon 
lost interest. 
The door opened at last. The young nurse 
entered the room quickly and gathered up the 
clothes he had left neatly folded on the bed. He 
would have liked to speak, but he didn't know 
her name. He had seen a tag of some sort on 
her uniform and thought it must be her name, 
but he hated to admit even to himself that with 
or without his glasses, he just couldn't see very 
well. And so he remained silent and alone. 
The nurse was a first-year student, full of 
ideas and plans for her life ahead. She had met 
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the old man at the admitting desk and, 
glancing briefly at his diagnosis and room 
number, had wheeled him with authority to his 
new quarters. She had been polite enough. 
But when she said "How are you?" he had 
answered according to his perception of what 
she expected: "Fine, thanks." 
The young nurse knew he would be 
confused In this new envi ronment - there 
would be so many different faces. Certainly he 
would never remember her name, even if she 
had told him. When she took his clothes and 
said matter-of-factly, "Well keep these in the 
private clothes room," he had felt bereft of all 
identity. Only the band on his arm told who he 
was. 
Again, the door to his room was pushed 
open. This time, a smiling middle-aged man 
breezed in. "Hi Pop ... I'm Frank, the 3 to 11 
orderly. Everything okay? I need a specimen. 
If you need anything, just push the buzzer. I'll 
be back in a while. Don't forget the specimen, 
eh? The lab closes at four." 
A look of incomprehension came over the 
man's face, but before he could speak, Frank 
had disappeared. All that was left was a glass 
jar on the bedside table. The man rose slowly 
to his feet, and quietly found his way to the 
bathroom. 
When he came back to his room, he saw 
that someone had been in and turned down 
the bed. He was tired now, and wearily climbed 
into bed. His head was too low, so he tried to 
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fold the pillow in half. The plastic cover 
wouldn't stay folded, so he turned on his sid 
and dozed. 
He awakened later with a start to see 
another new face. For a moment he had 
trouble remembering where he was, but then 
all came back. It was dinnertime. Theoldmar 
thought of being at home in his own kitchel 
He remembered then that this was "for the 
best." 
A little boy came in with the evening new. 
and the old man bought a paper. It was hard te I 
read in the fading light, but he didn't know 
where the light switch was. He remembere 
that Frank had said, "Just push the buzzer 
He wondered where it was. 
In the gathering darkness, the old mar 
slipped into other days, full of sun and 
laughter, and he smiled as he rememberec I 
And now? Now he was here, quiet and 
uncomplaining. In time, the staff would grow t 
appreciate him. He was a 'good' patient ar. 
they could chart quite truthfully, 'quiet day'. 
But now he wondered who the studen 
nurse was. Where was the buzzer that Frar I 
had mentioned? And who was the ghost-li
1 
creature who had turned down his bed? HI 
had so many questions, so many fears. He hi l 
been a strong and independent man. Now I 
had no idea what was in store for him. 
When the night nurse brought in his 
sleeping pills, she pretended not to notice t 
tear-rimmed eyes. She would help to care I 
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im, his bed would always be clean, his room 
dy, and an extra cup of breakfast coffee 
Irdered. But she didn't want to intrude, and 
lesitated to embarrass him by asking him 
tbout his feelings. She smiled gently as she 
mtted his hand. "Don't you worry about 
nything now. We'll take good care of you, and 
ou'li see. It's all for the best." 


Reaching Out... 
Routine care of the old man on the day of 
.is admission and the days that followed did not 
)Iace great demands on the ward staff. The 
leal challenge was one that was never met 
1ecause it was never recognized None of the 
eople involved in caring for him recognized 
'hat they were failing to communicate 
I
ffectively, that they were frustrating each of 
his tentative attempts to reach out and touch 
hem and that he, in turn, was not "hearing" 
INhatthey thoughtthey were saying. Probably, 
I.,ach member of this staff felt that the care they 
;lave was adequate. They did not recognize 
fheir failure to communicate with him in any 

ignificant way. 
Communication can be defined as .....a 
haring of information, signals or messages in 
he form of ideas and feelings.'" What 
essages were the staff members sharing? 
ow did they discourage the old man from 
xpresslng himself, and thus leave him 
eserted and in distress? And how could they 
lave helped him? 
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The student nurse made an assumption 
when she saw that the new patient was elderly. 
Although this assumption led her to conclude 
that the old man would be confused in his new 
environment, she did nothing to orient him or 
alleviate his bewilderment. She made no 
attempt to confirm her assumptions through 
conversation with him. And by neglecting to 
introduce herself to him, she conveyed the 
impression that he was of little importance as a 
person in the routine of her hospital duties. 
The student's adoption of the 'busy' role 
can be seen as an attempt on her part to 
sidestep a situation that somehow seemed 
threatening to her. It may have served her 
purpose, but simultaneously it effectively 
blocked any attempt by the patient to establish 
contact with her. If she had introduced herself 
and her unit to the patient. she might have 
found that her fears were groundless and at 
the same time diminished the patient's 
overwhelming sense of isolation. 
By showing him how to operate the call 
bell, overbed light switch etc., she could have 
made him more comfortable with his 
surroundings and given him a degree of 
control. Sometimes showing the patient the 
view from his window helps him to orient 
himself physically. Acquainting a patient with 
his environment requires verbal 
communication, but there are non-verbal 
implications as well. They may be that the 
nurse is open and approachable, that the 
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patient is recognized as an individual, and as 
such, important and respected. 
The orderly was presumptuous in 
addressing the old man as "Pop." His 
familiarity may have been offensive or 
belittling to the patient, a man he had never 
met before. 
Although he told the old man what he hac 
come in for, he didn't give him more than a 
cursory explanation_ His tenninology, howevel 
familiar to him, was incomprehensible to the 
patient. 
He failed to give the patient an opportunity 
to become acquainted with him and he failed tc 
confirm that the patient knew what was 
required of him. His message, "The lab closes 
at four," had little meaning for the patient, and 
may have been perceived by the old man as é 
cause for anxiety. By spending a few minutes 
with the old man, the orderly might have 
helped the patient to feel more at home, migh1 
have begun an open cooperative relationshi,:: 
with him. 
The night nurse preferred to ignore any 
evidence of the old man's emotional distress 
perhaps communicating that his tears were 
inappropriate or unacceptable. Because she 
did not encourage him to express his fears, 
she missed an opportunity to help him to woO< 
through his feelings. Her glib reassurance may 
have helped her to avoid a painful situation. 
But she could have been prepared to listen, to 
accept his feelings and encourage him to 
translate them into words, perhaps alleviating 
his distress. Such phrases as "You appear....., 
"I notice that you...", "You seem to be...," often 
provide the opening that the patient needs to 
begin a more productive, meaningful 
communication pattern with a nurse. 
All three staff members were basically 
kind to the old man, but none made an attempt 
at more than routine care. If anyone of them 
had spent a few minutes to assess and 
understand the situation that confronted the 
old man, he might have felt that his life still 
contained some measure of worth and dignity. 
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ANOREXIA Anursing 
NERVOSA:approach 


Anorexia nervosa is defined as the 
condition of "self-inflicted starvatIon, 
without recognizable organic disease and 
in the midst of ample food.'" The 
seriousness of the illness is indicated by a 
mortality rate of approximately fifteen 
percent. 
It is a complex problem and there is 
some dispute regardi ng the etiology of the 
illness. It occurs most frequently in single 
females in their adolescent or young adult 
years. Generally, the patients are of 
average or above average intelligence; 
often, they have a history of obesity. 
Although the literature is not unanimous in 
documenting this, those diagnosed as 
suffering from anorexia nervosa are 
described as having been quiet, obedient 
children, often from financially or socially 
successful families. 


Barbara Butler, Mary Jane Duke, Toni Stovel 


Symptoms 
Anorexia nervosa IS characterized by 
some or all of the following symptoms: 
. amenorrhea 
. disturbance in body image and body 
concept of delusional proportions 
. perverse eating habits, including: 
1 . starvation diets with compulsive 
overeating 
2. gorging followed by self-induced 
vomiting; 
3. hoarding of food; 
4. excessive use of laxatives and enemas. 
. difficulty in interpreting body cues, such 
as: 
1 inability to recognize hunger; 
2. hyperactivity and denial of fatigue; 
3. failure of sexual functioning. 
. a low basal metabolic rate 
. constipation 
. a sense of ineffectiveness, that is, a lack 
of self-awareness. They see themselves as 
always responding to others' demands rather 
than to their own desires. 
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Along with the generally recognized 
symptoms, we have noted several common 
behavioral characteristics in patients having 
anorexia nervosa. One of these is a child-like 
quality and another is extreme anxiety related 
to gaining weight. The patient attempts to deal 
with this great fear of weight gain and to gain 
control by any means possible. a behavior 
described as "manipulation." 
Manipulation has been defined as a 
"process by which one individual influences 
another to function in accord with his needs 
without regard for the other's needs or goals. "2 
It can be seen that manipulation is an 
interpersonal phenomenon. Within the 
nurse-patient relationship, the nurse 
strives to limit manipulative behavior and at the 
same time assists the patient to learn more 
mature methods of relating to others in order to 
satisfy his needs. The use of cooperation, 
collaboration and compromise are seen as 
more effective interpersonal methods for need 
gratification. 


Case Study: Margie 
Margie, a twenty-one year old, was first 
diagnosed as having anorexia nervosa in 
England when she was sixteen years of age. 
At that time, she discovered that her unmarriec 
sister, two years older, was pregnant. MargiE 
was quite disgusted with the whole matter and 
was extremely fearful that she. too. might 
become pregnant. She associated pregnanq 
with a feeling of fullness in her stomach. It was 
at this time that she developed Irregular 
menstrual cycles, began dieting, and lost 7.7 
kg (17 Ibs). 
Margie's parents were both successful ir 
their chosen careers. Their marriage, 
however, had dissolved when Margie was a 
young girl. Margie had a history of three 
previous hospital admissions and intermitter 
psychiatric treatment on an outpatient basis. I 
addition she had been admitted twice to 
medical wards for treatment of pneumonia. 
More recently, Margie had had one 
previous admission to our hospital and 
although she had gained 4.5 kg (10 Ibs) he 
stay was described as unsuccessful. She 
would sneak food from other patients' trays 
and hide it in her room under her pillow, 
between her clothes, and in drawers. This wa 
a constant problem and her room often reekel 
of stale food. She would harrass the dieta
 
staff for extra food, beg candy from other 
patients, then gorge herself and induce 
vomiting several minutes later. Margie was i 
constant conflict with her need for hunger 
satisfaction and having to deal with feelings I 
guilt and fullness. This led to many outburst 
and tantrums which proceeded to increase hE I 
self-dislike. Eventually it became clear that hi 
stay in hospital was no longer producing 
worthwhile change, and discharge was 
recommended. 
We readmitted Margie from a medical 
ward in another hospital where she had been 
patient for two-and-one-half weeks for 
treatment of malnutrition. Her physical statl 
was considered to be precarious; her 
resistance to infectious diseases was low. 
fact during that admission, she had lost 
another pound so that she now weighed 33.::: 
kg (731/ 4lbs) in spite of her height of 170 crr 
(5'S"). She appeared gaunt and frail. Her 
sunken eyes and pallor gave her a ghost-lifl 
appearance. She was unsteady on her fee 
and unable to speak more than a few words t 
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Nursing Kardex - Initial Care Plan 


Short term goal 
Long term goal 


- Weekly weight gain of 0.91 kg (2 Ibs) 
- Physical stability and health through re-establishing better eating habits 


Problem 


Plan 


. Physical instability 


- record intake and output 
- take vital signs and temperature prior to giving medications 
- bed rest. in pyjamas 
- meals in room 


. Anxiety 


- Chlorpromazine 50 mg 010 and increased to 175 mg 010 
- consistent staff visits q 15 minutes 
- in pyjamas with clothes locked up 


. Obsession with food and fear of weight gain 
. hoarding 
. gorging 
. vomiting 
. weight loss 
. abuse of laxatives 


- 08(XHJ845 breakfast 
- 1000-1030 snack 
- 1200-1245 lunch 
- 1500-1530 snack 
- 1700-1745 dinner 
- 2100-2130 snack 
- consistent staff members to sit with patient during meals and snacks and for one hour following 
- not to leave room - use call bell if necessary 
- no conversation during meals and snacks with social conversation following 
- no psychotherapy 
- allow patient to eat at own pace but at end of allotted time remove tray from room and calculate numbE 
of calories not eaten (keep caloric values in chart for easy calculation) 
- equivalent oral Sustagen supplement given with HS snacks 
a) for total daily calories missed when exceeding 400 calories 
b) for emesis - supplement per volume 
- direct conversation away from food 
- increase roughage in diet 
- Metamucil30 cc 810 
- weigh once a week 


. Manipulation and resistance to treatment 


- weekly contract meetings - Monday a.m. 
- involve patient in own care plan 
- be firm and consistent in manner 
- follow care plan explicitly 
- patient to have no direct contact with dietician 


. Dependency 
. on mother 
. on matenal possessions 


- mother 1/2 hour visit per day (no other visitors) 
- one phone call per day _ _ 
- personal articles limited - no further articles brought in unless exchanged for those in present 
possession 


. Boredom 


- provide limited occupational therapy supplies 
- provide consistent volunteer member for companionship other than nurses 
- increase privileges slowly so that we have something to offer patient at each contract meeting 
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ANOREXIA Anursing 
NERVOSA: approach 


a time because of her exhaustion. On closer 
observation, she showed further signs of 
malnutrition: anemia, poor skin turgor, little 
muscle tone and lack of subcutaneous fat. 
The nursing staff on the psychiatric unit 
felt well-prepared for Margie's admission. 
Articles on anorexia nervosa and manipulation 
were made available. The dietician, 
occupational therapist, social worker and 
psychiatric resident were involved to help 
establish staff agreement on nursing 
management and thus consistency in her 
care. We met to formulate the treatment plan 
that covered all present and anticipated 
problems. Explicit and detailed pre-planning 
left little room for patient manipulation (See 
Kardex outlining Margie's initial care plan). 
Because of Margie's physical instability 
and previous management difficulties, she 
was initially put on bedrest in pyjamas; her 
clothes and possessions were locked up; her 
visitors and recreational activities were limited. 
These activities and privileges were slowly 
increased as her health status improved. It 
was agreed that the goal of this admission was 
to attain physical stability and health through 
the establishment of better eating habits. No 
attempts were made to explore with Margie the 
underlying reasons for her behavior through 
intensive psychotherapy. Those would be 
achieved later on an outpatientfollow-up basis 
with her psychiatrist. 
Weekly contract meetings were 
established soon after her admission. Each 
Monday morning, Margie, her primary nurse 
and the psychiatric resident met to discuss and 
agree on care plan revisions. Prior to the 
meeting, the resident and the nurse together 
reviewed any possible plan changes which 
were then discussed at the meeting. These 
meetings succeeded in decreasing staff 
confusion about Margie's manipulative 
behavior and also encouraged consistency of 
care with an open and honest relationship 
between staff and patient. 
We encouraged Margie to become 
involved in these meetings by allowing her a 
choice within the boundaries we had set for 
her. For example, Margie could suggest menu 
changes or help us decide changes in activity 
level. We found that when Margie took 
responsibility for her care plan she was more 
willing to follow it. This increased her 
motivation, self-esteem and sense of trust 


towards staff and, in turn, the staffs anxiety 
lessened as progress was made. All care plan 
changes were thoroughly noted in Margie's 
chart and there were no further changes made 
until the next meeting. 
Margie's conversation centered around 
food, diets, and her body image. She was 
constantly worried that she was 'fat': "My 
stomach is huge, I'm fat;" "Do I look fat?" This 
misconception of body image was of 
delusional proportions and was dealt with by 
redirecting conversation to other areas of- 
interest such as sewing, fashions and poetry. 
As can be seen by the Kardex, there was 
constant supervision during and following 
meals. This was done to prevent hoarding of 
food and to control vomiting. 
We felt the amount of time given to Margie 
was necessary, at first, due to her lack of 
physical stability and her unpredictable 
behavior, sometimes being a charming and 
sweet girl but just as often a screaming and 
demanding child. Her manipulative tactics 
were evident in statements such as "I'm 
hopeless, I'm ugly and horrible, nobody loves 
me," or "You're nicer than the other nurses:' It 
was often frustrating for the nursing staff to 
deal with her constant manipulation and 
demanding behavior. The amount of time 
spent with Margie created a feeling of isolation 
for those working closely with her and was a 
general energy drain for all staff members. We 
were fortunate to be able to work through 
frustrations by sharing our feelings with one 
another and, of course, a sense of humor 
helped. 
As her physical status stabilized, Margie's 
activity was slowly increased. From bedrest, 
she was allowed to sit up in her chair for 30 
minutes twice a day, then go for supervised 
walks in the hallway, then spend a half hour in 
the patients' lounge and so on. At the same 
time, she was gradually given back some of 
her possessions - clothes, jewelry, 
embroidery, sewing. All these privileges were 
gained back slowly and only granted at the 
weekly contract meetings. 
Margie's obsession with food never really 
decreased but she did gain confidence in 
herself and her diet. As this trust built up, staff 
slowly decreased time spent with herfollowing 
meals and finally she was able to eat on her 
own. Margie was allowed more control over 
her own care plan changes and although there 


Barbara Butler (B. Sc.N. , McMaster 
University). Mary Jane Duke (M.S.N., 
University of British Columbia) and Toni 
Stovel (R.N., Winnipeg General Hospital) are 
members of the nursing staff, Health Sciences 
Centre Hospital, Department of Psychiatry, 
The University of British Columbia. 


were occasional setbacks in the form of hiding 
food from her tray, and vomiting once while on 
a weekend pass. she managed to control this 
behavior and it soon disappeared. 
On discharge, Margie weighed 40.9 kg 
(90 Ibs) the goal she had set for herself on 
admission. She was still very thin but she had 
gained physical stability and was well 
motivated to continue her diet. It was a fulfilling 
experience for the staff to observe Margie 
slowly improve, to gain some independence 
and begin to establish some healthy 
relationships. It has been two years since this 
admission and there have been three 
admissions since, but each time there is a 
more healthy response. Margie's weight today 
is 46.8 kg (1 031bs) she has a part-time job in a 
daycare center and is beginning to develop a 
close relationship with a young man. 


Conclusion 
Patients with anorexia nervosa pose 
difficult and challenging problems for 
members of the health care treatment team. 
For nurses, the behavior patterns of these 
patients are often a source of frustration, 
bewilderment and anxiety. The establishment 
of nurse-patient contracts as a mechanism for 
limiting the patient's manipulative behavior 
and at the same time, involving her in the 
treatment program are seen as effective 
nursing interventions..... 
References 
1 Bruch, Hilde. Anorexia nervosa and its 
differential diagnosis. J. Nerv. Ment. Dis. 141 :555, 
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2 Kumler, Fem R. An interpersonal 
interpretation of manipulation. In Burd, Shirley F. 
Psychiatric nlJrsing. New YOrl<, Macmillan, 1963. p. 
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Kanchan Desai, B.Sc.N., 
Peggy Hotchkiss, Reg. N., 
Geraldine Fletcher, Reg. N., 
Beverley McCann, M.Sc.N. 


What do a county fair and physical fitness 
have to do with the public's image of 
nurses? Taken separately, nothing. but 
when you put them together, the 
combination may be just what is needed 
to create a more enlightened view of the 
nurse's role as a health educator. 
Like nurses everywhere in Canada 
we had grown weary of our Florence 
Nightingale image. As members of the 
Oxford Chapter of the Registered Nurses 
Association of Ontario, we decided the 
time had come to do something about 
changing the public's conception of what 
we do. - 
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The best way to do this, we 
concluded, was to find a way to show 
people we can provIde a service which is 
closely linked with steps they can take to 
lead healthier lives. With more and more 
Canadians determined to catch up with 
that 60-year-old Swede, we hit on the idea 
of showing how physical fitness benefits 
health. 
A small town tradition - the county 
fair - presented us with the opportunity to 
take our message to a good chunk of the 
population we serve. So, we rented 
booths at three fairs held in the county 
and,with some trepidation, prepared 
ourselves for a brief stint in 
showbusiness. 
We used the allure of a "mini-fitness 
tesC to get people to our booths. We 
employed such basic testing standards 
as, weight and height measurement, lung 
capacity, heart recovery rate and blood 
pressure assessment, to evaluate the 
physical fitness levels of participants. 
(See next page for details) 
To personalize our service to the 
public each person who took the fitness 
test was closely monitored by one of our 
volunteers. 
We tested more than 1 ,200 people at 
the three fairs and answered hundreds of 
questions on health-related topics. 
Did we succeed in making the public 
more aware of the nurse's role in 
promoting good health? Judging by the 
number of requests we have received to 
speak to service clubs and to set up other 
fitness tests, we feel that at the very least, 
a start has been made in that direction. 
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Planning Essential 
We hope we have convinced other 
nurses to be more visible in their 
communities. And for those who are 
interested in setting up booths at fairs, 
shopping centers, or other places where 
crowds gather, our experience may be of 
some help. 
Even though space rented for the 
booth may be on the small side, every bit 
of it should be used to promote health 
themes. 
Posters and pamphlets should be 
imaginatively displayed, and if possible, a 
"gimmick" should be featured. Ours was 
a T-shirt which had the words, "I'm a 
health lover, ,. emblazoned on an 
oversized heart. 
To ensure the display is 
well-attended, advance publicity is a 
must. Some of the methods we used 
included placing posters in public 
buildings and distributing material to local 
newspapers and radio stations. All 
publicity material should clearly identify 
the local nursing association with the 
project. 


Staffing 
In a recent article, Van DerSmissen 1 
reminds us there are legal implications In 
instituting adultfitness programs. In order 
to protect ourselves and safeguard the 
public we asked each participant to 
complete a questionnaire before taking 
the test (See Fig.1). Thus, anyone known 
to have heart disease, or who was 69 
years of age or more, or had a resting 
pulse of 1 00 or greater was advised not to 
attempt the Bicycle Stress Test. 
Another way to safeguard the public 
is to use only active registered nurses 
who are trained in operating the 
equipment and prepared to give health 
instruction if requested. 
We needed about 80 nurses to staff 
the three booths. Each booth was staffed 
12 hours a day, and the three fairs ran for 
a total of 11 days. The volunteers who 
staffed the booths were employed by the 
three hospitals in the district, the public 
health unit and the Victorian Order of 
Nurses. In addition to general duty 
nurses, we had nursing administrators, 
nursing educators and a local industrial 
nurse helping out. We also had a physical 
fitness consultant at each fair to answer 
requests for information on specific 
exercise programs. 
Our planning also included 
consultation with a medical practitioner 
responsible for devising fitness programs 
for cardiac patients. Finally. we wrote 
letters to the medical chiefs-of-staff at 
each of the three general hospitals and 
the chairman of the county medical 
association, informing them of our project 
and asking for their suggestions and 
support. 


Figure 1 
Physical Activity Readiness Questionnaire (PAR Q)* 


For most people, physical activity should not pose any problem or hazard. PAR 
Q has been designed to identify the small number of adults for whom physical 
activity might be inappropriate or those who should have medical advice 
conceming the type of activity most suitable to them. If you answer YES to any of 
the questions below, consult with your doctor BEFORE trying the Test. 


1. Has your doctor ever said you have heart trouble? 


2. Do you frequently have pains in your heart and chest? 


3. Do you often feel faint or have spells of severe dizziness? 


4. Has a doctor ever said your blood pressure was too high? 


5. Has your doctor ever told you that you have a bone or joint problem such as 
arthritis that has been aggravated by exercise, or might be made worse with 
exercise? 


6. Is there a good physical reaSOfìnot mentioned here why you should not follow 
an activity program even if you wanted to? 


7. Are you over 69 and not accustomed to vigorous exercise? 


. From the Fit-Kit by the Federal Ministry of Health and Welfare. 


Response 
The public's interest in health matters 
was apparent from the outset. Four 
newspapers carried stories on our project 
and two radio stations interviewed nurses 
staffing the booths. Our Member of 
Parliament visited the booth and 
commended us for promoting health. 
Several physicians and other health 
professionals were among the thousands 
of people who stopped to view the display 
and chat with us. 
We were pleasantly surprised by the 
many children who wanted to know more 
about proper health care and were keen 
to see how they rated on the fitness tests. 
American visitors expressed surprise and 
appreciation for the free service we 
provided. 
Perhaps the most gratifying 
response came from nurses themselves. 
Our early fears about getting volunteers to 
staff the booths proved groundless as we 
had no trouble at all in achieving our 
quota. As a result of their opportunity to 
work together, public health nurses, staff 
nurses and nursing administrators 
improved their rapport and now have a 
better understanding of each other's role. 
Following the fairs, questionnaires were 
sent to each of the 80 nurse volunteers. 
Nearly all responded and 85 percent felt 
the project was "very successful"" and 
would volunteer to assist in future 
endeavors." 


The four authors of "We Took Physical Fitness 
to the County Fair" have caught the fitness 
bug themselves. They believe if they watch 
their weight and get a reasonable amount of 
exercise, other people in the community will 
realize they practice what they preach. 
Kanchan Desai is the Administrator of 
Home Care for Oxford County, Peggy 
Hotchkiss is the Staff Health Nurse, 
Tillsonburg District Memorial Hospital, 
Geraldine Fletcher IS an Area Co-ordinator 
for Nursing in the Woodstock General 
Hospital, and Bev McCannis Co-ordinator for 
the Diploma Nursing Program, St. Thomas 
Campus, Fanshawe College 
They were members of a committee 
established by their local R.N.A.O. to 
investigate ways to make nursing more visible 
to the public. 
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Equipment Used to Measure Fitness Levels 


We used standard balanced scales to obtain height and weight measurements 
Individual measurements were compared with Metropolitan Life charts 
Posters showing desirable weights for adults and children helped visitors 
gauge how they "shaped up. .. 
A borrowed vital capacity machine was used to evaluate adult lung 
function. Located in the center of Canada's tobacco-growing area, Oxford 
County's percentage of cigarette smokers is probably higher than the national 
average. Those visiting our booth should have a much better idea now of what 
smoking does to the lungs. We employed the familiar method of having people 
take two deep breaths, and on the third one, exhale all the air stored in the lungs 
into the machine's mouthpiece. 
Most authorities agree that the standard exercise bicycle is the best device 
to determine the heart's recovery rate, the most important indicator of a person's 
fitness level. We had no difficulty with it, using the following method: 
a) Restmg pulse was taken before the participant got on the bike: 
b) It was taken again after completing a two-minute ride at 25 miles an hour, and 
thereafter at two-minute intervals. 
Blood pressure readings were also taken, and those with high readings 
were advised to see their doctors. 
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Answers 


Puzzle no. 6 (appears on page 38) 


'" 
3 
G> 
Z 
e> 
::> 
D 
c: 
o 
!!! 
,= 
>- 
D 
o 
Õ 
.<: 
n. 


1 Freud 
2 Group Therapy 
3 Glasser 
4 Primal 
5 Denial 
6 Reaction formation 
7 Day Care 
8 Suicide 
9 Valium 
10 Alcohol 
11 Compensation 
12 Neurosis 
13 Schizoid 
14 Dementia 
15 Undo 
16 Hypochondriac 
17 Jung 
18 Pride 
19 Projection 
20 Self 
21 Sublimation 
22 Fear 
23 Beme 
24 Anxiety 
25 Deviation 
26 Anorexia 
27 Ego 
28 Emotions 
29 Apathy 
30 Psychodrama 
31 Sociopath 
32 Stress 
33 Shock 
34 Manic 
35 Senile 
36 Lithium 
37 Modify 
38 Retarded 
39 Phenothiazlnes 
40 Mind 
41 Fantasy 


Hidden Answer: Sound body. sound mind. 
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INDEPENDENT NURSING PRACTICE WITH CLIENTS 
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This extraordinary new book is destined to be one of the more 
talked about contributions to nursing literature. It presents the 
rationale for independant practice. for giving care. for putting 
nursing on Its proper place in the health field as a practice discipline 
that is the extension of the client. not an extension of the physician. 
M Lucille Kinlein. the first nurse in this country to hang out her 
shingle. tells how her independent practice came to be; relates 
her philosophy of independent nursing practice with emphasis 
on how it differs from the medical model and medical practice; 
explains how she made aspects of her philosophy operational; 
and, in an extensive section on client examples, spells out the 
results of nursing judgement and shows nursing measures and 
their implementation. 
M. Lucille Kinlein. R.N., B.A.. M.S.N.E., Independent Generalist 
Nurse. 
Lippincott 200 pages 1977 $8.25 
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ADVANCED CONCEPTS IN CLINICAL NURSING, 
2nd Edition 


Written by professionals active in their resprective fields, this revised 
second edition offers valuable guidance to students and practitioners 
in developing expertise in the more complex and challenging aspects 
of clinical nursing. It integrates current concepts of nursing assess- 
ment and management throughout each chapter. Extensively revised 
material includes the problems and needs of those undergoing an 
abortion; genetic counseling and the health requirements of those 
with hereditary health problems; the immune process and care of 


New books an. 


With over 500 figures and photographs. this lavIshly illustrated 
manual covers the major problems encountered by nurses in the 
orthopedic unit. Emphasis is on nursing care of patients in casts 
or traction, those undergoing hip repair or replacement. knee 
repair or reconstruction. spinal surgery. amputatIon, or common 
shoulder,. foot. or hand surgery. BasIc anatomy IS described, along 
PAIN: A Sourcebook for Nurses and Other Professionals 
with surgical procedures. 
 A landmark study of a tOpIC of immediate concern to all nurses. 
Numerous figures and photos illustrate the various aspects of The authors present the most up-to-date information available on 
anatomy, surgery. and nursing care. Each of the figures is carefully all aspects of pain. its assessment and alleviation. as well as specific 
correlated with the text material so that discussion and figures will clinical applications based on the theories and research of the more 
flow in meaningful sequence. An appendix at the end of the text than 30 contributing authors. They also demonstrate how the great 
presents a summary view of classIc fractures and their treatment. promise of major research projects undertaken by nurses can be 
Jane Farrell. R.N., Orthopedic Clinician, Assistant Nursing Instruc- fulfilled and translated directly into practical improvements in 
tor, School of Nursing, Bellin Memorial Hospital. Green Bay, nursing care. 
Wisconsin. Edited by Ada Jacox. R.N., Ph.D., University of Colorado. 
Lippincott 242 pages 550 illustrations 1977 paperbound $10.95 Little. Brown about 500 pages illustrated 1977 about $16.00 


care nursong; @DISTRIBUTIVE NUSING PRACTICE: A Systems 
Approach to Community Health 
Other new topics include: delivery of health care; psychological Based on a belief that most diseases stem from the ways people 
concepts of health-related behavior; the diagnostic assessment of live, this challenging book focuses on preventive health care based 
health status; and nursing as a primary service in the post-acute on education and preventive treatment of populatIons "at risk" 
phase of illness. because of environment. employment. heredity, and adverse health 
Kay Corman Kintzel. R.N., M.S.N., Editor; formerly Instructor in practices. Specifically it assists practitioners to 1) utilize a systems 
Research in Nursing Graduate Division, University of Pennsylvania. perspective for nursing intervention; 2) employ nursing practice 
W,th 29 contributors. components independently and cOllaboratively to promote. main- 
Lippincott 784 pages 137 illustrations 1977 about $21.00 tain, and restore health, prevent illness and facilitate health-abettong 
behavior; and 3) develop professional roles for delivery of optimal 
health services. 
Joanne E. Hall, R.N.. M.S., Associate professor School of Nursing, 
Duke University, Durhan, N.C.; and Barbara R. Weaver, R.N., M.S., 
Associate Professor, School of Nursing, Capital University, Colum- 
bus, Ohio. 
Lippincott 


the allergic patIent; mechanisms of shock; Intensive 
and management of the burn patient. 


@ ILLUSTRATED GUIDE TO ORTHOPEDIC NURSING 


530 pages 


1977 


$15.25 




ORTHOPEDIC NURSING 
A lavishly illustrated, comprehensive text on the most widely 
approved techniques and procedures in orthopedic nursing. Written 
by two top authorities in the field, this book covers such topics 
as nursing assessment of orthopedic patients (following the Stan- 
dards for Nursing Practicel, pertinent laboratory studies, application 
of the cast and cast revoval, and x.ray interpretation. Of special 
interest are chapters on mechanism of injury and diagnosis of 
trauma, common disease processes related to orthopedic problems, 
and orthopedic complications. 
Clara A. Donahoo, R.N., and Joseph H. Dimon, III, M.D., both 
at the Peachtree Orthopedic Clinic, Atlanta. @THE PSYCHOLOGICAL AND SOCIAL IMPACT 
Little, Brown 260 pages illustrated 1977 513.75 OF PHYSICAL DISABILITY 


!)NURSING CARE OF THE GROWING FAMILY: 
A Child Health Text 


A major new student text In pediatric nursing that comprehensively 
covers family-centered child health care with extensive attention to 
normal growth and development and emotional and social dimens- 
Ions of the family. This second of two volumes discusses thoroughly 
the latest nursing techniques and procedures and emphasizes the 
broader role for nurses in tOday's health care system. Topics covered 
include the growth and development of the child at all ages, 
newborn through adolescent, health assessment of children, and 
nursing intervention with the ill child. 
Adele Pillitteri, R.N., B.S.N., M.S.N., P.N.A, State University of 
New York at Buffalo. 
Litt!e, Brown 834 pages illustrated 1977 519.75 


and the father's role In pregnancy and childbirth. Also Included 
are chapters on sexuality and the structure and function of re- 
productive organs and on pediatric conditions encountered in 
obstetrical nursing. 
Mary Ann Miller, M.S.N., University of Pennsylvania School of 
Nursmg, and D. Brooten, M.S.N., College of Allied Health Sciences. 
Thomas Jefferson UniversIty. 
Little, Brown 500 pages 


illustrated 


1977 


$1650 


This IS a primary text for training rehabilitation counselors and 
an up-to-date resource for practitioners Readings m areas like 
interpersonal relations, sexuality. and consumerism document 
advances in this country in helping the disabled with respect to their 
multifaceted needs. I ncluded is a review of rehabilitative steps, 
among them the new Structured Experiential Therapy. 
Edited by Robert P. Marinelli, and Arthur E. Dell Orto. 
Springer 414 Pages 1977 


519.75 


ditions for 1977 



 THE CLINICAL PRACTICE OF MEDICAL-SURGICAL 
NURSING 


A major new classroom text that focuses on patient care exper- 
iences, this highly readable book Incorporates all the scientific 
background necessary for a full understandmg of nursing respon- 
sibilities. The authors integrate the physical, psychological, social, 
and technological components of nursing Into the clinical nursing 
procedures. Each chapter includes the full spec:'Llm of nursing care, 
assessment, primary care, acute care, chronic ca're, and rehabil- 
itation. Extensively illustrated wilh line drawings, photographs, 
diagrams, and color Illustrations, this book provides students with 
a comprehensive picture of this most essential nursing held. 


By Marjorie Beyers, R.N., M.S.N., Evanston Hospital, and Susan 
Dudas, R.N., M.S.N., Department of Health Education. and Welfare, 
and the United States PublIc Health Service 


little, Brown 1236 pages 
paper,S19.75 


illustrated 
cloth, 527.00 


1977 



THE CHILDBEARING FAMILY: A Nursing Perspective 
The well-organlzed and easy-to-follow chapters of this Important 
new text focus on the biological changes In the expectant mother 
as well as on the emotional needs of the mother and father A 
unique feature of this major book is its cogent diScussion of such 
current Issues In maternity nurSing as psychological adjustment 
to pregnancy, the unwed mother, the unwed father, single parents, 
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NURSING 
THE ALCOHOLIC 
PATIENT 


Alcoholism and drug a buse now rate as Canada's third most serious health problem but controversy and uncertainty 
still surround treatment techniques for the individual who is addicted to alcohol. The author suggests that nurses 
can help the alcoholic take positive steps towards responsibility for his total problems by restructuring existing 
programs to take advantage of community resources. 


Arlee McGee 


Many, if not most, doctors and nurses are 
poorly informed and lack understanding of the 
various manifestations of the problems of the 
alcoholic. Schools of medicine and nursing 
virtually ignore it in their curriculum planning.' 
Some nurses are further handicapped in their 
dealings with these patients by feelings of 
inadequacy, the notion that they are dealing 
with a "hopeless case," that nothing 
constructive can be done to help the alcoholic, 
or an inherent disapproval of alcohol use. 2 
Knowing all this, I decided while I was an RN 
student in a bachelor's program in nursing that 
this was the public health problem that 
concerned me most. I began then to acquire 
data on all facets of this addictive disturbance 
and, when the time came, elected to do public 
health field work in the area of alcoholism. 
As a preliminary step, I became involved 
in an independent treatment center 
(govemment financed, but govemed by a 
board of directors). Because of my nursing 
experience I was given a great deal of leeway 
by both the nursing faculty and the board. I 
reviewed a proliferation of books, pamphlets 
and documents related to alcoholism; chose 
courses to supplement my reading, 
(e.g. Counselling, Deviance, Small Groups, 
Reality Therapy, etc.); researched and 
prepared a number of papers on various 
aspects of alcoholism; visited Alcoholics 
Anonymous and AI-Anon groups. (I was 
previously fortified with a psychiatric nursing 
and public health background). Even so, when 
faced with first-hand experience, I was not 
really prepared for the actuality and extent of 
the problem. 
Alcoholism is a problem area which 
seems to have no universally accepted 
definition. One author describes it as 
"basically a means of avoiding the 
responsibility of life situations."3 Looked at in 
this light, alcoholism becomes a symptom of a 
problem, rather than simply a problem. 


There are many theories about the- 
causes of this phenomenon. Research into the 
three dimensions - physiological, 
psychological and sociological- has resulted 
in some understanding. For example: 
Physiological Factors - Neither chemicals 
in specific beverages nor physiological, 
nutritional. metabolic or genetic defects have 
been found which can explain alcoholic 
drinking. 
Psychological Factors - If there is such a 
thing as an alcoholic personality, its 
specifications are poorly defined, often 
contradictory and seem to apply to all mental 
illness. 


Sociological Factors -Research shows that 
alcoholism is widespread in some national, 
religious and cultural groups. It is rare in other 
groups, for example Mormons and Jews. The 
lowest incidence of alcoholism is associated 
with certain habits and attitudes. 4 


Methods of treatment are as diverse as 
the suggested causes of alcoholism. Basically 
there are two distinct approaches, a 
conventional method and one that utilizes 
techniques based on the leaming theory. 
Conventional treatment involves 
individual counselling, group therapy 
(including AA), and the use of vitamins, 
tranquilizers, antidepressants or Antabuse 
Leaming theory tE:chniques may involve 
aversion conditioning which incorporates the 
use of means of making alcohol a negative 
rather than a positive stimulus. A newer 
approach aims at teaching the patient through 
behavior modification, to become a social 
drinker. 
Alcoholism is commonly thought of as a 
chronic disease but E.J. Larkin, Psychologist 
Operations Research, Addiction Foundation 
of Ontario, pOints out that by accepting 


alcoholism as a chronic disease, we also 
accept the concept of uncontrollable drinking 
We imply that an individual is not responsibl, 
for his behavior. He suggests, on the other 
hand, that the alcoholic is responsible for thE 
behavior which occurs when he has been 
drinking and must take responsibility.s 
Acute treatment for alcoholics involves 
detoxification period (five to seven days), 
sometimes followed by short-term 
rehabilitation (28 days). In many areas a 
non-medical approach is stressed. Nurses wil 
recognize the value of a non-medical 
approach which de-emphasizes use of 
tranquilizing drugs (alcoholics can become 
cross addicted when tranquilizers are 
substituted for alcohol). However, when this 
non-medical approach also involves lack of ; 
physical examination within the first 24 houn 
of detox, undetected secondary problems 
(physical, mental, social), ignorance of 
nutritional needs and a general lack of othe 
guidelines to promote a change in total 
lifestyle thbn there is cause for concern. If ar 
alcoholic is simply taken in for care and sheltel 
until his body is physiologically "dried out," 
major health problems can be overlooked ani 
a revolving door syndrome encouraged. 
Medical intervention is essential at this critica 
stage of treatment. 


Learning and unlearning 
What I saw when I looked at the centel 
where I worked was a non-medically oriente 
program that did not encourage the alcoholic 
to attempt to find long-term solutions to his 
total problem. I was convinced that what wa: 
needed was a "now and tomorrow" 
community approach. 
The first step was an assessment of th. 
needs in the existing treatment program. This 
was accomplished through visits to the center 
interviews with members of the board, staff, 
patients and community resource persons. 



Priority was given to the area of staff 
education. (The staff consisted of eleven male 
alcoholics and two female non-alcoholics 
whose previous training was on-the-job. and 
whose educational backgrounds were varied 
but limited). The course that I designed was 
intended to meet their specific needs and, 
indirectly, the more basic immediate needs of 
the patients. (The center accommodates two 
females and eleven males for detoxification 
and short-term rehabilitation; most patients 
are of mid- to lower-socioeconomic status). 
I was aware that, as a nurse, I was 
susceptible to the biases against the alcoholic 
client that are described in the literature. This 
helped me determine how I should present 
myself to the clients and staff and to 
experience a kind of 'anticipatory 
socialization.' Research also convinced me 
that I should strive to be non-judgmental and to 
react on a non-threatening level as an equal. A 
teacher-helper role seemed most appropriate. 
A teacher sets goals. The specific 
long-term goal for my program was to present 
a number of instructional classes for health 
workers of an alcoholic detox center. A 
broader short-term goal was to identify needs 
of workers and clients and to seek appropriate 
solutions. 
Many theorists suggest that alcoholic 
behavior is leamed and, in view of this fact, a 
goal-oriented approach seemed more suitable 
than a problem-solving one. The staff for 
example, were notified that on completion of 
the course, a certificate and possible salary 
increment would be awarded. A course was 
designed to entail 30 hours of classes. Plans 
for the staff included new learning, unlearning 
and releaming - in essence it meant change. 
"People are likely to accept a proposed 
change when it makes demands whose 
components they have already learned or feel 
confident they can leam. 6 Classes were 
designed and presented in the light of this 
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knowledge of the change process. Specific 
lessons included: 
1. A general outline of criteria for care 
given in some other Canadian detox 
centers. accompanied by a film on detox 
programs. 
2. Acute care of a patient in detox with 
emphasis on delirium tremens and care 
during convulsions. 
3. Instruction and demonstrations on 
cardiopulmonary resuscitation. 
4. Continuation of recognition of vital 
signs. TPR Measurement, secondary 
problems. 
5. General nutrition of the alcoholic 
(including detox period). 
6. Suicide, Including drug abuse. 
7. Safety, basic first aid, moving of 
patients and demonstration of lifts. 
8. General physical care, secondary 


effects of alcohol (cirrhosis, etc.) 
9. Ustening skills, interviewing and 
recording. 
10. Rehabilitation and introduction to 
reality therapy. 


Many resource persons were utilized in 
this teaching program, including a nutritionist, 
physician, S1. John Ambulance persons and 
counsellors for role playing. A ' graduation' 
was held and an evaluation of the program 
indicated that the long-term goal was reached 
satisfactorily. 
On the completion of this instructional 
program. the board requested that I return to 
the center as Co-ordinator of Patient Care and 
Service. In that role, I have designed a second 
program with a specific treatment approach. 
The opportunities to utilize nursing skills have 
become more numerous and challenging. 
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Working in a treatment center for alcoholics provides a nurse with one of the most challenging experiences of her career. The 
problems that she encounters are unique and demand all of her nursing skills. These problems are apt to fall into three categories: 
. community support 
. administration 
. client characteristics 
Trial and error suggests that the following approaches may be helpful to nurses working in these settings. 


I Community support 


Barrier: Community attitudes, unconcern and/or unawareness of 
alcoholism in immediate area 
Useful Approach: Talked with groups of women, professionals and 
friends and invited them to the centel Involved the clergy in weekly visits. 
Informed the Chief of Police and civic officials of the center's work 
Included a description of the program in all correspondence. Positive 
publicity is important. 


Barrier: Community resource persons not commg to the alcoholic center. 
Useful Approach: Took the center's staff to the community resources, 
Le. the university, hospital emergency and psychiatric units etc. 
Conducted meetings for staff at the university with a pharamacist, 
physician and counsellor. Invited R.C.M.P. and mental health officials, 
etc. to the center for presentations. 


Barrier: A patchwork quilt of support systems operating independently in 
the community. 
Useful Approach: Shared patient information frequently with other 
disciplines. Worked through public health nurses and phoned agencies 
regularly to update client data. Being a member of an agency board is 
useful for keeping one's self informed. (e.g. Mental Health Local Branch) 


Barrier: Medical community superficially involved in care of the alcoholic 
patient. 
Useful Approach: Made frequent referrals to physicians for physical care 
of patients. Designed a Medical Treatment Record card for patients to 
take to the hospital and to the doctor's office. The card includes patient 
information for doctor's use and a record of his assessment and 
recommendations. Involved the Medical Health Officer re chest x-rays of 
staff and patients. Corresponded with Medical Society re drug control 
(doctors prescribing too many tranquilizers for patients). Independent 
meetings were held with physicians to request routine medical care for 
alcoholics in the area. 


II Administration 


Bamer: Some non-medical people involved with government alcoholism 
programs regard medical persons as a threat to their established 
treatment methods. 
Useful Approach: Nurses must keep well informed, practice patience, 
tolerance and speak firmly on issues which are their concerns. Positive 
program results will eventually help gain the support of "doubting 
Thomases " 


Barrier: Working with clients allows limited time for in-service. 
Useful Approach: The Faculty of Nursing of the University of New 
Brunswick allowed three senior nursing students to do public health field 
work at our center. They acted as resource persons for in-service. A 
retired psychiatric nurse (former superintendent of a Canadian hospital) 
also helped on a voluntary basis. 
Barrier: Staff members at times not 'weller' than patients. 
Useful Approach: Held discussions on lifestyle using material from 
Health and Welfare Canada. Enforced a decrease in smoking during 
group meetings. Changed coffee at the center to decaffeinated. Gave 
staff Vitamins Band C (same as patients receive). Encouraged staff to 
relate problems in group sessions. Used bulletin board for educational 
matenal relating to lifestyle. 


Barrier: Staff discouragement with repeaters and chronic inebriates. 
Useful Approach: We try to look at old problems in a new way. One 
patient from our center has been accepted into a Senior Citizens' home 
and is maintaining sobnety. One chronic inebriate is awaiting plastic 
surgery for a body image problem. We try to utilize patient skills in OUI 
program. Le. paperhanger, projectionist, cookee, etc. We work with 
employers on short-term employment arrangements. We have access to 
facilities at a Community Service Center co-ordinated by a psychiatric 
nurse for day-to day recleation. 
Barrier: Kitchen staff not suff!dently informed about specific dietary 
needs of alcoholics, resulting in nutritional deficits. 
Useful Approach: A provincial nutritionist completed a food consultation 
upon request. Two home economics students have consented to do 
independent studies at our center and at the same time assist the cook 
with menus, étc. A useful reference is "Guidelines for Nutrition Care of 
Alcoholics."'o 


Barrier: Nurses have been conditioned to believe what tne patient offers 
verbally. 
Useful Approach: The term "con-artist" is synonomous with alcoholic. 
Confrontations are a frequent part of communication. After a series of 
confrontations, a working relationship can be established. 


III Client characteristics 


Barrier: Alcoholics have the attitude that only an alcoholic knows about 
alcoholism. 
Useful Approach: Designed and administered questionnaires on 
various aspects of alcoholism (together we are becoming conscious of 
our lack of knowledge). 


Barrier: Diffiælt to determine a specific treatment approach when 
planninq a proqram for alcoholics. 
Useful Approach: We chose a multi-moderate approach. Included AA, 
mdividual counselling and group meetings. Vitamins are given and 
tranquilizers de-emphasized. William Glasser's counselling theory is a 
practical guide. He advocates the teaching of responsibility as the main 
emphasis in psychotherapy." A guideline used by the Johnson Institute of 
Minnesota is helpful for group work." 


Barrier: Short stays and transient nature of clients create problems in 
attempts to rehabilitate and resocialize alcoholics. 
Useful Approach: Alcoholism is a negative concept At our center we 
attempt a positive feedback system. We discourage toxic behavior and 
encourage nourishing actions. We hold insight groups, not group therapy 
sessions. We include talks on positive commitments of patients and 
positive characteristics of self, etc. Meaningful relationships are still hard 
to develop over the short run. We use appointment cards for follow-up 
visits to help prolong treatment. We refer selected candidates to 
long-term rehabilitation programs elsewhere 


Barrier: Difficulty getting female alcoholics to overcome stigma attached 
to accepting treatment. 
Useful Approach: Public Health Nurses can be good sources for 
identification and referral of female alcoholics. We also get referrals 
through a crisis center and local women's group. Obtaining female 
patients remains a problematic area. 
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Arlee McGee, author of "Nursing the 
alcoholic patient," recently completed her 
post basic nursing degree at the University of 
New Brunswick School of Nursing in 
Fredericton. She is a graduate of Victoria 
Public Hospital School of Nursing in 
Fredericton and received a diploma in 
psychiatric nursing from the University of 
Western Ontario in London. 


Of her work with alcoholics she says, 
"there are many other aspects I would like to 
have described, such as sharing recipes with 
the cook, shopping for wallpaper with clients 
and handing out fried chicken at the 
Christmas party. " She comments also that 
"We funcfjon with extreme flexibility; 
counselling is done at the kitchen table, my 
five-by-five office and in one of the bedrooms. 
However, elegant surroundings are not 
essential to giving good care in a detox 
center. " 


The nurse in the detox center 
A nurse who works in a detox and 
Ihort-term rehabilitation unit undertakes many 
11Sks that are not usually considered her 
,).clusive function. One of the key reasons is 
l ,at the opportunities for her to utilize various 
ursing skills are endless. The following 
lescription of the clientele illustrates some of 
'le reasons for this: 
j The physical health of the heavy aJcohol user 
, typically poorer than that of the general 
opulation. Some illnesses result from the 
irect effects of alcohol, or they may involve 
:,ther factors such as general lifestyle, 
utritional deficiencies, heavy use of other 
rugs (i.e. tobacco, tranquilizers, aspirin), 
lodily injury due to accident and other violent 
iShaps, inadequate hygiene and rest; 
,ver-exposure, over-crowding and other 
orms of stress."7 
Added to this, heavy alcohol consumption 
volves a variety of psychiatric and 
leurological disorders. Social problems, 
onsistent relationship to crime and family 
'rises are overwhelming. 
On a formal level therefore, my nursing 
ole in the center includes performance as: 
ounsellor - to workers, clients and family 
embers. 
. rotector - prevention was necessary in 
any aspects, including drug control and 
. ttempts to alleviate secondary effects of 
:/cohol. Follow-up was an important aspect. 
ollaborator - this became a key issue as 
egotiations with outside agencies and the 
enter's board were frequent. Collaboration 
as done with doctors on patient's behalf. 
. dvocate - continuous recommendations 
ere made to the various bureaucracies for 
mprovements in the alcoholic treatment 
.rogram. 
eacher - the main thrust was in the 
n-service education program. 
omforter - comforting care was provided 
o clients when situations presented 
hems elves. 


A nurse functioning in detox must be well 
informed on signs and symptoms of patients in 
withdrawal, delirium tremens and dry-drunk 
symptoms. She should have information on 
Antabuse, Temposil and mood-altering drugs. 
She requires knowledge of the functions of 
Alcoholics Anonymous, other treatment 
centers, govemment policies on alcoholism 
and the peculiarities of the alcoholic 
subculture. 
A physically unwell, emotionally confused 
and socially maladjusted alcoholic comes to a 
treatment unit to dry out his body 
physiologically. Under the present system, he 
is then discharged from some detox and 
short-term rehabilitation programs - a sober, 
physically unwell, emotionally confused and 
socially maladjusted alcoholic. 
Stepping stones to the community should 
be laid while he is undergoing treatment so he 
can take positive steps toward responsibility 
for his total problems. Alcoholism need not be 
a dilemma when an alcoholic is viewed as a 
total person with other problems besides 
alcoholism. Present programs can be 
improved at relatively little cost by 
utilizing community resources. Nurses 
possess the versatility to put such programs 
into effect. 
In summary, nursing in alcoholism is 
probably the most stimulating area in the 
profession. There seems to be nothing the 
nurse in this field doesn1 do - negotiate with 
bureaucracies, administer physical care and 
participate in psychiatric and public health 
nursing. What more could any risk-taking 
nurse ask for? '" 
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In the early 1820's, a Scottish doctor, 
Thomas Lotta, administered the first 
intravenous infusion to patients suffering 
from cholera. Since then, we've gone a 
long way in improving the technique. 
Nevertheless, hazards still exist for all 


patients on I.V. therapy. This "idea 
exchange" discusses one such hazard - 
foreign particles in I.V. fluids - and gives 
some tips on how you can be alerted to 
their presence in the intravenous fluids 
you administer. 
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A hazard of intravenous therapy - . 
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CORED PART CLES\, 

\ 


MIchel C. Bessette 


The parenteral route is the most controlled and 
expedient method of fluid administration, and 
in many cases, is a life-saving measure. It is 
also, however, the most dangerous method of 
administering fluids and gives rise to potential 
complications. Many of the hazards such as 
thrombophlebitis, pyogenic reactions, air 
emboli and circulatory overload are generally 
known and are closely monitored. One hazard 
that may not be as well known but which is 
potentially harmful is the presence of foreign 
particles in large volume containers of 
parenteral fluids. I . 2 The effect that these 
particles have on the patient receiving 
intravenous fluids is fortunately avoidable. 
The removal of particles smaller than 50 
millimicrons in diameter, which cannot be 
detected by visual inspection at the time of 
administration, can be achieved by the use of 
intravenous sets equipped with a filter. Larger 
particles can be prevented from entering the 
patient by adherence to propertechnique, and 
by visually inspecting the administration set 
prior to starting the infusion. 
Recently, at this hospital, a number of 
intravenous sets have been found to contain 
these larger particles. (Figures 1 and 2) These 
particles, although readily visible, can easily 
pass into the patient's vascular bed through a 
large gauge cannula. (Figure 3) The particle in 
these photographs is a piece of the "rubber"3 
stopper which was cored, and introduced into 
the fluid path at the time that the stopper was 
pierced. A 16-gauge central venous catheter 
was connected to the set at the time the 
particle was discovered. 
If it entered the patient, this particle would 
have passed through the right atrium and 
ventricle and lodged in a lobar or segmental 
artery. The resulting interruption of circulation 
may have caused a pulmonary infarction. 4 
The use of a filter will prevent the 
introduction of particles. The disadvantages of 
filters are the increased cost and the inability to 
utilize them with some fluids, for example 
crystaloids. I. 5 
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Figure 1 - Photograph showing the size of the particle descf/bed in thIs article. 
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Figure 2 - The particle inside the tubing of the intravenous set. 
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Figure 3 - The ability of the particle to pass through the size 16 gauge catheter. 


Guidelines 


When using intravenous sets which do 
not have a filter, the following guidelines may 
be of help in avoiding the introduction of visible 
particles. 
. Push the piercing pin straight through the 
center of the stopper. Do not twist or angle 
. Visually check the contents of the 
container for particles. Ideally the container 
should be held against both a white and black 
background to detect both black and white 
particles, respectively.b Look at the interior 
surface of the stopper for particles which may 
become dislodged with movement. 
. Purge the air from the \.V. tubing. Once 
the air has been removed, inspect the entire 
set, including the container. 
. Never connect a cannula to the 
intravenous set before ensuring that the fluid 
path and container are free of particles. This is 
of utmost importance since a particle will be 
difficult, or impossible to see if it has passed 
into the cannula or needle. '" 
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Following publication of "Nursing the 
Acutely Psychotic Patient" in February, CNJ 
received a letter from Jose de Cangas, on 
behalf of the Faculty of the school of nursing of 
Brandon Mental Health Centre in Brandon, 
Manitoba The letter raised these points: 


... "the impression one gets is that whenever a 
nurse is faced with an acutely psychotic 
patient, she should call in the marines and 
administer enough medication to accomplish a 
state of complete submission. Although this 
approach may be resorted to in extreme 
cases, it should by no means constitute the 
general rule. If such an approach were 
condoned by health care givers, then I am 
afraid that the head nurse in the now famous 
"One Flew Over the Cuckoo's Nest" would 
also be seen as someone to be idealized. As 
most readers will recall, she also strived for 
control as her number one priority. 


1. The author uses the word control ten times 
explicitly, and alludes to mechanisms of 
behavior control throughout the article. 
Psychiatric nursing does not have as its prime 
objective control but rather, care. 
It is a mistake for nurses to think that the 
most important thing is to show that they have 
control. The emphasis is not on control with 
such clients, rather the client being reassured 
and assisted to regain control of his/her 
environment and behavior. 
2. Why so much concern about hostility? Most 
psychotic patients are not hostile even in the 
acute episodes. 
3. One cannot make sweeping generalizations 
about the nursing care of this type of client 
because its application in toto, often leads to 
anxiety responses in the client and thus, 
hostility. What the author does not seem to 
understand is that such an anxiety-hostility 
paradigm is the direct result of unskilled 
nursing intervention. 
4. Even the most "psychotic" clients have lucid 
intervals. Naturally the nurse can use them 


only if she/he is able to recognize them. 
5. The importance of benavioral analysis, 
nursing and social histories are not even 
mentioned in this article. This data gathering is 
essential in caring for these clients as, through 
them, factors are identified, which not only 
point out the behaviors leading to violent 
outbursts, but also enable us to avoid them. 
6. Mattresses on the floor! Maybe padded cells 
next and chains following? This is seldom 
necessary. As a matter of fact. it accounts for 
more anxiety building in both staff and clients. 
7. Isolation - we cannot generalize as mos 
commonly this leads to further depression and 
withdrawal. 
8. Medications - they are an adjunct to 
therapy. They give symptomatic relief, but are 
not the only means of helping the client. 
Certainly not an end in itself, as seems to be 
implied. 
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Author Janet Berezowsky responds to 
these concerns: 


I appreciate your extreme discomfort with my 
use of the word "control." I also acknowledge 
your concern about the whole issue of control 
in nurse-patient situations. It has been my 
experience that nurses are often not 
comfortable with such an open and direct 
description of nursing intervention. It has also 
been my experience that such anxieties are 
expressed primarily in reference to psychiatric 
patients. However, I do not discriminate 
between the appropriateness of the nurse 
taking control in any of the following situations: 
-limiting the privileges of the suicidal patient, 
- providing skin care for the immobilized 
patient, 
- forcing fluids on the dehydrated patient, 
- administering CPR to the patient in cardiac 
arrest, or 
- medicating the acutely psychotic patient. 
In each case the nurse acts on the basis of 
her assessment of the patient's needs as 
expressed through his behavior. To fail to take 
control in these or numerous other situations 
constitutes negligence. 
Nurses frequently tail to realize that 
nursing intervention is the assumption of 
control on behalf of the patient to the extent to 
which it is unsafeforthe patientto be in control. 
We cannot escape this responsibility. The 
whole essence of professionalism is 
recognizing our nursing responsibilities, acting 
on our nursing judgments, and being 
accountable for our nursing behaviors. 
Your comments seem to be addressing a 
philosophical issue rather than a professional 
issue. In the words of Lisa Robinson, .. ... a 


dead person is not one whose psychological 
condition can be modified. " The nurse puts the 
patient as well as all other patients and staff at 
significant risk if she does not assume control 
of the situation. 
Your definition of control as other than 
caring, suggests that control can only be 
punitive or in the interest of meeting the 
nurse's needs. This is not the context in which 
the article deals with control. No mention of 
hostility is made in the article. Assaultive 
behavior and "fight or flight" responses are 
motivated by fear. If, however, the nurse 
assumes a punitive attitude, she is likely to 
provoke hostility. 
Maslow's hierarchy of needs provides the 
rationale for meeting psychological and safety 
needs as a necessary prerequisite to the 
development of a therapeutic relationship. 
This includes controlling his environment so as 
to provide both physical and psychological 
protection. As indicated. these nursing 
measures are the means through which the 
relationship is established. Again referring to 
Lisa Robinson, "The nurse, through her 
ministrations, demonstrates to the patient that 
she not only is concerned but that she actually 
will take care of the patient." As the patient 
becomes more lucid. psychosocial needs can 
begin to be dealt with more directly. The 
nursing measures described should be 
required for a relatively short period of time, 
until the acute psychotic episode subsides. 
frequently less than a week. 
The nursing interventions presented in 
this article can provide. and in fact do provide 
the basis for standardized nursing care plans 
in a number of Canadian hospitals on medical, 
surgical, obstetrical, and psychiatric units. As 
such, this standardized regime provides the 
basis for teamwork which is essential in 
canng for acutely psychotic patients. Skilled 
nursing judgments are basic to the 
implementation of such a nursing care plan. 
Your comments emphasize the 
importance of nurses dealing with their own 


anxieties prior to and in such a way that 
patients are not the recipients of misdirect 
frustrations. Priorities in crisis situations ml 
be determined on the basis of safety for tt 
patient, other patients in the setting. and sta 
It nurses are not comfortable with their ow 
feelings about taking control, the outcome m 
be disastrous. 
It, for example, nurses put a mattress, 
the floor even though they are very 
uncomfortable doing so, their own anxietie 
will be communicated to the patient, and s 
create a more unmanageable situation. If 
theyare not comfortable medicating patien 
who are acutely psychotic. then they will ha' 
more difficulty doing so. The patient who i: 
already terrified will quickly perceive their 
insecurity, and this in turn will have an 
escalating effect on his fear. As pointed out 
the article, staff need opportunities to practic 
these measures under careful supervisIon 
order to develop their skills and to deal wi1 
their own anxieties. 
The context of the article is the safe, 
efficient, humane management of the acutE 
psychotic patient by the nurse in any hospi1 
setting. As Lisa Robinson expresses it, 
"Patients who cannot care for themselves a 
afraid, but when they see that others are 
strong and hrm and able to care forthem, th 
tend to be less frightened." '" 


Robinson, Lisa. Psychiatric Nursing as a 
Human Experience. Toronto. W.B. Saunde 
Co. 1972. 
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Clinical Wordsearch no. 6 


This is another In a continuing series of climcal 
wordsearch puzzles relating to different areas of 
nursing, by Mary Elizabeth Bawden (R.N.. 
B.Sc.N.) who presently works as Team Leader 
in the RheumatIc Diseases Unit, University 
HospItal, London, Ontario. 


Solve the clues The bracketed number 
indicates the number of letters in the word or 
words in the answer. Then find the words in the 
accompanying puzzle. The words are in a/l 
directions - vertica/ly, horizonta/ly, diagona/ly, 
and backwards. Circle the letters of each word 


found. The letters are often used more than once 
so do not obliterate them. Look for the longest 
words first. When you find a/l the words, the 
letters remaining unscramble to form a hidden 
answer. This month's hidden answer has four 
words. (Answers page 27). ofi, 


RESSALGHYTEIXNASD 
NEVUNDOYPSENILEME 
OMAILSSPRIDECPOYM 
IOLCICEOIKDOSDSFE 
TTIDTHLCMCHYIAAEN 
AIUEHIFHAOCFTISAT 
MOMUIZOOLHYNXDIRI 
I NSCUOONOSAENLSPA 
LSTIMIODFFRIIAORD 
BERNEDRREOMUYIROE 
UGEANAEINVRDGNUJD 
SOSMMUBANOIMDEEER 
DNJADAYCAREAADNCA 
GROUPTHERAPYTTSTT 
NOITASNEPMOCMI I IE 
SENIZAIHTONEHPOOR 
SOCIOPATHYHTAPANN 


1 Sigmund or Anna. (5) 
2 Treatment modality involving 8 - 10 persons 
at one time. (5, 7) 
3 Developed Reality Therapy. (7) 
4 A type of scream. (6) 
5 No it's not. (6) 
6 A defence mechanism by which one adopts 
an attitude opposite to the repressed. 
unacceptable one. (8, 9) 
7 Partial hospitalization. (3, 4) 
8 A final answer to a stressful situation. (7) 
9 The most over-prescribed minor 
tranquilizer. (6) 
10 An addicting chemical used by some to 
escape from distressing situations. (7) 
11 A coping mechanism by whicH one attempts 
to make up for real or imagined deficits. (12) 
12 Snorulse (anagram) 
13 A personality disorder resembling 
schizophrenia. (8) 


14 Predominant feature of Altzeimer's 
disease. (8) 
15 Doun (anagram) 
16 The imaginary invalid was one. (13) 
17 He doesn't sound old. (4) 
18 Too much of this prevents some people from 
seeking help. (5) 
19 A mental mechanism by which one attnbutes 
one's own unacceptable feelings or traits to 
another person. (10) 
20 Fels (anagram) 
21 The process of diverting socially 
unacceptable instinctive drives into socially 
acceptable behaviour. (11) 
22 Emotion caused by specific impending 
danger. (4) 
23 Eric's the name, transactional analysis the 
game. (5) 
24 Generalized feeling of discomfort or 
apprehension. (7) 
25 Any behaviour that varies from that 
considered socially acceptable. (9) 
26 Loss of appetite, often psychogenic, may 
result in cachexia. (8) 
27 Sigmund, his self. (3) 
28 Feelings. (8) 
29 Absence of feeling. (6) 


30 A treatment modality involving a protagonist 
an alter ego, and a director. (11) 
31 McMurphy in "One Flew Over the 
Cuckoo's Nest" might have 
been one. (9) 
32 Hans Selye's claim to fame. (6) 
33 Electroconvulsive therapy. (5) 
34 Hyperactive stage of a bi-phase 
psychosis. (5) 
35 Pertaining to changes resulting from the 
aging process. (6) 
36 Drug, useful in 34. (7) 
37 What behavlourists attempt to do for their 
clients' problems. (6) 
38 Depression marked by slowness of thought 
and action. (8) 
39 Family of major tranquilizers. (14) 
40 Usually found over matter. (4) 
41 A daydream. (7) 
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econd National Nurse Practitioner 
ymposium to be held in Denver, 
oIorado on June 23-25, 1977. 
.ontact: Primary Care Nurse 
ractitioner Symposium, University of 
olorado School of Nursing, 
ontinuing EducatIon Services, 
-287, 4200 E Ninth Ave., Denver, 
oIorado, 80262. 


8th Annual Conference of the 
anadian Public Health 
ssociation to be held in Vancouver, 
..C. on June 28-30, 1977. Contact 
'FHA. 1335 Carlmg Ave., Suite 306. 
Ittawa, Ontario, K1Z 8NB. 


'July 


:uturation '77. The 12th Annual 
:onference of the Canadian 
oundation on Alcohol and Drug 
Jependencies, Winnipeg, Manitoba 
n July 10-15, 1977. Information: 
'onference Manager, Futuraction 
'7. The AlcoholIsm Foundation of 
"anitoba, 1580 Dublin Ave., 
lI:nnipeg. Man., R3E OL4. 


)ilemmas in Treatment a 
!,onference on dilemmas in 
)sychotherapies and medical 
bractiçe. To be held on July 24-29, 
h977 In Venice, Italy. Fee: $85. 
':;ontact: Clara Shapiro, Center for 

oJjCY Research, 475 Riverside Drive. 
I ew York, 10027, U. S.A. 
I 



ugust 
I 
iealth Care Evaluation Seminar. A 
bne-week seminar for those 

terested in health care eval uation to 
,)e held at Memorial UnIVersity of 
N 
 ewfoundland' from August 29-Sept. 
, 1977. Applications due June 1. 
ontact: Patricia Bruce-Lockhart, 
ivision of Community Medicine. 
faculty of Medicine, Memorial 
,J,1iversity of Newfoundland, St. 
lohn's, Newfoundland, A1B 3V6. 


:;trategies for Curriculum Change. 
o be held in Winnipeg, Man. on 
I
ugust 18-20, 1977. Contact: Institute 
ff Nursing Consultants. Fay Bower. 
hB20 Portola Road, Woodside, 
ralifomia, 94062. 


Symposium on Canada and 
World Food to be held at Carleton 
University, Ottawa on August 22-24, 
1977. Multidisciplinary topics 
discussed. Contact: The Royal 
Society of Canada, 344 WeJlington 
St., Ottawa, Ont., KJA ON4. 


World Federation for Mental 
Health - 19n Congress. hToday's 
Priorities in Mental Health," to be 
held in Vancouver, B C. from August 
21 - 26. 1977. The focus of the 
meeting will be on finding ways to 
make health systems work for all the 
people. including the mentally ill. 
Techniques of Health By The People 
will be emphasized. For further 
information contact: Secretariat, 
World Federation for Mental Health, 
Health Sciences Centre Hospital, 
2075 Wesbrook Place, The Universfty 
of British Columbia, Vancouver, B.C. 
V6T 1 W5. 


September 


Emergency Nurses Association of 
Ontario Annual Conference to be 
held September 12-14, 1977 at the 
Skyline Hotel, Ottawa, Ontario. 
Contact: Heien McPhee, SupervIsor, 
Emergency Department., Ottawa 
Civic Hospital, 1053 Carlmg Ave.. 
Ottawa, Ontario. 


Fourth Annual Meeting of the 
Ontario Psychogeriatric 
Association to be held on Sept. 
19-21, 1977. Theme: Bringing 
Continuity to Care. Contact: Dr. M. 
Farquhar, P. O. Box 14, Postal Station 
"C", Toronto, Ontario, MGJ 3M7. 


Initial Assessment and 
Management of Patients with Acute 
Illness and Injury. A two-day seminar 
sponsored by the Emergency Nurses 
Group, a special interest group of the 
RNABC. To be held on Sept. 30 - Oct. 
1, 1977 at the Four Seasons Hotel, 
Vancouver. B.C. Contact: Unda J. 
Clark, c/o Emergency Nurses Group, 
Box 86824, North Vancouver, B. C. 


October 


Sixth Annual General and Scientific 
Meeting of The Canadian 
Association on Gerontology to be 
held October 13-16, 1977 in Montreal 
at Loews "La Cite" Hotel. Contact: 
Blossom T. Wigdor, Ph.D.. DIrector, 
Psychology Services. Queen Mary 
Veterans Hospital, 4565 Queen Mary 
Road, Montreal, Quebec, H3W 1W5. 


28th Annual Meeting of the Ontario 
Public Health Association to be he:d 
on Oct. 18-21, 1977 at the Skyline 
Hotel in Rexdale, Ont. Contact: Kae 
Sutherland, OPHA, 7 Carlis Place, 
Port Credit, Ontario, L5G lAB. 


12th Operating Room Nurses 
Conference to be held by the O.A. 
Nurses of Nova Scotia on Oct. 18-20, 
1977 in Halifax Contact: Miss L 
HIrtle, R.N., Halifax Infirmary (OR), 
1335 Queen St.. Halifax, Nova Scotia. 


November 


First Annual Nurse Educator 
Conference to be held at the 
Hyatt-Regency Hotel in Chicago, III. 
on November 7, 8 and 9, 1977. 
Theme: Transition from student nurse 
to effective professional. Contact: S. 
Swartz, 12 Lakeside Park, 607 North 
Ave., Wakefield, Mass, 0/880. 


Canadian Nurses Foundation 


Have you forgotten to renew your 1977 CNF 
membership? 


Are you thinking of becoming a member? 


Money donated by nurses to the Foundation is used to support 
nursing scholars and nursing research. 
Since 1962 144 nurses have been awarded 174 CNF 
Fellowships. Thirty nurses have been funded twice. 
Please complete the form below and send to: 
Canadian Nurses Foundation 
50 The Driveway, 
Ottawa, Canada. K2P 1 E2. 


Regular member ($10.00) 
Sustaining member ($50.00) 
Patron ($500.00) 


Donation (membership not included) to 
Scholarship Research 
Capital Trust AdminIStration 


Name 
Address 


Amount of cheque for the year 1977 


ConlnbullOns 10 the Canadian Nurses FoundallOn are deductible lor Income lax puq>oses 
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Information IS supplied by the 
manufacturer; publication of this 
information does not constitute 
endorsement. 
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Recreation Equipment 
for the Disabled 
"Total Function Recreation 
Equipment for the Disabled," is 
the tille of an all new, eight-page 
catalog supplement issued by 
Maddak Inc., subsidiary of Bel-Art 
Products. 
Featured are such equipment as 
table tennis, pool tables, bumperpool, 
miniature bowling alleys, bowling 
ramps and a host of table top games. 
"Total Function" is achieved through 
the adjustable table height design 
which permits use in regular and 
adapted programs and 
accommodates individual 
requirements of height, age and 
ability. 
This brochure is available free, 
by writing to Maddak Inc., 
Pequannock, N.J. 07440. 


Visual Scheduling System 
A visual staff scheduling system, 
the Beanstalk, consists of 
wall-mounted modular grid boards 
and inch square colored cardboard 
tabs clipped into plastic holders. The 
tabs can be written on and dropped 
firmly into place anywhere in the grid 
pattern. 
The system provides a complete 
overview of the nursing staff complex 
at a glance, yet the system itself is 
simple and easy to maintain. 
Details of this system and many 
similar applications are available 
from: Kentron Services, 50 Firwood 
Crescent, Islington, Ontario 
M9B 2W2. 


Computer Health Testing 
System 
International Health Systems, 
Inc., of Illinois has introduced a new 
vertical configuration of the 
Computa-Lab DSN, hospital 
information and health testing system. 
The Computa-Lab System is portable 
so that it can be wheeled into plants, 
offices or other locations. It requires as 
little as 150 square feet of work space 
but meets the same performance 
capabilities as the standard 
Computa-Lab system. 
Up to 50 patients a day can be 
tested using this system. Complete 
procedures including history taking, 
physiological testing, and collection of 
specimens for laboratory testing can 
be performed by one to three 
technicians in less than an hour. Most 
of the testing is performed as the 
patients relax comfortably in chaise 
lounges. 
Patient health histories are taken 
automatically by the Computa-Lab 
Audio-Response Unit. The patient 
listens to a recorded proglam of 
history questions, pressing buttons to 
give the computer his answers. 
Foreign language and custom 
history programs are readily available. 
All test information and data are 
printed out by the systems computer 
as soon as testing is completed. 
The Computa-Lab system 
includes instrumentation for a 12-lead 
E.C.G., pulmonary function testing, 
tonometry, blood pressure, 
audiometry, vision testing, 
anthropometry and temperature. 
The system is equipped for 
computer interpretation of ECG's. 
ECG interpretation and biochemical 
profiles are offered as optional 
services. The manufacturer provides 
training for operating personnel and 
equipment maintenance. 
For further information, write: 
International Health Systems, Inc., 
3603 Edison Place, Rolling 
Meadows, Illinois 60008. 


Multi-Position Foot Board 
The Multi-Position Foot Board is 
designed by Lumex Inc. to help 
prevent and/or correct foot drop and 
foot rotation, and provide comfortable 
immobilization at prescribed position. 
The board acts as a bed cradle, 
keeping bedding off patient's feet; it 
fits any standard hospital bed, can be 
installed/removed without tools, and 
can be positioñed anywhere on the 
bed to accommodate short or tall 
patients, without interfering with 
gatch. The board can be used with 
side rails up or down and mounting 
arrangement eliminates heel 
pressure. The foot board can also be 
tilted and the triangular positioning 
blocks can be rotated to any desired 
position. Removable blocks are 
adjustable to any width. 
The board is of molded, structural 
foam construction, and is easy to keep 
clean. It measures 15"x36"x4 1/2". 
For further information contact: 
Lumex, Inc., 100 Spence Street, Bay 
Shore, N. Y. 11706. 


Electronic Thermometer 
The new LaBarge Model 12 
Electronic Thermometer saves both 
time and money by providing an 
accurate temperature reading in less 
than 30 seconds. It features a unique 
LED (light emitting diode) display that 
permits simultaneous readings in both 
fahrenhelt and centigrade. 
A tough Lexan case and all 
solid-state circuitry make the Model 12 
durable enough to withstand constant 
hospital service. Replaceable 
batteries provide portability and give 
six months' normal use before 
replacement is necessary. 
The LaBarge Model 12 Electronic 
Thermometer includes separate oral, 
rectal and continuous monitoring 
probes. In addition, a special plug-in 
module provides an easy method of 
verifying calibration of the unit in the 
hospital. The new Model 12 
Thermometer uses LaBarge's 
patented disposable SteriTherm 
covers, which are available in both 
oral and prelubricated rectal form. 
For further information, write: 
Mark J. LaBarge, LaBarge Inc., 500 
Broadway Building, St Louis, 
Missouri 63102. 


Kolaps-A- Tank for 
Hyperpyrexia 
The Kolaps-A-Tank, a new, 
lightweight, collapsible 
immersion tank designed to meet 
critical need for immediate treatm 
in cases of malignant hyperpyrexié 
now available from Burch 
Manufacturing Co. 
The Kolaps-A- Tank weighs 0 
10 Ibs., can be set up in only eigl 
seconds by one person, fits any 
standard size O.A. stretcher cart, I 
perm its patient treatment to be carr 
out at a normal working level. 
The Kolaps-A-Tank features: 
sturdy, aluminum frame; 
bacterial-resistant tank material; t 
drain oullets; detachable cover wi 
permits easy cleaning; storage pOI 
with grommets for convenient, 
accessible wall mounting. 
The 72"x26"x14" vessel can 
folded up for compact storage. 
For more information contact: 
Burch Manufacturing Co., Inc., F 
Dodge, Iowa 50501. 


Built-in Hyper/Hypothermil 
Systems 
Gaymar Industries Inc., now 
offers built-in hyper/hypothermia 
systems for areas such as ICU, 01 
Critical Care areas, and recovery 
rooms. Two styles of units are 
available with these custom desigl 
systems. One is a movable wall l 
and the other is an in-wall, flush mo 
control unit. 
The system offers a number 
features: savings on floor space t 
critical hospital areas; easier ace! 
to the patient; convenient locatior 
equipment for nursing care; reduc' 
of noise and heat; aid in eliminati 
cross-contamination potential; 
reduction of leakage current level 
the electrical load on isolation 
transformers; instant hypothermié 
with 40 0 blanket water always 
available. 
Systems are compatible witl" 
patient head walls. Built-in syster 
are designed to meet customer 
requirements. 
For information contact: Gayr. 
One Bank St., Dept. 501, Orchal 
Park, New York, 14127. 
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nesten 


mtifungal and clotrimazole 
richomonacidal agent 
RESCRIBING INFORMATION 


POSEY FOR PATIENT COMFORT 


"DICAT'ONS Canesten Cream and Solutlon- Topical 
eatment of the following dermal Infections tmea pedis. 
'lea crUrlS and hnea corpOriS due to T I'"ubrum T menta 
rophytes and Epidermophyton floccosum. candidiasIs due 
) C alblcans tmea verSicolor due to MaJassezla furfur 
anesten Vagmal Tablets Treatment of vaginal candidiasIS 
nd tnchomonlasls Canes ten Vaginal Tablets may be used 
I both pregnant and non-pregnant women. as well as In 
omen taking oral contraceptives (See Precautions) 
OSAGE AND ADMINISTRATION Cream and Solution 
hmlV apply and gently massage sufficient cream or solu- 
on mto the affected and surround,ng skin areas tWice 
allv In the morning and evemng 
,r vulVitiS Canes ten Cream should be applIed to the vulva 
.,d as lar as the anal Teg10n For balanitis and prevention of 
agmal mfectlon or remfectlon b'l the partner Canesten 
ream should be applJed 10 the glans penis 
agmal Tablets One tablet a day for Silt consecutive days 
JSlng the apphcator Insert one tablet deep mtravaginallv 
referably at bedtime In order to avoid treatment during 
,enstruatlon It IS suggested that treatment be started at 
ast 6 days pnor to the anticipated menstrual period 
JURATION OF TREATMENT Cream and Solution The 
uratlon of therapy vanes and depends on the extent and 
cahzahon of the disease Generally. chnlcallmprovement 
Ith rehef of pruritus usuallv occurs wlthan the first week of 
eatmenl Tinea Infections require approximately 3-4 weeks 
f therapy while an candidiasIS 1 
2 weeks treatment IS often 
dequate If no cllmcal Improvement IS observed after 4 
eeks the diagnoSIs should be reviewed 
a cure IS not mycologically confirmed or .n order that 
elapses may be prevented (particularly In mycoses of the 
ot) treatment should as a rule be contanued for 2 weeks 
fter all cllmcal symptoms have disappeared 
agmal Tablets The six-day therapy may be repeated .f 
ecessary 
PECIAL REMARKS Cream and Solut,on Added hygten. 
measures are of special Importance In the management 
f the often refractory fungal diseases of the foot To aVOId 
rapped mOisture the feet - particularly between the toes 
- shoufd be dned thoroughly after washing 
nychomycoses OWing to their location and phYSiological 
actors generally respond poorlV to topIcal ant.mycotlc 
herapy alone due to poor penetration Into horny substance 
reatment with Canesten may be conSidered an cases of 
aronvchla and as adjunctive therapy In onychomycoses 
Jllowlng extraction or ablation of the nad 
agmal Tablets Added hyg,enlc measures such as tWice 
ally tub baths and avoidance of tight underclothing IS 
ughty recommended 
n the case of chnlcally significant trichomonal infection 
ddlbonal therapy with a systemic tnchomonacldal agent 
10uld be considered Such therapy IS essential for the 
reatment of vaginal Infections which may also ,nvolve 
arthofln.s glands and the urethra 
ONTRAINDICATIONS Excepl for possible hyper. 
enslhvlty Canes ten Solution Cream and Vagmal Tablets 
.a
e no known contralndlcatlons 
RECAUTIONS As with all topical agents skin senSltlza- 
Ion may result Use of Canesten topical preparations shouJd 
dIScontinued Should such reactions occur. and approp- 
ate therapy Instituted 
l:aoesten Solution and Cream are not for ophthalmic use 

anesten Vaginal Tablets are not for oral use 
se 10 Pregnancy Although IOtravagfnal application of 
Ictnmazole has shown neghglble absorption from both 
10rmal and Inflamed human vaganal mucosa Canesten 
ag1nal Tablets should not be used m the first trimester of 
r:'?;r
n
1 
h


t


t physIcian considers It essential to the 
he use of the supplied applicator may be undesirable In 
::Jme pregnant patients and dIgital IOserhon of the tablets 
an alternative which should be considered 
IDE EFFECTS Large scale clinical trials have Shown that 
anesren IS very well toJerated after topical and vaginal 
ppllcatlon 
Cream and Solution Ery1hema stingIng bhstenng. peehng. 
dema prUritus urhcana and general Irritation of the skin 
ave been reported mfreQuently 
Vaginal Tablets Skin rash lower abdominal cramps slight 
IInnary frequency. and burmng or 'rrltatlon In the sexual 
artner have occurred rarely In no case was It necessary 
) discontinue treatment with Canesten Vagmal Tablets 
,VAILABILITY Canes ten Solution 1,. IS supplIed In 20 ml 
plastic bottles In carton Each ml contains 10 mg of 
clotnmazole In a non-aqueous vehicle 
Canesten Cream 1 % IS supplied 10 20 g tubes In carton 
Each g C3ntalns 10 mg of clotnmazole In vamshmg Cream 
base 
Canesten Vagmal Tablets 100 mg are supplied In boxes 
contaanlng one strip of SIX tablets with plastic applicator and 
I pat.ent leaflet of InstruCtions 
REFERENCES 1 LOhmeyer H Posigrad Med J 50 
I SuPPI 78. 1974 2 Schnell. J 0 IbId. P 79 3 Legal. 
H P IbId P 81 4 W,dholm O.lbld p 85 5 Couch- 
man J M Ibid P 93 6 Hrglon B I( IbId. P 95 7 
Oales J K Ib,d P 99 8 Maslerlon M B . el al Curr 
Med Res Opln 3 83 1975 9 Sawyer P R el al 



1
 
:;
 1975 10 Posigrad Med J 50 Suppl 
For further prescribing information please consult the 
Canesten Product Monograph or your Boehringer Ingelheim 
representative 

 FBA Pharmaceuticals Ltd. 
Distributed by. 


 Boehringer Ingelheim (Canada) Ltd. 
2121 Trans Canada Highway 
I Dorval. P Q. H9P 1J3 
f See advertisement on page 9. 


The new Posey products shown 
here are but a few included in the 
compfete Posey Line. Since the 
introduction of the original Posey 
Safety Belt in 1937, the Posey 
Company has specialized in 
hospital and nursing products 
which provide maximum patient 
protection and ease of care. To 
insure the original quality product, 
always specify the Posey brand 
name when ordering. 
The Pose" "Swiss Cheese" Heel 
Protector has new hook and eye 
fasteners for eaSY-application and 
sure fit. Available in convoluted 
porous foam or synthetic fur lin- 
ing. #6121 (fur fining), 16122 
(foam), 


The Pose" Foot Elevator protects 
pressure sensitive feet by keeping 
them completely off sheets. A 
washable flannel liner protects the 
ankle. Soft polyurethane foam ring 
with slick plastic shell allows pa- 
tient to move his foot freely. 
116530 (4 inch width), 



 
, 


, 
.. 


The Pose" Foot-Guard with new 
liT" bar stabilizer simultaneoüSÍy 
keeps weight of bedding off foot, 
helps prevent foot drop and foot 
rotation. #6412, 


.. 


. 
 


ö' 


I 
-- 



 


The Pose" Elbow Protector helps 
eliminate pressure sores and fric- 
tion burns. Three models are avail- 
able. 116220 (synthetic fur wlout 
plastic lining), 


The Pose" Ventilated Heel Pro- 
tector helps prevent friction and 
skin breakdown while allowing 
free movement. The newly devel- 
ope
 closure holds hee l protector 
on t e most restless patient. 116110 
(wlplastic she/f), 


Send for !he free new POSEY catalog - supersedes al/ previous editions. 
Please insist on Posey Quality - specify the Posey Brand name. 


Send your order today! 
HEALTH DIMENSIONS LTD. 
Commerce City 
2222 So. Sheridan Way 
Mississauga, Ontario 
Canada LSJ 2M4 
Phone: (416) 823-9290 


FBA-91-77 
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. Maternity 


Breathing Exercises for the 
Expectant Mother 
A 15-minute 16mm color sound 
film directed by Marie-Elizabeth 
Taggart, Assistant Professor, Faculty 
of Nursing, University of Montreal, 
Montreal, Quebec. This film is about 
preparation for childbirth through the 
instruction of various breathing 
techniques designed to help the 
mother attain successful, conscious 
childbirth. It explains the process of 
normal respiration and the changes in 
normal respiration during pregnancy. 
Through silhouette animation, the film 
reviews and explains different types of 
breathing to be used during each 
stage of labor and childbirth. It may be 
used for teaching expectant mothers 
in prenatal classes, student nurses or 
health education trainees. An 
independent Canadian production 
available in the French language as 
"Exercices de respiration pour la 
femme enceinte." Approximate price 
$200; available for preview when 
there is intent to purchase for $15.00, 
applicable to purchase price. For 
'nformation, contact: Cinédessins, 
Reg'd., P.O. Box 430, Mount Royal 
Station, Montreal. P.Q. Canada, 
H3P 3C6. 


The Neurological Evaluation of 
the Maturity of New Newborn 
Infants 
This 32-min. color film uses stick 
figures and live infants to demonstrate 
neurological gestational age 
assessment. Infants at 30 wks., 34 
wks., 36 wks., and 38 wks., are 
examined, and stick figure diagrams 
are used to show where the infant is in 


neurological development. A general 
summary of neurological assessment 
is given at the end of the film. The film 
assumes some familiarity with the 
newborn, terminology associated with 
neurological examination and 
pediatncs. Available in 16 mm and In 
3/4 inch video-cassette, for rent or 
purchase from the Health Sciences 
Communication Center, Case 
Western Reserve University School of 
Medicine, 2119 Abington Road, 
Cleveland, Ohio 44106. 


. Health Promotion 


Canada Safety Council 
Brochures 
The Canada Safety Council 
publishes brochures and educational 
materials that are helpful in teaching 
and promoting accident prevention. 
They are available from the Canada 
Safety Council, 1765 SI. Laurent 
Blvd., Ottawa, Ontario, KIG 3V4. 
Some examples are: 
.Selecting the right toy for the right 
child - a two-color pamphlet, gives 
suggestions for toys suited to the 
child's age and ability. Hazarðs to 
avoid are listed. Costs up to 7 cents 
each depending on number ordered. 
Minimum order 10. 
. Home workshop, electrical 
power tool safety - six-page, 
two-color booklet deals with common 
unsafe acts and conditions in home 
workshops. Up to 10 cents each, 
minimum 10. 
. Guide for home safety - 
eight-page, two-color booklet on 
prevention of accidents in the home. 
Includes a home safety check list Up 
to 10 cents each, minimum 10. 
. Babysitters' course - designed 
and packaged to facilitate the training 
of part-trme babysitters. One k.it. (at 
$10 each) contains materials and 
information to conduct a course for 20 
students. 
. Guide for child safety- two-color 
pamphlet about preventing child 
accidents in the home from birth to 
school age. Up to 7 cents each, 
minimum 10. 
. Prevent falls - two-color 
pamphlet with facts on accidental falls, 
their causes and how to prevent them. 
Up to 7 cents each, minimum 10 


Your Move 
This 22-min. color film is a 
persuasive appeal to Canadian 
women to get fit. A recent study 
concluded that 47 percent of 
Canadian women rate low to fair in 
physical fitness. This film challenges 
women to change that image and 
shows the many sports that modern 
women are becoming involved in. 
Available from the.Canadian Film 
Institute, 303 Richmond Rd., Ottawa, 
Ontario KIZ 6X3. 


What's Good to Eat? 
An 18-min. color film discusses 
the importance of skillful choice when 
planning a varied diet. A 12-year-old 
boy leams to use the four food groups 
as a way to get the nutrients he needs. 
Available from the Canadian Film 
Institute, 303 Richmond Rd., Ottawa, 
Ontario K1Z 6X3. 


. Mental Health 


No Tears for Rachel 
This is a 27-minute, color film 
dealing with how the rape victim copes 
with a cold legal process and the 
unpredictable reactions of her friends 
and family. In order to prosecute, the 
victim must undergo a physical 
examination, detailed questioning and 
a face-to-face confrontation with her 
attacker in court. One woman 
discusses the difficulties she 
experienced when she told her friends 
that she had been raped. Her 
psychiatrist explains the importance of 
their reactions and the stigma 
associated with being raped, To 
request this film contact the Canadian 
Film Institúte, 303 Richmond Rd., 
Ottawa, Ontario. 


One Step Ahead 
A 28-min. film dealing with crisis 
control. It shows how to deal with a 
disturbed person humanely, without 
causing emotional trauma. injury or 
physical pain by being 'one step 
ahead" of any situation. Accompanied 
by a 23-page training manual (with 70 
illustrations), the program explores 
the various types of emotional crisis 
situations and presents viable 


solutions based on the degree of 
violence involved. The film is available 
for purchase or for rent from Motorola 
Teleprograms, Inc., 4825 N. Scott St. 
Suite 23, Schiller Park, III. 60176. 


Emergency Treatment of Acute 
Psychotic Reactions due to 
Psychoactive Drugs 
Produced by the Addiction 
Research Foundation, this 17-min. 
black-and-white film shows the 
program at Hotel Dieu Hospital in SI. 
Catharines for treatment of 
drug-related emergencies. Available 
in 16 mm from the Librarian, Canadian 
Hospital Association, 25 Imperial SI. 
Toronto, Ontario M5P 1C1. 


. Audio Cassettes 
How to Communicate 
This is an audio cassette prograrr 
that presents successful techniques 
for effective communication, designed 
for health administrators. 
The 4 cassettes cover such topiC!! 
as: how to handle face-to-face 
communication, how to be a "creative 
listener," how to communicate 
effectively in writing, how to 
distinguish between fact and opinion, 
how to improve lelations with the 
public and with patients, and how to 
tell the press what they want to know. 
For more information about How 
to Communicate Effectively and other 
programs for health workers, write: 
Tech'em Inc., 625 N. Michigan Ave., 
Chicago, IL 60611, U.S.A. 


Patient Teaching 
Hospital-tested educational 
cassettes for patients and their 
families describe what doctors want 
their patients to know about 4 common 
illnesses: diabetes, emphysema, 
gout, and hypertension. 
Developed by faculty members at 
Chicago's Northwestern University 
Medical School, the series uses 
language that patients can 
understand. to provide a basis for 
them to use time with the attending 
physician more effectively. 
Information about the 4-cassette 
package is available from: Teach'em 
Inc., 625 N. Michigan Ave., Chicago, 
IL, 60611, U.S.A. 



esumes are based on studies placed 
I the authors in the CNA Library 
epository Collection of Nursing 
tudies. 
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Suicide 


A Comparative Study of the 
Self-acceptance of Suicidal 
and Non-suicidal Youths. 
Vancouver, B.C., 1976. Thesis 
(M.Sc.N.) U.B.C. by Catherine 
Ann Westwood 
Youths who attempt suicide may 
ave many negative feelings about 
emselves which are manifested in a 
)w level of self-acceptance. This 


, 


. 
. 


actor is often overlooked in specific 
'Issessment and intervention 
neasures. Nurses, because of their 
ocation in schools, are in a unique 
)osition to recognize and intervene 
Nith the potentially suicidal youth. 
'IIurses however may have difficulty in 
ecognizing the youth with poor 
3elf-acceptance. 
This exploratory study was 
ndertaken in order to answer the 
question: "is a low level of 
iSelf-acceptance in youths age sixteen 
Ito twenty-five correlated with suicide 
ÎattemptsT The answer was sought 
.from information obtained from 
youths' self-reports on the Berger 
Scale of Self-Acceptance and the 
California Psychological Inventory. 
These tests were administered to 
thirty youths divided into three groups. 
Group A were suicide attempters seen 
In the emergency ward of a large 
'general hospital, group B were 
Inon-suicide attempters seen in the 
I emergency ward and group C were 
I chosen from the community. 
An analysis of variance was 
I carried out to discover if there 
j was a significant difference in 
self-acceptance among the three 
I groups. 


The findings supported the 
overall conclusion: youths between 
ages sixteen and twenty-five who 
attempted suicide had a significantly 
lower self-acceptance than control 
group youths. The variable of 
hospitalization did not affect 
self-acceptance. 


. Maternity 


Selected Aspects of the 
Childbearing Experience as 
Described by Sixty Couples. 
Nursing research conducted at 
the School of Nursing, University 
of British Columbia, Vancouver, 
B.C., 1976 by Helen Eifert and 
Linda Leonard. 


This study describes aspects of 
the experience of sixty couples 
during pregnancy, childbirth and the 
immediate postpartum period. The 
couples were selected in a 
semi-random fashion from patients in 
two maternity units in Vancouver, B.C. 
The two maternity units were similarin 
some respects, e.g. husband 
partidpation in labor and delivery, and 
differed in other areas, e.g. visiting 
regulations and partidpation of 
parents in infant care. 
The data showed a high level of 
involvement of the couple in planning 
for labor and delivery, with two-thirds 
attending prenatal classes. Nearly all 
husbands expected to be present 
during labor and 75 % expected to see 
the delivery. In addition 78% of women 
chose to breast-feed their infants. 
There was less apparent 
decision-making related to where the 
baby would be born; fewer than half 
had made a deliberate decision about 
what hospital they would go to, and 
some knew nothing about the unit 
prior to admission. 
Overall, couples in both settings 
expressed satisfaction with their 
hospital care and experience; specific 
areas of concern were identified. 
There was somewhat higher 
satisfaction and feeling of control in 
the unit in which there is greater 
parental participation in infant care. 
Recommendations are made for 
further study, and possible changes in 
maternity care are suggested. 


. Emergency 


A Study of Continuity of 
Nursing Care from the Hospital 
Emergency Room into the 
Home. Toronto, Ont., 1976. 
Thesis (M.Sc.N.), University of 
T aronto by Catherine Ann Perkin. 
The specific purpose of this study 
was to describe the observed and 
expressed nursing needs of patients 
following discharge from the hospital 
emergency room. The ultimate 
purpose was to contribute to an 
improvement in the quality of nursing 
care received by patients using the 
emergency room where contact is 
brief and focuses on a presenting 
complaint. 
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In this descriptive study, 30 
patients between 20 and 75 years of 
age were identified during their 
contact with the emergency room and 
then interviewed on one occasion at 
home. Data were collected using a 
highly structured interview schedule 
prepared and administered by the 
investigator. Patients' responses to 
questions were analyzed under the 
following headings: selected patient 
characteristics; utilization of medical 
care; patient perceptions of the kind. 
source and amount of information 
received; patient-perceived gaps in 
care and the observed and expressed 
nursing needs of these patients 
including direct nursing care, 
rehabilitation, health supervision, and 
emotional support needs. 
The findings showed that the 
doctor was perceived by patients to be 
the source of most useful information 
regarding the diagnosis and plans for 
treatment. An analysis of the observed 
and expressed nursing needs and 
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patient comments regarding gaps in 
care described in this study reveals 
that patients want and need more 
specific information both about their 
health condition and instructions for 
cuntinuing care related to drugs, 
treatments, exercise and/or rest and 
diet. The concerns expressed by 
some patients about the kind and 
amount of information they received 
were associated with the non-specific 
nature of information, not having 
questions answered or instructions 
repeated so that they might be 
understood more readily. 
The need for further health 
supervision was related to some of 
the following areas: lack of knowledge 
regarding medication including the 
expected results or possible side 
effects; possible complications of 
Immobility and appropriate preventive 
measures; specific descriptions of 
types and amounts of food or fluids. It 
appeared that receiving written 
instructions was useful for patients in 
helping them to follow the plan of care 
Although the data revealed that there 
was provision for continuing medical 
supervision, similar provision for 
continuing nursing care or supervision 
was not evident. 
It is important that while in the 
emergency room, the patients home 
responsibilities and sources of help be 
assessed by nurses so that alternate 
resources can be utilized. 
Findings related to the need for 
emotional support indicated common 
areas of concern expressed by 
patients about the outcome of their 
condition, lack of necessary 
knowledge about the diagnosis or 
treatment, anxiety in other family 
members and changes in life style. 
Implications are stated for 
nursing practice. education and 
research. Generalizations are limited 
because of the size and nature of the 
sample. However, the findings in this 
study do suggest areas of nursing 
need and patient-perceived gaps in 
care which impede the flow of 
continuous and comprehensive care. 
It is apparent that patients want and 
need more specific information about 
their health problem and instructions 
for continuing care. It is important that 
nurses take an active role in patient 
teaching, interpreting and clarifying 
instructions and antidpating common 
patient questions and concerns. 
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If you 
hate to 
change 
dressings, 
change to . . . 


. Labour and Delivery 


Husband-Father's Perceptions 
of Labour and Delivery. 
Vancouver, B.C. 1975. Thesis 
(M.SXC.N.), U.B.C. by Linda 
Gaye Leonard. 
This study was concerned with 
the husband-father's perceptions of 
labour and delivery; how he perceived 
his role during tl1Is period; and his 
perceptions of the nursing care 
provided to his wife and himself. 
Sample selection was by random 
sampling and Included twenty 
husbands. All were Caucasian, 
Canadian or British born, between the 
ages of twenty-two and forty years of 
age, and all had attended prenatal 
classes. Eighteen fathers attended 
the deivery. Seventeen were fathers 
for the fi rst time andthree were fathers 
for the second time. 
Data were obtained via one 
hour-long interview with the husband 
during the first three clays postpartum. 
An interview schedule was used and 
contained rating scales, 
fixed-alternative and open-end 
questions. Findings showed; 
- that labour and delivery were seen 
by the husband as being positive 
experiences, with delivery being the 
most positive, 
- that the husband focused his 
attention during labour on his wife until 
late second stage when it shifted to the 
baby and to his own feelings, 
- that the labour was stressful for 
many of the husbands who were 
uneasy seeing their wives in pain, 
- that the major function of the 
husband in labour was to provide 
moral support, encouragement, and 
bodily care to his wife. Most felt that 
they were effective in their role but 
needed to confirm th is with their wives 
- that prenatal classes were viewed 
as having a positive influence on 
husbands' attitudes toward labour and 
delivery. 
- that the attitudes and responses of 
the nurses during labour and delivery 
had a significant effect on the 
husband's confidence and relaxation. 
The major weaknesses of the nursmg 
care were the inadequate 
assessment, explanation, and nurse 
contact time during the active phase 
and second stage of labor. 
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Effective wound care without the bother 
of absorbent dressings. 
The Hollister Draining-Wound Management Sys- 
tem lets you: 
Examine the wound in seconds by looking right 
through the odor-barrier, fluid-barrier transparent 
film. 
Treat the wound by removing just the Access Cap. 
Assess and measure exudate without removing 
anything from the patient 
This unique alternative to absorbent dressings is 
ideal for any wound where drainage is expected. 
For a welcome change from dressing changes. try 
the Hollister Draining-Wound Management System. 
Write today for free evaluation samples You've got 
to see through it to believe It' 


Holltsrm 


HoH's1er 'ncorporø1ed. 211 East Chicago Ave Chicago IIhnats 606t 1 
D obuted In Canada by Holhster LImIted Willowdale. Ontano M2J 1 P8 
opynghl1971 Hollister Incorporated All Roghl. Reserved 


The study results have 
implications for the prenatal I 
preparation of couples, for care of thl , ' 
parents during labour, delivery, anI 
tile early postpartum period. 
Recommendations for future study, 
centered on the need for more 
information about husband-father 
response during labour and deliver I 
early responses to the newborn; an 
information about the effects of 
husband-father participation in 
childbirth on the husband-wife-chil 
relationship. 


. Patient Teaching 


Postoperative Cardiac 
Surgical Patients' Opinions 
about Structured Preoperati\l 
Teaching by the Nurse. 
Birmingham, Alabama, 1974. 
Thesis (M.Sc.N.), University of 
Alabama in Birmingham by 
Louise Dumas. 


In this study, the author tries te 
analyze the responses of 
postoperative cardiac surgical 
patients to a questionnaire on their 
opinions regarding preoperative 
teaching by the nurse. She attempts 1 
find out if these patients express a 
desire to receive information about 
their preoperative, operative, and 
postoperative periods through such 
teaching. She then attempted to fin, 
out if patients, following the same 
research criteria but in a different I 
milieu, would have liked to be 
informed preoperatively by identica 
teaching. 
Thirty-six patients answered th 
questionnaire, developed by the I 
investigator from the teaching plan I 
used in her previous research. The, 
results clearly show the desire of tt l 
patients to have received preoperati' j 
structured teaching and given, 
preferably, by the nurse. All the 
questions (43), on the possible I 
content of such a teaching prograrr 
indicate 75% to 100% positive 
answers, showing the preoperative 
needs and the postoperative worrie 
of these patients. I 
This investigation is followed by 
discussion of the results, some 
recommendations for nurses and 
future researchers, and some tools f( 
patient education. 
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Plus ça change on Abortion then and now 


, I he findings of the Committee on the Operation of the Abortion Law only 
.;onfirm what most of us have known since the end of the first year of the 
iberalized abortion law, namely: that the abortion law is not being interpreted 
3nd enforced equitably across Canada and the consequences of this fact 
end to victimize the already disadvantaged, the young, less educated and 
l'1ewcomers to the country. The Committ
e was asked only.to provide 
l findlngs on the operation of. the 1970 libera
lzatlon of 
he AbortIOn Law 
h'ch 
permits women to be certified by a hospital committee of three qualified 
medical practitioners for abortion if their life or health is endangered. The 
!;:ommittee was not asked to consider the merits of the abortion law itself or to 
I
ake recommendations. 


The report contains a good deal 
of provocative material on this still 
l emotive subject. One surprise was the 
high fail ure rate of contraceptives - if 
i one can believe this finding. The usual 
oral contraceptive pill failure is in the 
range of 0.08%. The patient survey 
rate cited in the Report emerges at 
18 0 0 which brings up the question of 
Cha
er14,Sexual Behavior and 
Contraception. 
This subject is well supplied with 
tables of statistics but the psychology 
of contraception and sexual 
intercourse might profitably have been 
mentioned as a possible explanation 
of the unacceptable "rates of failure." 
Everyone who works with teenagers 
has heard of the young girl who 
confidently explains that she takes a 
pil just before going out with her 
friend. 
Other more traditional young girls 
I cannot morally anticipate (and 
therefore prepare for) sexual 
, Intercourse, so their "sin" can be 
justified by "being swept away with 
passion." One modem type naively 
wants everything to be spontaneous 
and "natural" so contraception is out 
The feminist radical wants her rights 
respected to govern her own body. 
These and other obstacles negatively 
Influence contraceptive use and lead 
to conclusions like the committee's 
allegation that education on 
contraception seems to make little 
difference to unwanted conception 
because abortion seekers who had 
not received school instruction on 
contraception used the same 
I contraceptives as those who had. 
The committee conversely states 
I that appropriate contraceptive use 
, reduces the chance of conception and 
it believes abortion rates will not be 


Report of the Committee on the 
Operation of the Abortion Law 
to the Minister of Justice by Robin 
F. Badgley, Chairman. 474 
pages. Ottawa, Supply and 
Services, January, 1977. 
Price $6]5 
Reviewed by Nancy Gaffett 
formerly pediatric associate, 
Harvard MCH program, 
University Health Sciences 
Centre, Cameroon. 


contained without coordinated public 
education programs and health 
promotion and research to find 
improved contraceptives. The report 
indicates that public health and 
community agencies have not had 
significant impact on public 
knowledge. Most people rely on their 
physician for information. But 
sexuality education was only added to 
medical education curricula in 1970 
which may in part account for the 
number of uninformed and partially 
informed respondents. The report 
poir:ts out that young people do not 
request contraceptive information 
when visiting physicians for other 
reasons. Media information was 
conspicuously lacking in survey 
responses to the question on 
contraceptive information sources. 
The type and consistency of 
contraceptive use in the instructed 
and non-instructed groups was not 
evaiuated. Neither was the use of 
Menses Induction, withdrawal of a 
little of the uterine lining with a syringe, 
performed in the doctor's office like an 
IUD insertion, up to 40 days after 
unprotected intercourse (a method 
believed by some to be the answer to 
preventing abortion). 


The fact that repeat "offenders" 
are twice as likely to have a college 
education tends only to add weight to 
the psychology or philosophy problem 
discussed above. 
The committee admits that, "little 
is known, because there is much 
stigma involved, little has wanted to 
be known, about the socially rejected 
outcomes of sexual intercourse." 
(p. 325-26). 
Throughout the report, an 
overtone of the illicitness of the subject 
prevails. An unwanted pregnancy 
seems somewhat akn to having a 
social disease and the abortion seeker 
to having a defective character. Health 
care providers also seem punitive in 
their references to "repeat offenders." 
The committee notes that "many 
physicians and nurses have voiced 
their deep concern about abortion 
patients who obtain this operation 
when their pregnancy is more 
advanced and they attribute this delay 
to the socially irresponsible behavior 
of women seeking induced abortions" 
(p.151). In fact the delays are 
unquestionably due to delays in 
securing medical decisions, 
sometimes requiring visits to several 
doctors, and processing by abortion 
review committees. 
We cannot hope for a rapid switch 
to prevention by young people until 
they understand their sex uality better, 
Sexual activity does not start 
functioning at the arbitrary age 
decided by a physician who decides to 
withhold counselling until the girl is 17 
or 18 years old. Neither can we expect 
health care workers to be happy about 
offering a socially rejected service 
which is most needed by young, 
uneducated, poor women who may 
also be handicapped by their newness 
to the country. 
Delays, threats of sterilization 
requirements with abortion, extra 
billing especially of the young, Jess 
well-educated (poor), and 
pre-operative cash payments are 
reported to be victimizing the already 
distressed abortion patient. 
Twenty-five of the 474 pages are 
tables including opinions of men and 
women on reasons for abortion and on 
their opinions of the abortion law. The 
statistical method and the abortion law 
are provided in the appendices. The 
terms of reference and summary of 
findings are easy to find in Chapter 3. 


The report may provide 
enlightenment to those whose beliefs. 
(as evidenced by the hospital staff 
survey) are contradicted by facts, e.g. 
'" feel that allowing therapeutic 
abortion has not decreased back alley 
criminal abortions," (p. 298). It will be 
useful to authors of future papers 
because it brings together current, 
nearly comprehens ive data, otherwise 
impossible or time-consummg to 
gather on attitudes and practice of 
Canadians receiving and providing 
health care services for contraception 
and abortion. Committee sources 
were surveys of physicians. hospital 
staff, patients and hospital agencies. 
the 1976 national population survey 
as well as visits and reports including 
use of abortion facilities outside 
Canada. 
It should be read by both service 
providers and health manpower 
educators with a view to improving 
coordination and Impact of programs 
offering contraceptive and sexuality 
education and services. 


Health happenings 


A fourth year student in applied human 
nutrition at the University of Guelph in 
Guelph, Ontario, has concluded thaI 
pharmacists are no more 
knowledgeable about vitamins than 
health food retailers and no more 
qualified to sell them. The most 
striking difference between the two, 
she found, was in their relationship 
with the consumer. 
"The most impressive 
characteristic of the health food 
letailers was their sincerity. Most 
appeared to be extremely earnest in 
their goal of obtaining superior health 
through nutrition. They were all 
unusually amiable and comfortable to 
chat with. 
"On the other hand, the 
pharmacists projected a colder image. 
Because of this, they were mOre 
difficult to approach and less willing to 
talk. Eye contact was hard to establish 
with the pharmacists since they were 
all stationed behind high counters.' 
Researcher Jane MacDonald 
who worked under the supervision of 
Dr. Zak Sabry. coordinator of the 
Nutrition Canada Survey, says she 
doesnl ordinarily take vitamin pms 
herself "except maybe dunng exams 
when I'm too nervous to eat." 
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Toohey's Medicine for Nurses (11th Edition) 
by Arnold Bloom. 612 pages, London, Churchill 
Livingston, 1975. 
Approximate price $12.50 RevIewed by Mary 
Rakoczy, Assistant Professor, Queen's 
UnIversity, School of Nursing, Kingston, 
Ontaflo. 
The appearance of the eleventh edition of this 
book reinstates its value as a text for nurses. It is a 
useful reference for both the graduate nurse, and the 
nursing student. 
Toohey's Medicine for Nurses is a referral for 
causes, signs, symptoms, and treatment. It is 


/\I ews (contInued Irom page 10) 


abundantly and clearly illustrated with diagrams, 
photographs and tables. 
The table of contents is complete but not as 
detailed as it is in the tenth edition. The introductory 
chapter discusses the general pathology of the 
disease process, with an explanation of the terms. 
The succeeding chapters are grouped according to 
the systems of the body and the more common 
diseases are outlined within. 
The concepts that one might consider as part of 
the whole are awarded their own chapter5 Le., 
Chapter 18, On Pain and Vomiting; Chapter 20, 
Psychological Medicine. In Chapter 20, it is 
interesting to note that although the significant 
emotional components are included in the various 


Summary of Information on Malpractice Insurance 
Offered by Provincial/Territorial Associations 
as of 1 April 1977 


Malpractice Included 
sociation Insurance In Coverage Per Year 
Offered Membership Fee 
- 
istered Nurses Association 
of British Columbia Yes Yes Up to $1 DO,ODO for three times in one year. 
- 
berta Association of 
Registered Nurses Yes Yes Approximately $1 DO,ODO to $300,ODO per year. 
- - - I-- - 
katchewan Registered Approximately $150,000 to a limit of $250,000 
Nurses Association Yes Yes (in process of changing insurance companies). 
--- -- - -- - 
anitoba Association of $1 DO,OOO for single incident. $300,000 for 
Registered Nurses Yes Yes more than one. 
- 
istered Nurses Association No - 
of Ontario Yes (Voluntary $200,000 per incident to a total of $500,ODO in one 
$3.50 per yr.) calendar year. 
- - -- - 
rder of Nurses of Quebec Yes No $500,000 per year (includes prevIOus years and lor next 
($15.00 per yr.) thirty years - Quebec law.) 
- ---- 
 
w Brunswick Association of No 
Registered Nurses Yes ($8.00 per yr.) $200,000 per person. $600,000 in anyone policy year. 
-- --- 
istered Nurses Association 
of Nova Scotia No No 
-- - 
sociation of Nurses of I 
Prince Edward Island No No 
- - - 
sociation of Registered 
Nurses of Newfoundland Yes Yes $1 DO,OOO per incident with $200,000 aggregate. 
- - - - 
rthwest Territories 
Registered Nurses Association Yes Yes $500,000 in anyone policy year. 
- - - 
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As 


No 


Source: Directors. provlnClaJ/terntonal CNA member associations 


medical conditions, the socioeconomic factors. 1 
not emphasized. I 
The author, a medical doctor, stresses the 
physiological principles underlying the medical 
disorders and their treatment. One detects no 
chauvinism but rather insight into the nursing 
process and support for it. 
This edition has excluded the 'Trade Names I 
Drugs' and the lelerence table of 'Chemical Nan- 
and Drugs: More serious omissions OCcur in t
 
absence of selected references and specific nurs 
implications. 
No doubt, there will be a twelfth edition of II 
text including the same high standard and ratio
 
explanation of diseases and their management 
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Made from 100 0 10 purified cotton 
to apply more easily. . . hold more 
firmly and more comfortably. 
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At Last... 



 


a Canadian supplieT 
feN nurses needs 
No -f)'1n9 abouI CusIonIs - Noduly toplly. 


FREE! 


Your Inillalsengraved on any pur- 
chase (excepl walch). (Slale milials 
desired on order form). 
White ".nyl Pockel S.ver with every 
order 


FREE! 


STETHOSCOPES 
 . 
Dual-Head Type m6prellY (ì ' 
colours EJl.cept r 'sound 
transmiSSIon adjustable IIght- 
we'ght blOaur als Has bo,h # 
diaphragm and Ford type bell 
w.rhNON-CH'LL "ng Com. 0 
p/ete w,th spare d,aphragm and 
earpleces C :)ose red bl..,e 
green s,lvft( tN,'''' D/a,-\ tubmgl 
gold oray 519.9S each 
Diapnragm Type As above 
but w thOllf 1/ $ e large 
diaphragm for h.gh sens ,v,ty 
59.95 ..ch. 

 SPHYGMOMANOMETERS 
Mercury Iype. The mar. 
10 accuracy FolOs mto ',gnt b t 
rugged metal case HeBII'yd ty 
Velcro cuff and mila on 
 s e..- 
$5900 e-itch 


Aneroid Iype quggecl and 
dependable JO year guaran
ee 
 
of accuracy to '3 mm W,rh ..... 
handsomezlpperedcaser-.f,r 
 o:.. 
 
your pocke, $24.95 each. ...
 _ 
NOTE: We seNlce and stock 
spare pans for above Ilems. 
OTOSCOPE SET 

 One 01 Germany s fmilst 
'1sttumenfs E Jtceollonal 
I ummar,on. power II magn 
 
mg lens 3 standard s.ze 

, specula Size C bartefles 

 . m;


1h 

:ra:,


ry


case 
.... 559.95 each. .. 
EAR SYRINGE 101 S'le 
 
w rl) 2 rips and shield All metal 
514 95 each. 
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SCISSORS & FORCEPS -_" 
LISTER BANDAGE SCISSORS. 
 
A must for every Nurse 
Manufactured of fmest steel and 
fmJshed In sanitary C"'tome J'" 
0699 4 52.93 
 
0700 5 53.23 
0702 7 53.75 
OPERATING SCISSORS 
Stamless Steel slra. ... NaCf-
 
"705 5 sharp blunt $2 85 each 
-706 5 sharp. shatp $2 85 each 
117104 IRIS SCISSorS 53.65 each 
FORCEPS 
F t Sta !.s Steel 5 long 
Ke y Forceps .lf724 Straight bòx lock 54 69 each 
Ke y Forceps -725 Curvr j box-lock 54 69 each 
Thumb Dressing 11741 Stralgnt serra"ed $3 75 each 
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NURSES WATCH 
A dependable alrrachl/e wale" Fuf 
numbers on white tace Sweep 
second hand Chtome case. starnless 
steel back Jew ed mOl/emen, 
black 'ea''''e' strap 1 yr guatantee 
a!l00 51850 
MEDICAL DICTIONARY 3'a
.slons 
GoUlO M II Ole mar)' T ne standard reference 
for the med,cal professions 
A huge book - 1828 pages 
POCKETED/TiON -964 pages 


$24.20 each. 
S11.95each 


NURSES PENLIGHT Powerful be '" ( 
eltan --.1. roa' ete 
 ume case wl,h packe ' 
Clip 52 49 ",,,rh balterles 
THERMOMETERS c. uS ,r' ".nd.- 
vidual pi ca $1 30 each. $11 00 doz 


INSTITUTIONAL NURSES: "''''e' 
y Jr Cor 
 -tn\ p..... ." -0" our caCi!.ogue 


------------- 
SEND TO: EOUITY MEDICAL SUPPLY CO. 
P.O. BOX 726-S BROCKVILLE. ONT. K6V 5V8. 


I Quant. 


Amount I 


Item 


Colour Pnce 
or Size 


I ONTARIO RESIDENTS ADD T- TAX 
 
ADD50C HANDLING CHARGE I. LESS THAN 510
 FI 
I IF COD ORDER - ADD 52 00 
TOTALENCLOSEP M.O. CHEQUE CASH 5 
IL.____________-' 
USE A SEPARATE SHEET OF PAPER IF NECESSARY 
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Books and documents 
1. Alderson, Henrietta Jane. Twenty-five years 
a-growing: the history of the School of Nursing, 
McMaster University. Hamilton, Ont. McMaster. 
University, 1976. 333p. R 
2. American Hospital Association. Dept. of Human 
Resources Management. Health manpower. an 
annotated bibliography. Chicago, II.. 1976. 831}. 
3. Auld, Margaret G. How many nurses? A method 
of estimating the requisite nursing establishment for 
a hospital. London, Royal College of Nursing of the 
United Kingdom, 1976. 96p. 
4. Belknap, Mary Morgan. Case studies and 
methods in humanistic medical care; some 
preliminary findings, by... Robert Arthur Blau and 
Rosalind Nagin Grossman. San Francisco, Institute 
for the Study of Humanistic Medicine, c1975. 111 p. 
5. Brockington, Cohn Fraser. World health. 3ed. 
London, Churchill Livingstone, 1975. 345p. 
6. Canarecci, Thelma. Odds and ends of ward wit. 
Oradell, N.J., Medical Economics Co., c1976. 1v. 
(unpaged) 
7. Chrétien, J. Abrége de pneumo/ogie. Paris, 
Masson, 1976. 331p. 
8. Conférence intemationale du Travail, 63e 
session, Genève, 1977. L'emploi et les conditions 
de travail et de vie du personnel mfirmier. Sixième 
question à I'ordre du jour. Genève, Bureau 
International du Travail. 1977. 188p. (Son Rapport 
VI(2)) 
9. Douglass, Laura Mae. Review of leadership in 
nursing. 2ed. St. Louis, Mosby, 1977. 173p. 
(Mosby's comprehensive review series) 
10. Dubuc, Robert. Vocabulaire de gestion. Ottawa, 
Leméac, c1974. 135p. 
11. Dynamics of problem-oriented approaches; 
patient care and documentation edited by Judith 
Bloom Walter, Geraldine P. Pardee and Doris M. 
Molbo. Philadelphia, Lippincott, c1976. 206p. 
12. Gibson, John. The nurse's materia medica. 4ed. 
Oxford, Blackwell, c1976. 295p. 
13. Giraudet, G. Biomecaniquehumaine appliquée 
à la rééducation. Paris, Masson, 1976. 90p. 
14. Handbook of critical care edited by James L 
Berl< et al. 1 ed. Boston, Little, Brown and Co., c1976. 
574p. 
15. Helvie, CarlO. Self-assessment of current 
knowledge in community health nursing: 1093 
multiple choice questions and referenced answers. 
Flushing, N.Y., Medical Examination Pub. Co., 
c1976. 149p. 
16. Hirschberg, Gerald G. Rehabilitation; a manual 
for the care of the disabled and elderly. 2ed. by... 
Leon Lewis and Patricia Vaughan. Philadelphia. 
Lippincott, c1976. 474p. 
17. A history of Red Cross outposts in New 
Brunswick, 1922-1975. Saint John, Canadian Red 
Cross Society, New Brunswick Division, 1977. 54p. 
R 
18. An instructIonal aid for the adult diabetic. 
Hamilton, Ont., SI. Joseph's Hospital, 1976. 62p. 
19. Intemational Labour Office, 63rd session, 
Geneva, 1977. Employment and conditions of work 
and life of nursing personnel. Sixth item on the 
agenda. Geneva, International Labour Office, 1977. 
126p. (It's Report VI(2)) 
20. King, DonaldWAsurveyofpatho/ogy, by...etal. 
New Yorl<, Oxford University Pr., 1976. 216p. 


21. King, Eunice M. Illustrated manual of nursing 
techniques, by... Lynn Wieck and Marilyn Dyer. 
Philadelphia, Lippincott, c1977. 432p. 
22. Leboyer, Frédérick. Birth without violence. New 
Yorl<, Knopf, 1976 114p. 
23. Mahoney, Joanne M. Guide to ostomy nursing 
care. Boston, Little, Brown and Co., c1976. 246p. 
24. Marks, John. A guide to the vitamins; their role in 
health and disease. Baltimore, Md., University Pari< 
Pr., c1975. 207p. 
25. Motivating personnel & managing conflict; a 
reader consisting of twelve articles especial/y 
selected by The Journal of Nursing Administration 
Editorial Staff. 2ed. Wakefield, Ma., Contemporary 
Pub., c1976. 64p. 
26. Ontario Cancer Treatment and Research 
Foundation Toronto, 1977. Cancer in Ontario 1976. 
Toronto. 1977. 278p. - 
27. Organizational research in hospitals. Invitational 
Forum, Northwestem University, May 1-2, 1975. 
Chicago, Blue Cross Association, 1976. 112p. 
28. Paterson. Josephine G. Humanistic nursing. 
by ...and Loretta T. Zderad. New Yorl<, Wiley, c 1976. 
141p. 
29. Philbrook Manlyn McLean. Medical books for 
the layperson; an annotated biography. Boston, 
Boston Public Library, 1976. 113p. 
30. Poisvert, Michel. Economie des urgences et 
des détresses. Rôle des SAM. U. Paris, Masson, 
c1976. 147p. 
31. The primary nurse practitioner: a multiple track 
curriculum edited by Glen E. Hastings and Louisa 
Murray. Miami, Banyan Books, c1976. 225p. 
32. Riffel, J.A. Qualite de la vie dans les vil/es 
industriel/es. Ottawa, Ministère d'Étal. Affaires 
urbaines Canada, 1975. 107p. 
33. Rozovsky. Lome Elkin. CanadIan manual of 
hospital by-laws, by...and William McKay Dunlop. 
Toronto, Canadian Hospital Association, 1976. 54p. 
34. Runnalls. John Lawrence. A century with St. 


An essential film for any health 
service, hospital, school or 
university. . . 
BREATHING EXERCISES FOR 
THE EXPECTANT MOTHER 


16 mm . 15 minutes. colour. 
sound . $200 per copy 
. Reviews and explains the 
different types of breathing to 
be used during each of the 
stages of labour and childbirth 
. Produced under the direction 
of Marie-Elizabeth Taggart 
Preview: $15 (applicable to 
purchase price) 
Cinédessins Reg'd. 
P.O. Box 430 
Mount Royal Station 
Montreal, p.a. H3P 3C6 


Catharmes General Hospital. SI. Catharines, Ont. 
St. Catharines General Hospital, 1974. 150p. 
35. Schwars rock , Shirley Pratt. Effective medIcal 
assisting, by...and Donovan F. Ward. Dubuque, 
Iowa, Wm. C. Brown, c1969, 1976. 642p. 
36. Self-assessment of current knowledge in 
maternity nursmg: 1,227 multiple choice questions 
and referenced answers, by Carol L Miller... et aI 
Flushing, N.Y. Medical Examination Pub. Co., 
c1975. 272p. 
37. So you have diabetes. Hamilton, Onl., SI. 
Joseph's Hospital, 1976. 54p. 
38. ViI/age health workers. Proceedings of a 
workshop held at Shlfaz, Iran, 6-13 March 1976. 
Editors: H.A. Ronaghy, Y. Mousseau-Gershman i 
and Alexandre Dorozynski. Ottawa, Intemational 
Development Research Centre, C1976. 48p. 
39. Villedieu, Yanick. Demain la santé. Sillery, P.O. 
Québec Science, 1976. 291p. (Les dossiers de 
Québec Science) 


Pamphlets 
40. Ambulance Saint-Jean. Secourisme orienté 
vers la sécurite, méthode multi-media pour les 
écoles canadiennes. les col/èges et les universités' 
programme du cours et guide de /'instructeur. 
Ottawa, SI. John Priory of Canada Properties, 1976 
1v. (various pagings) 
41. Association des infirmières enregistrées du 
Nouveau-Brunswick. Declaration de /'AIENB sur 
/'usage du tabac. Fredericton, 1976. 1 p. 
42. -. Définition de la pratique du nursing. 
Fredericton, 1976. 2p. 
43. Basic guidelines on press relations for 
management. Published jointly by The Winnipeg 
Builders Exchange and The Manitoba Chapter. 
Institute of Association Executives. Toronto, Publi, 
and Industrial Relations Ltd. n.d. 13p. 
44. Canadian Hospital Council. Committee on 
Nursing and Nurse Education. Report of 
the...presented at the Ninth Biennial meeting OfthE 
Canadian Hospital Council 1947. Bulletin no. 50 
Toronto, 1947. 20p. R 
45. Conference on Lifestyle and Health of 
Canacbans, September 30th. 1975. Royal Yorl< 
Hotel, Toronto. Report of Conference... sponsore! 
by the Health Citizens Committee of the World 
Health Organization. Toronto, 1976. 1v. (various 
pagings) 
46. National League for Nursing. The open I 
curriculum in nursing education. New Yorl<, 197f 
1 p. "A statement approved by the Board of 
Directors, National League for Nursing, February 
1976" 
47. -. Council of Hospital and Related Institutiona. 
Services. The role ofthe director of nursing service 
Papers presented during workshop series, I 
Creating a Climate for Care... held in February 1971 I 
at Phoenix. Arizona and in April in St. Louis. I 
Missouri. New Yorl<, c1977. 35p. (NLN Publicatiorl 
number 20-1646) 
48. New Brunswick Association of Registered I 
Nurses. Definition of nursing practIce. Frederictor' 
1976. 2p. 
49. -. Guidelines for the approval of short term 
post-basIc clinical courses. Fredericton, 1976. 2
1 
50. Ordre des Infirmières et Infirmiers du Québe(' 
Mémoire à la Commission parlementaire des I 
Affaires sociales sur Ie Règlement modifiant Ie I 
règlement en vertu de la Loi sur les servIces de 
santé et les services sociaux. Montréal, 1976. 29p' 
51. Ozimek, Dorothy. Considerations for the 
effective utilization of nursing faculty in 
baccalaureate and higher degree programs, I 
by...and Helen Yura, New York, National League fo 
Nursing. Dept. of Baccalaureate and Higher Degre< 
Programs, c1977. 9p. (NLN Publication no. 
15-1655) 
52. Reference resources for research and 



continuing education in nursing. Kansas City, Mo. 
Ameñcan Nurses' Association, c1977. 30p. 
53. Registered Nurses' Association of Bñtish 
Columbia. Continuing nursing educatIon approval 
program, by...and Registered Psychiatñc Nurses 
Association of British Columbia. Vancouver, 1977. 
16p. 
! 54. -. What is the RNABC position on drug 
conviction as related to the practice of nursing? 
Vancouver, 1976. 3p. 
55. Registered Nurses Association of Nova Scotia. 
Position paper concerning personnel required to 
meet the needs of the aged. Halifax. 1976. 2p. 
56. -. Skill check list for newly employed nurses. 
Halifax, 1976. 5p. 
57. Toronto. Home Care Program for Metropolitan 
Toronto. Report 1975/76. Toronto 1976. 12p. 


Government documents 


Canada 
58. Anti-Inflation Board. First year report. Ottawa, 
Supply and Services Canada, c1976. 24p. 
59. Comité sur I'application des dispositions 
législatives sur I'avortement. Rapport. Ottawa, 
Ministre des Approvisionnements et Services 
Canada, 1977 524p. Président du Comité: Robin F. 
Badgley. 
60. Commission de lutte contre !'inflation. Rapport 
sur la premiére annee. Ottawa, 
Approvisionnements et Services Canada, c1976. 
25p. 
61. Commission du système métñque. Troisième 
rapport. Ottawa, 1976. SSp. 
62. Health and Welfare Canada. Canada health 
manpower inventory 1975. Ottawa, 1976. 257p. 


63. Institut canadien de /"information scientifique et 
technique. Societes scientifiques et techniques du 
Canada 1976. Ottawa, Conseil national de 
recherches Canada, 1976. 77p. R 
64. Institute for Scientific and Technical Information. 
SCIentific and technical societies of Canada 1976. 
Ottawa, National Research Council of Canada, 
1976. 77p. R 
65. Main-<foelNre et Immigration. Rapport 
1975/76. Ottawa, 1977. 61p. 
66. -. Direction de la Formation et du 
Perfedionnernent du personnel. Rédigez les 
parlJcularites d'un poste de commis; un manuel 
d'enseignement séquentiel. Rédigé par Louise 
Newton et Michael Frayling. Ottawa, Ministre des 
Approvisionnements et Services Canada, 1976. 1v. 
67. Manpower and Immigration. Report 1975/76. 
Ottawa, 1977. 57p. 
68. -. Staff Training Development Branch. Writing 
Job specifications (clerical); a self-instruction 
manual. Prepared by Michael Frayling and Louise 
Newton. Ottawa, Minister of Supply and Services 
Canada, 1976. 1v. (various pagings) 
69. Metric Commission. Third report. Ottawa, 1976. 
56p. 
70. Statistics Canada. Census of Canada, 1971. 
Special bulletin: population; current fertility 
(own-children ratios) for married women. Ottawa, 
1972. 1v. 
71. Statistique Canada. Recensement du Canada, 
1971. Bulletin spécial: population; fécondité 
actuelle des femmes non célibataires (raux des 
propres enfants) Ottawa, 1972. 1v. 


Ontario 
72 Ministry of Health. Proceedings of Health 
Research Ontario, Toronto, 4-5 March, 1977. 


Toronto, Ontaño Science Centre, 1977. 158p. 
Chairman: G Fraser Mustard. 
73. Status of Women Council. Annual report, 
1974-1976. Toronto, 1975-1977. 28p. 
Studies deposited in CNA Repository Collection 
74. Brassard, Louise. Analyse des caracteristiques 
socioprofessionnelles des éducateurs d'adultes 
dans les entreprises de Montreal. Montréal, 1976. 
174p. R 
75. Dionne, Denise. Comportements relies a 
rex pression verbale de ma/ades aphaslques de 
Broca a roccasion cfactivites nursing. Montréal, 
1975. 222p. Thèse (M. Nurs.) - Montréal. R 
76. Fenwick, Ann M. Towards continuity of patienr 
care: discharge planning. Vancouver, 1977. 33p. R 
77. Gascon, Louis. Evaluation des services aux 
malades mentaux chroniques dans un centre de 
sante mentale communautaire; rapport fmal, 
par...Marie F. Thlbaudeau, Richard St-Jean et 
Francine Gratton""acob. Montréal, Centre de Santé 
Mentale Communautaire et Faculté de NurSing. 
Université de Montréal, 1977. 209p. R 
78. Gratton-Jacob. Francine. Relation entre 
radaptation psycho-sociale et Ie foyer de contróle 
chez les malades mentaux chroniques. Montréal, 
1975. 119p. Thèse (M.N.) - Montréal. R 
79. Saskatchewan University. Hospital Systems 
Study Group. Nursing staff utilization study: Main 
East Ward, Wascana DiVIsion, South 
Saskatchewan Hospital Centre, Regma, Sask., by 
James F. Hill and Merlen Hokanson. Saskatoon, 
Sask., 1971. 72p. R 
80. Turner, Lettie. A projact on self and peer 
teaching-learning evaluation in the Faculty of 
Nursing, University of Toronto. Toronto, University 
of Toronto, Faculty of Nursing, 1977. 56p. R 


INTERNATIONAL NURSING 
OPPORTUNITIES 


If you have an adventurous spirit and have 
ever thought of living and working in an- 
other country. you may want to contact us. 
A WORLD OF OPPORTUNITY MAY BE 
AWAITING YOU! 
At present there are two areas you may 
want to consider-locations where Cana- 
dian RN's are known and highly respected 
for their contributions in Nursing. 
SAUDI ARABIA: The King Faisal Specialist 
Hospital and Research Centre in Riyadh, 
Saudi Arabia-a modern 250 bed specialty 
health center. Positions available (on 25 
month contracts) for general and specialty 
acute-care staff nurses. 
UNITED STATES: Various locations in sev- 
eral states are available-or will be in the 
near future. Facilities may vary from small 
community hospitals to major metropolitan 
medical centers. 
· Qualifications and requirements vary 
with each location: 


-Minimum for Saudi Arabia: R.N. 
license, 3 years current acute-care 
hospital experience 
-Minimum for U.S. locations: R.N. 
license and eligibility for U.S. state 
licensure, 1 year experience pre- 
ferred. 
· Salary and benefits are competitive 
and dependent upon location, hospital, 
position, and qualifications. 
If you meet minimum requirements and 
think you may be interested, why not write 
us for more details? 
Please forward professional resume (indi- 
cate location preference-Le., Saudi Arabia 
or U.S.A.) to: 


- 


H 
m 


Miss Marion l. Mullin, R.N. 
International Representative 
HOSPITAL CORPORATION 
INTERNATIONAL * 
One Park Plaza 
Nashville, Tennessee 37203 
. An International Subsidiary of 
Hospital Corporation of America 
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Alberta 


Faculty Positions - Position open 10 do research and to teach al the 
p.....st-bas1c level In nurSing for baccalaureate and master s programs_ 
p n at the doctorallel/al preferred Other opportumtles eXist at 
'11 A tant or Associate Professor level to leach In both dlmcal- 
51 y areas and on campus For more InformatIOn contact Dean 
F of NursIng. The UnoverSlty of Calgary, Calgary. Alberta. T2N 
1N4 


British Columbia 


PsychIatric Head Nurse reqLJred lor a 16-bed Psychlatnc Un! 
10c,IIed" Ihe Northwest of B C R.N A.B.C. contracl IS In el/ect 
Qual.flcaUons: Mustbe eligible for registratiOn In B.C PrevIous Head 
f\I 19 expenence essential. Baccalaureate degree preferable Ap- 
I' In wntlog to Mrs F Quackenbush. R.N . Director 01 Nursing. Mills 
r. monal Hospital Terrace. Bnbsh Columboa. VBG 2W7. 


Head 
urse required for a 41 bed umt In our Health Centre for 
Children Patients ages range from newborn to early edolescence and 
m_lnly have a neurosurgical or neurological diagnosIs. Head Nurse 
also assists others In planmng care of pedlatnc neurology patients 
who are (due 10 age) admItted to other unrls. Applicants should have 
compt ence In the field of pedtatnc neurology and neurosurgery 
Po
 tlon available mid June. Apply to vancouver Generel Hospital, 
Employee RelatIons Department. 855 Wesl12th Avenue. Vancouver. 
Bntlsh Columboa. V5Z 1 M9. 


Operating Room Nurse reqLJred for an 87-bed aCUle-care hospItal 
located In Northern B C. R NAB C. contraclls In effect. ResIdence 
accommodations available Apply In wntlng to: Mrs. F Quackenbush, 
R N D"ector 01 NursIng. M,lls Memonal Hospital. Terrace, Bnbsh 
Columboa. VBG 2W7. 


Help Wanted - Registered Nurses - The Bntlsh Columboa Public 
SelVlce has vacanCies for Registered Nurses In the Greeter Vancou- 
ver and Other Arees. Positions are In mental health, mental retarda- 
tion, and psycho-genatnc Institutions Selanes and fnnge benefits are 
compelotlve (1976 rates $1.08610 $1.267 lor Nurse 1) CanadIan 
citizens are given preference Interested applicants may contact the 
Public Service CommissIon ValleYVI8W lodge. Essondale, Bnbsh 
ColumbIa. VOM IJO Quole Competition No. 77:449. 


Raglstered Nurses - Ucensed Pracllcal Nursas - 37-bed Com- 
muruty Hospital UnIOn agreements In elfecl. Must quality for B.C. 
registration Residence accommodation available Wnte Director of 
NurSIng Liliooet Dlstncl Hosprtal. Box 249. llliooet. Bntlsh Columboi-. 
VOK 1 VO 


RegIstered Nurses - requIted ImmedIately lor a 340-bed accredlled 
hospllel'n the Centrallntenor 01 B.C. RegIstered Nurses Interested In 
nursln
 poSitIOns at the Pnnce George Regional Hospltel are InVIted to 
make InqUlnes to Director of Personnel SeMceS. Pnnce George 
Regional HospItal. 2000 - 15th Avenue, Pnnce George. Bnbsh Col. 
umboa. V2M 1 S2. 


Nurses registered or eligible lor Registration In B.C. are InVIted to 
" )mlt applications for employment for General Duty poSItIonS on the 
" 1/ ollhe Royal Jubilee Hospital. 1900 Fort Street. Vlclona. B.C.. 
V8R IJ8 Vacanaes are anbapated In ell areas 01 thIS 975-bed 
hospltel whIch Includes Psychlatnc and Extended Care. Appllcabons 
for part-bme. lul-tlme. Or casual employment wIll be considered. 
liberal benefits eXIst under the RNABC contracl Apply to the: Direc- 
tor 01 NurSing 


Experienced General Duly Nurses reqLJred lor 134-bed hospltel. 
BaSIC Salary 51 .122 - $1 326 per month PoliCIes In accordance WIth 
R NAB C. Contract. Residence accommodation avaIlable. Apply In 
wnbng 10 DIrector of NurSIng. Powell River General HospItal. 5871 
Arbutus Avenue. Powell Rover, Bnbsh Columboa V8A 4S3 


Ontario 


Supervisor of Public Health Nursing for progressive generalized 
public health program Salary commensurate with expenence. Ad- 
ministrative expenence essential. Send resume to. M.F. Webster, 
M D D P.H , Dlreclor Elgln-St Thomas Health Unrt 2 Wood Stntel. 
St Thomas Ontano. N5R 4K9 
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Ontario 


Manitoba 


RN or RNA, 5'7' or over and strong. wIthout dependents. to care lor 
160 pound handicapped executive with stroke. Live-In, . z yr. In To- 
ronto and I 2 yr. In Miami. Preferably anon-smoker Wage S200 ()() to 
$220 00 weekly NET. depending on expenence plus MiamI bonus. 
Send resume to. M.D.C.. 3532 Egllnton Avenue West. Toronto. O
- 
tano. M6M IV6. 


Faculty - School 01 Nursing - For a Two Year BasIc DIploma I 
NurSing Program In Brandon, Manitoba. Generalist In Focus, dlmcaJ 
emphasIs In acute and exfended care InstitutIOns; M.A.R.N. approved 
school; innovative Individualized teachlng-Ieamlng process used ' 
Baccelaureate Degree In Nursing and clinical nurSlog expenence 
requred; teaching expenence an asset Must be eligible for registra- 
tion In Manrtoba. Wnte. gIVIng resume of preparation and expenence 
to: Mrs. S J. Paine. Director of Nursing Education, School of Nursing. 
Brandon General HospItal. 150 McTavIsh Avenue East. Brandon, I 
Mandoba, R7 A 2B3. I 


The 
Rhodesian Nursing Service 
Needs You 


We offer you excellent conditions - 45 days Vacation Leave plus 12 days 
Annual Leave yearly, free Medical Benefits, Pension Scheme, Annual 
Bonus, Uniform Allowance. 


Vacant posts are available for Qualified Tutors, Psychiatric Nurses and 
Public Health Nurses, also General Nurses, Theatre Staff and Midwives in 
the larger centres and in outstations where valuable experience can be 
gained. 


Salary Scales (Per annum) (Salaries are commensurate with the cost ot 
living in Rhodesia). 


Registered Nurse - $5,363 x $312 - $7,549: 
Enrolled Nurse - $3,630 x $181 - $4,353 x $190 - $4,923: 
Psychiatric - from $5,675 x $312 - $7,861 to 
$6,299 x $312 - $8.798: 
Enrolled Nurse Psychiatric - from $3,991 x $181 
- $4.353 x $190 - $4.923 x $234 - $5,294 
to $4,992 x $234 - $5,226 x $278 - $6,060 
x $293 - $6,646: 
Tutor - $9,110 x $390 - $11,062: 
Public Health Nurse - $5,363 x $312 - $7,549: 


Interested applicants please apply to: 
The Ministry of Health 
P.O. Box 8204 
Causeway 
Salisbury 
RHODESIA 



Guatemala. Brazil and Egypt programs. 2 year assognments (renewa: 365 Evans Ave., Toronto MaZ 11<2 
ble) FuN benefits. p3ld relocahon expenses and salary commensu- 
rate With training and experience. Send resume to: Personnel Oe- 416-259-6052 
ß"2m2"&\o
r
e8EHOPE. 2233 WISCOflSll1 Ave.. NW. Washington. 
Di rector 
Extension Course 
I In 
I Nursing Unit Administration 
Applications are invited for the position of Director, administration and/or nursing education. BilingualIsm 
extension course in Nursing Unit Administration. The would be an asset. 
incumbent will be responsible for the conduct of the 
program on a national basis and for several The position should be filled in September, 1977 by a 
international projects. The director is accountable to a 
Joint Committee composed of representatives of the candidate who is willing to locate in Ottawa in 1978. 
Canadian Nurses Association and the Canadian 
Hospital Association. Interested applicants are asked to submit their 
curriculum vitae, in confidence, to: 
The Selection Committee 
Applicants should have advanced academic Nursing Unit Administration Course 
preparation, a Master's degree or equivalent, and a 25 Imperial Street 
relevant background of experience in nursing Toronto, Ontario M5P 1 C1 


Australia 


Ie have many vacanCIes lor Registered Nursing Sisters and other 
ara.medcal staff For details please write to. Hospital Staff 
.geney, 388 Bourl<e Street. Melbourne. Vlctona 3000. Australia 


Jnited States 


eglstered Nurses - Dunhill. wnh 200 offices 11 the USA. has 
!xClbng career opportunities 'or both new grads and experienced 

 N s Send your resumé to D unhlll Personnel Consuhants. No. 805 
'mplre B..ld,ng. Edmonton Alberta TSJ 1 Vg Fees are paid by 
mployer. 


Jegrstered Nurses - Flonda and Texas -Immediate hospotal ope- 
lings In Miami, Fort lauderdale. Palm Beach and Stuart. Ronda and 
-touston. Texas. Nurses needed lor MedIcal-SUrgIcal, Cntical Care. 
edlatncs. Operahng Room and OrthOpedICS We will proVide the 
,ecessary work Visa No lee to applicant Medical RecruIters of Ame. 
,ca. Inc. 800 NW 62nd 51 . Fort lauderdale. Ronda 33309. U.S.A 
305) 772.3680 


-ome South! Warmth & Beaches - MIld Winters. We represent 
,undreds 01 clients that are seeking Canadian nUrses to JOin thelrsta". 
These SituationS are vaned, and Income levels are excellent up to 
14.000 (U S) lor ICU/CCU superVIsors. $t3.500 lor sMt super- 
,50rs. and up to $12.000 lor general duty staff nurses SItuatIonS may 
"eQlIre state licensure exam, however, temporary permits are avalla- 
'e W1Ihout examlnahon Our lee IS paId and H- t VIsa assIstance 
.,rOVlded For complete details send your resume and lul partICulars 
Medical Search, 3274 Buckeye Road. Allanta. Georgia. 30341 
(404) 458-7831 


!,",CH N..se Specialists - Overseas - PrOject HOPE seeks MCH 
'l/urse SpeCIaliStS to work wnh host country counterparts In educa- 
IOnel programs Current and proJected openings with TUnisia 


Associate 
Executive Director 


Hospital Affiliates 
International Inc. 


Applications are Invited for the position of 
Associate Executive Director, Canadian 
Nurses Association, Ottawa 


NURSING 
CAREERS 


United States 


Candidates must be members of the 
Canadian Nurses Association, have a 
master's degree or equivalent and have at 
least five years' administrative 
experience. Bilingualism an asset. 


Hospital Affiliates International, the leader 
in the field of hospital management, has 
over 70 hospitals in operation or under 
construction in 23 States, with major 
requirements in: 


Interested applicants are asked to submit 
their curriculum vitae, in confidence, to: 


ILLINOIS - LOUISIANA 
TENNESSEE-ARKANSAS 
TEXAS 


Executive Director 
Canadian Nurses Association 
50 The Driveway 
Ottawa. Ontario 
K2P 1E2 


Please contact our Canadian 
representative who will be pleased to 
discuss your specific needs. All enquiries 
will be treated in confIdence and should 
be directed to: 


DOW-CHEV AllER 
SEARCH CONSULTANTS 
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United States 


Nurses - RNs -Immediate Openings in Flonda - Calilornia- 
Ar1c.enS88 - If you are 8)1:penenced or a recent Graduate Nurse we 
can ofler you pOSItions with exællent salanes 01 up to $1300 per 
month plus all benefits. Not only are there no fees to you whatsoever 
for placing you. but we also províde complete Visa and licensure 
assistance at also no cost to you_ Wnte Immediately for our application 
even If there afe other areas of the U.S. that you are Interested In We 
will caU you upon receipt of your application in order to arrange for 
hospital interviews. Windsor Nurse Placement Service. P O. Box 
1133 Great Neck. New York 1102"03. (516-487-2818) 


Registered Nurses - Hu
ey MedIcal Center IS a well equIpped, 
modem, BOO-bed teachong hospital oHerlng complete and specoalized 
services for the restoration and preservation of the community's 
health It also oNers orientation. In-serVice and continuing education 
'or employees. It IS Involved In a bUlldmg program to provide better 
surroundIngs for pat,ents and employees. We ha ve ImmedIate ope- 
mngs for registered nurses In such specialty units as Cardia-Vascular, 
Operating Rooms. Nursenes, and General Medical-Surgical areas. 
Hurley Medocal Center has exællent salary and fnnge benefits. Be- 
come a part of our progressive and well qualified work force Today. 
Apply: NursIng Oepa
ment, Mr. Garry VIele, Associate Ooreclor 01 
Nursing, Hu
ey MedIcal Center, Flint, Michigan 48502 Telephone 
(313) 766-0386 


m 


Open to both 
men and women 


Canadian Penitentiary Service 
Regional Psychiatric Centre, Prairie Region 
Saskatoon. Saskatchewan 


The Canadian Nurse 


June 1977 


United States 


Challenge Awaits You at Our dynamic community medical center. 
Huntingdon Memonal Hospital is a 565-bed general care hospital 
located in a beautiful suburban area of Los Angeles. The emphasIs IS 
on excellence... In patient care and In malntalnmg the best possible 
nursing staff through exceptional oflentation and In-service trainmg 
programs, continuing education, and professional involvement with 
Inno\lators in many fields of medicine. We're presently seeking ex- 
perienced RN's as well as new grads for many of our outstandmg 
untlls. 1/ you d like to enjoy the rewards of more challenge /rom your 
career, plus the many benefits our hospital and Southern California 
oNer, please contact LInda Chavez. RN. (collecl) al (213) 440-5400. 
Huntingdon Memorial Hospital, 747 S. Fairmount, Pasadena, Califor- 
n,a, 91105. 


Practice Tolal Nursing In a vanety of supportIVe environment. Gp- 
po
u",Ues Indude: expanded use of Pnmary NursIng; ICU/CCU; all 
other subspeaalttes. You can realize your nursing potential In one of 
our 18 hosprtals (ranging from 15to 570 beds). Continuing education 
programs keep your skiDs up-to-date and can prepare you for a 
management role. Worl< where you're appreciated and make the most 
of your free time at famous U.S NatIonal Parks and numerous other 
recreatIonal areas. Contact: Gall C. Kulp, Intermountain Health Care, 
Inc., 36 South State. SUIte 2200-F, Salt Lake Oty, Utah 84111, (801) 
533-B2B2. 


DIRECTOR NURSING SERVICE 


Salary: $15,624 to $18,396 (under review) 
Ref_ No: 77-PSTP-22-102 ( N ) 


Duties 
The candidate directs, administrates and evaluates the 
nursing service and nursing education program in the 
Regional Psychiatric Centre; develops the aims, objectives. 
orientation and in-service programs for the nursing service; 
and prepares the budget, establ ishes nursing procedures and 
work performance requirements for the Centre. 


Qualifications 
The successful candidate must possess a Bachelor's Degree 
in Nursing and registration as a registered nurse in a prov- 
ince or territory of Canada. Experience and demonstrated 
competence in nursing service management are required. 
Knowledge of English is essential. 


CO-ORDINATOR,IN-SERVICE 
EDUCATION AND CLINICAL NURSING 


Salary: $14.424 to $16,596 (under review) 
Ref. No: 77-PSTP-22-103 ( ) 


Duties 
The candidate plans, orients, assesses and conducts the In- 
Service Education Proqr 
 . p :J 10 _ 
s a pre. ,., n . . _cted 


Registered Nurse 


RN required for a 60-bed modem Home 
lor the Aged, in Little Current, Ontario. 


Competitive salary and benefits. 
Low cost of living. 
Beautiful scenery 
Friendly surroundings. 


Apply: 


The Admmistrator 
Manitoulin Centennial Manor 
Little Current, Ontario 
POP 1 KO 
Telephone: 368-2710 
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to the establishment and maintenance of acceptable stan- 
dards of clinical nursing care; and participates in research 
studies, Inter-departmental committees and management 
decisions. 


Qualifications 
The successful candidate must possess a diploma or Bache- 
lor's Degree in Nursing and registration as a registered nurse 
in a province or territory of Canada. Certificates, diploma 
or experience in Psychiatric Nursing are required. Experi- 
ence in the clinical teaching of nursing and the develop- 
ment of educational programs is necessary. Knowledge of 
Engl ish is essential. 


Further information may be obtained from M. Caroll, 
Director, Nursing Operations, Canadian Penitentiary Ser- 
vice, 340 Laurier Avenue West, Ottawa, Ontario K 1 A OP9 


How to Apply 
Forward completed "Application for Employment'. (Form 
PSC 367 -4110) available at Post Offices, Canada Manpower 
Centres or offices of the Public Service Commission of 
Canada. to.- 
Professional, Scientific and Technical Program 
Public Service Commission of Canada 
300 laurier Avenue West 
Ottawa, Ontario K 1 A OM7 
Closing Date: June 30, 1977 
Please Quote the applicable reference number at aI/times. 



Assistant Director 
Nursing Services 


McMaster University Medical Centre is seeking an Assistant 
Director of Nursing Services. 


THE POSITION: 
An excellent career opportunity exists for a qualified innovative 
individual to fill a demanding position involving responsibility for 
specific in-patientlout-patient areas. The incumbent will have the 
opportunity to plan, establish, implement, and direct nursing care. 


Interested candidates are required to have the managerial ability to 
work with all levels of nursing, administration and medical staff. 


MINIMUM QUALIFICATIONS: 
Must be currently registered in the Province of Ontario Preference will 
be given to candidates with additionaJ educationaJ preparation and 
experience in nursing management. 


Resumes should be sent to: 
Mr. R. E. Capstick 
Manager, Employment & Staff Relations 
McMaster University Medical Centre 
1200 Main Street West 
HAMilTON, Ontario 
LaS 4.19 


Combine vacation and continuing education this summer 


CHAUTAUQUA '77: 
HAWAII EAST in VAIL, COLORADO 
Enjoy the beauty of the cool Rocky Mountains 
this summer and fulfill mandatory continuing 
education requirements at Chautauqua 771 The 
eightday symposium will be held in Vail, Colorado 
August 6-73, 7977. In the tradition of summer 
adult education, Chautauqua 77 offers 736 semi- 
nars in the general content areas of administration, 
education, primary care and clinical nursing. This 
is a unique conference with RNs planning, con- 
ducting and participating in the various three hour 
seminars. Seminars, lodging, social events have all 
been planned to accomodate your needs - and bank 
account. Vail is a great place to recreate and 
educate. Plan now to attend CHA UTA UQUA 77: 
HAWAII EAST! Sponsored by the Colorado Nur- 
ses Assn. Mail-in registration closes July 75, 7977. 


Yes! I'm interested in Chautauqua '77: Hawaii 
East. Please send me your program catalog and 
registration information. 


Name 


Address 


City 


State 


7 ip_ 


Mail to: Chautauqua '77: Colorado Nurses' Association, 
5453 E. Evans Place, Denver, CO 80222. 303-757.7483. 
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Canadian Penitentiary Service 
B.C. Penitentiary 
New Westminster. B.C. 


I 


HEALTH CARE OFFICER 


Salary: $13,567. - $15,838. (Under Negotiationl 
An additional Penological Factor Allowance is applicable 
to these positions. 
Comp. No.: 77-V-CPS-88 


DUTIES: 
On a shift rotatmg basIs, gives medical treatment and health 
counselling and performs basIc clinical tests; provides 
direct nursmg care to inmates to Implement preventive, 
diagnostiC therapeutic and rehabilitative measures and 
ensures that measures directed to the securltv of medical 
,lnd nurSing areas prevail at all times. 


QUALIFICATIONS: 
Eligibility for registration as a registered nurse m a province 
or territory of Canada. Candidates will be required to pass 
a pre-employment medical examination. Knowledge of the 
English language is essential. 


How to Apply 
Forward completed "Application for Employment" (Form 
PSC 367-4110) available at Post Offices, Canada Manpower 
Centres or offices of the PublIc Service Commission of 
CanfJda, to: 
R egiona l S ta ff ing u fflce. 
Public Service Commission 
P.O. Box 11120, Royal Centre 
500 - 1055 West Georgia Street 
V;ane:nuvP-r R C 


V6E 3L4 
Please quote the applicable reference number at all trmes. 
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UNITED STATES 
OPPORTUNITIES 
FOR REGISTERED NURSES 
AVAILABLE NOW 
IN CALIFORNIA 
FLORIDA 
MISSISSIPPI 


NEW ORLEANS 
TEXAS 


WE PLACE AND HELP YOU WITH: 
STATE BOARD REGISTRATION 
YOUR WORK VISA 
TEMPORARY HOUSING - ETC. 
A CANADIAN COUNSELLING SERVICE 
Phone: (416) 449-5883 OR WRITE TO: 
RECRUITING REGISTERED NURSES INC. 
1200 LAWRENCE AVENUE EAST, SUITE 301, 
DON MillS, ONTARIO M3A 1C1 


NO FEE IS CHARGED 
TO APPLICANTS. 
OPEN 7 DAYS A WEEK. 


Director of Nursing 
Services 


Tisdale Union Hospital is an accredited 
68-bed Institution located in a 
progressive community of 3.000. 


Applicant must be eligible for registration 
in the Province of Saskatchewan, with 
some administrative experience or 
education. The applicant is responsible 
for staffing, organization and planning of 
all the nursing functions in the Hospital. 


Please apply stating education, 
experience and salary to: 
Mr. G. Schurman 
Administrator 
Tisdale Union Hospital 
P.O. Drawer 1630 
Tisdale, Saskatchewan 
SOE HO 
Telephone: 306-873-2621 


LAURENTIAN UNIVERSITY 
SCHOOL OF NURSING 


Offers a 
B.Sc.N. PROGRAMME 
for 
REGISTERED NURSES 
Full-Time 
or 
Part-Time 


For Further Information: 
Write: School of Nursing 
Laurentian University 
Sudbury, Ontario 
P3E 2C6 
Phone (705) 675-1151, Local 239 


The Cenadlen Nurse 


Applications for the 
position of 
Supervisor 
Operating Room and 
Recovery Room 
are now being accepted by this 
300 bed fully accredited hospital. 
We offer an active staff 
development programme. 
Salaries and fringe benefits are 
competitive, based on 
educational background and 
experience. Temporary 
accommodation available. 
Apply sending complete 
resume to: 
The Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6 


Needed Immediately 


Registered Nurses are requested for 
nursing stations on the lower North 
Shore. 


Experience: 
Two (2) years or more. 


Salary: 
According to the convention plus isolation 
and availability premimum. 


Please send your curriculum vitae to: 
Director of Nursing 
Notre-Dame Hospital 
Lourdes of Blanc-Sablon 
Co. Duplessis, Quebec 
GOG 1 wo 


Sudbury and District Health 
Unit requires a Public Health 
Nurse for service in Chapleau 
and surrounding area, 
preferably bilingual. 
Qualifications: 
Baccalaureate degree in nursing 
with Public Health content or 
equivalent post basic nursing 
preparation. 


Reply to: 
Miss F. Tomlinson 
Director of Nursing 
Sudbury & District Health Unit 
1300 Paris Crescent 
Sudbury, Ontario 
P3E 3A3 


June 1977 


Registered Nurse 


required for 150-bed hospital at St 
Anthony, Newfoundland. 
Subsidized accommodation, fringe 
benefits, group life insurance. salary in 
accordance with collective agreement. 
Travel paid for minimum of one year 
service. 


Apply to: 
Mr. D. Heath 
International Grenfell Assoc. 
Rm 701, 88 Metcalfe Street 
Ottawa, Ontario 
K1 P 517 


Head Nurse 


with preparation and/or 
demonstrative competence in 
Psychiatric Nursing and 
Management functions, required for 
Head Nurse appointment. To be 
responsible for participation in the 
organization, initiation, and the 
management of a New Psychiatric 
In-patient Unit. 


Please apply, forwarding 
complete resume to: 
Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6 


HEAD NURSE 
INTENSIVE CARE 
UNIT 


Applications for the above position are 
now being accepted by this 300 bed fully 
accredited General Hospital. We offer an 
active Staff Development Programme, 
Competitive Salaries and Fringe Benefits 
based on Educational background and 
experience. 


Apply sending complete resume to: 
Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6 
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Ministry of the Solicitor General 
Canadian Penitentiary Service. Prairie Region 
.- 


BACCALAUREATE & DIPLOMA 
REGISTERED NURSES 


.. .in Canada's 
Health Service 


Reference No. Quote: Health Care Nurses 
Salary: 512.624 to $16.825 lunder negotiation 1 
Penological Allowance: $425.00 per yr - medium security 
institutions 
$850.00 per yr - maximum security institutions 
Shift differential paid. 


\1edical Sef\ ice
 Branch 
of the Department of 
:-':ational Health and Welfare emplo

 
orne 900 
nurses and the demand gro\\.. e\ ery da). 
Take the North for e'i.ample. Communit} Health 
Nursing i
 the major role of the nurse in bringing health 
...ef\icö to Canada.s Indian and bkimo people
. If )ou 
have the qualification.. and can cam more than the 
normal load of re
ponsibilit
 ... \\h) not find out more'? 
Hospital 
urse.. are needed too in some Mea
 and 
again the :-':orth ha... a continuin
 demand. 
Then there is Occupational H
ealth 
uf',ing \\hich in- 
cludes counselling and some treatment to federal public 
sef\ ants. 
You could \\ ork in one or .ill of thöe areas in the 
cour"e of )our career. and it is pu

ible to ad\ance to 
senior po
itions" In addition. there are educational 
opportunities 
uch as in-
ef\ ice trainim! and ...orne 
financial support for educationallea\e.- 
For further information on J.I1\. or all. of the..e career 
opportunitiö. please contact the" 
tedical Sef\ ices 
office neare
t 
ou or \Hite to: 


Medical and Health Care Services Division have a one-year 
term position available in the Prince Albert Penitentiary. 
Future permanent position will be available in the Saska- 
toon Psychiatric Hospital and the Edmonton Maximum 
Security institution. Applicants should be qualified and 
experoenced Baccalaureate and Diploma Registered Nurses 
Knowledge of English is essential. 


Basic duties will be to provide primary health care to in- 
mates in both general and psychiatric nursing situations. 
The supervising positions will require knowledge and expe- 
rience in nursing administration. 


For additional information please contact: 
Phyllis Peters. Regional Nursing Officer 
Canadian Penitentiary Service 
Regional Headquarters. Prairies 
P.O. Box 9223 
Saskatoon. Saskatchewan S7K 3X5 


Telephone: (3061 665-4871 


-..-..--, 
I Medical Services Branch 
Department of National Health and Welfare I 
Ottawa. Ontario K1A OL3 
I Name I 
I Addless I 
I City Prov I 
I . . Health and Wellare Sante et B.en-èlre social I 
Canada Canada 
,.-..-...., 


How to Apply 
Forward completed . "Appl1catlOn for Employment". (Form 
PSC 367-4110) available at Post Offices. Canada Manpower 
Centres or offices of the Public Service Commission of 
Canada. to: 


Public Service Commission of Canada 
500 Credit Foncier Building 
286 Smith Street 
Winnipeg. Manitoba R3C OK6 


Pie, .t t a ;( Ibl ref rei ce nI 71bel 
t all times. 
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ASSOCIATE 
DIRECTOR 
OF NURSING 


Applications are invited for the position of Associate Director of 
Nursing in a 500 bed accredited general hospital. 


THE POSITION: 


As a member of the Nursing Administration team, this position 
requires a nurse with innovative qualities and ability to organize, 
delegate, and direct the work of others. 


The applicant must have an enthusiasm for initiating and following up 
new ideas, projects and programmes. 


MINIMUM QUALIFICATIONS: 


Must be currenlly registered in the Province of Ontario. Preference will 
be given to candidates with a B.Sc.N. and experience in Hospital 
Administration 


Apply in writing to: 


Director of Personnel 
Belleville General Hospital 
Belleville, Ontario 
K8N SA9 


Advertising Rates 


For All Classified Advertising 


$15.00 for 6 lines or less 
$2.50 for each additional line 


Rates for display advertisements on request. 


Closing date for copy and cancellation is 6 weeks prior 
to 1 st day of publication month. 


The Canadian Nurses Association does not review the 
personnel policies of the hospitals and agencies 
advertising in the Journal. For authentic information, 
prospective applicants should apply to the Registered 
Nurses' Association of the Province in which they are 
interested in working. 


Address correspondence to: 


The Canadian Nurse 


50 The Driveway 
Ottawa, Ontario 
K2P 1 E2 


. 
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KeelJS 
hinl (lrier 


Instead of holding 
moisture, Pampers 
hydrophobic top sheet 
allows it to pass 
through and get 
<<trapped>> in the 
absorbent wadding 
underneath. The inner 
sheet stays drier, and 
babv's bottom stavs 
drie
 than it would in 
cloth diapers. 


"'.. 


Saves 
"Oll ti Ille 
"" 
Pampers construction 
helps prevent moisture 
from soaking through 
and soiling linens. As a 
result of this superior 
containment, shirts, 
sheets, blankets and 
bed pads don't have to 
be changed as often 
as thev would with 
conve
tional cloth 
diapers. And when less 
time is spent changing 
linens, those who take 
care of babies have 
more time to spend on 
other tasks. 
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PROCTER. GAMBLE CAIi!;-1ZZ 




Benoxyl'.Lotion 200k 
proven effective 
in treatment of cutaneous ulcers 



 


".. 


" 
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BEFORE AFTER 
Left : ulcer of right greater trochanter, 14 cm in diameter, with 
undercutting of superior border to 3 cm. Right: full healing after 
8 months therapy with benzoyl peroxide. 


Benzoyl peroxide, a powerful organic 
oxidizing agent, was applied topically 
according to a carefully developed 
technique to cutaneous ulcers of 
different types. The healing time was 
shortened greatly by the rapid 
development of healthy granulation 
tissue and the Quick ingrowth of 
epithelium. 


Exceptionally large pressure ulcers 
with deep cavities, undercut edges 
and sinus tracts were successfully 
treated, as were stasis ulcers of long 
duration resistant to all other therapy. 
There were only 13 
treatment failures 
among the 133 . 
cases. 1 


I 


Available only from Stiefel 
I STIEFEL 
FOUNDED 1847 


TM trademark 


DIN. 187585 


. 
I UIEFEt 
BERDIIl 
LOTION 
BENZOYL PEROXIDE 
LOTION U.S.P 


STIEFEL LABORATORIES (CANADA) LTD., user 
Montreal, Canada H4R 1E1 


20% 


Reference: I Pace. WE: T.....tment of cu/aneous ulcers with benzoyl peroxide. Can Med 
AssocJ 115:1101,1978 
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Metamu[il@ 


for bowel management 
and anorectal 
surgery patients 
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"Gentle persuasion sums it up'" Metamucil 
is a natural source preparation that pro- 
duces a gentle action. 
Metamucil, refined and purified from natu- 
ral psyllium seed, works gently but firmly. 
It does not depend on chemical irritants, 
methyl cellulose or other synthetic laxative 
agents for its effect. 


Mixed with a cool liquid, Metamucil passes 


- 


.,- 
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through the digestive system to promote 
soft, fully-formed stools and gentle, yet 
definite urging of peristalsis followed by 
easy passage and elimination. Regular 
bowel function usually takes place without 
stress, strain, irritation, or cramping. 
Importantly, Metamucil is non-habit-form- 
ing and may be prescribed for short or 
long term therapy. The dosage can be 
individually regulated. 


EBI 
Available as Metamucil Powder and 
flavoured, effervescent Instant Mix. 
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It was 1892 when Canadian poet 
Archibald Lampman called summer a 
time "for loafing and dreaming and 
getting close to nature." Things 
haven't really changed - every 
summer, Canadians are "getting 
away from it all," enjoying camping, 
relaxing at cottages, swimming, and 
long lazy walks along the seashore. 
This month's cover photo, courtesy of 
Health and Welfare Canada captures 
a little of the spirit of summer. 


The views expressed in the articles 
are those of the authols and do not 
necessarily leplesent the policies of 
the Canadian Nurses Association. 


ISSN 0008-4581 


Indexed in International Nursing 
Index, Cumulative Index to Nursing 
Literature. Abstracts of Hospital 
Management Studies, Hospital 
Literature Index. Hospital Abstracts. 
Index Medicus. The Canadian Nurse 
is available in microfolm from Xerox 
University Microfilms. Ann Arbor. 
Michigan, 48106. 


The Canadian Nurse welcomes 
suggestions for articles or unsolicited 
manuscripts. Authors may submit 
finished articles or a summary of the 
proposed content. Manuscripts should 
be typed double-space. Send onglnal 
and carbon. All articles must be 
submitted for the exclusive use of The 
Canadian Nurse. A biographical 
statement and leturn address should 
accompany all manuscnpts. 


A Canadian Nurses Association, 

 50 The Driveway. Ottawa, Canada, 
K2P 1 E2. 


Subscnptlon Rates: Canada: one 
year, $8.00: two yeals, $15.00. 
Foreign: one year. $9.00: two years, 
$17.00. Single copies: $1.00 each. 
Make cheques 01 money orders 
payable to the Canadian Nurses 
Association. 


Change of Address: Notice should be 
given In advance. Include prevIOus 
addless as well as new. along with 
registration number, in a provincial! 
territonal nurses association where 
applicable. Not responsible for 
journals lost In mall due to errors In 
address. 


Postage paid in cash at third class rate 
Montreal, P.Q. Permit No. 10,001 
co Canadian Nurses Association 
1977. 
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A fortunate few Canadian nurses 
spent the first week of June in Tokyo. 
Japan, rubbing shoulders and 
exchanging ideas with their 
professional counterparts from close 
to 100 countries around the world. The 
occasion was the 16th quadrennial 
congress of the International Council 
of Nurses, an event that attracted 
more than 12,000 nurses, including 
approximately 530 Canadians. 
For Doth participants ana 
observers, the congress provided a 
unique learning situation - a 
never-to-be-forgotten opportunity to 
acquire firsthand information about 
nursing practice, education and 
professional responsibility on a 
world-wide scale. 
International nursing became a 
living reality for these nurses. But what 
about those of you who stayed at 
home to cope with the day-to-day 
responsibilities of looking after the 
health of this country's population? 
Did you know that you also 
support nursing at the international 
level through membership in your 
provincial association? 
Did you know that your fellow I CN 
members number close to a million 
nurses around the world and that the 
Council exists to serve all nurses, 
regardless of nationality, race, creed, 
color, politics, sex or social status? 
Did you know that the ICN which 
was founded in 1899 is recognized as 
the oldest international professional 
organization in the health field? 
Did you know that the I CN exists 
to provide a vehicle for nursing 
associations throughout the world to 
share common interests and work 
together to develop the contribution of 
nursing to the promotion of health and 
care of the sick around the world? 
Did you know the ICN has 
adopted official policy statements on 
issues such as human rights, family 
planning, equal pay for equal wor\< and 
continuing education? And that the 
IC N has formulated a Code for Nurses 
recognized by nurses internationally? 
So, whether you were in Tokyo or 
nol. the ICN is YOUR association. It 
exists to help you and to help you help 
other nurses throughout the world. 
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There are approximately 8,000,000 
children in Canada today. Recently 
the Canadian Institute of Child Health 
began operation in Ottawa. The 
purpose of the I nstitute is to take a look 
at the special problems facing children 
in our modern society-problerns like 
immunizations, nutrition, poverty, 
venereal disease and physical fitness 
The Institute hopes to act as a 
catalyst to encourage people all 
across the country to think about, and- 
wor\< towards, improving the mental 
and physical health of our children. 
How can we as nurses help? 
This month CNJ talked to Shirle) 
Post, a nurse who believes the 
question of child health has to be I 
taken on as a personal responsibility : 


How long has it been since you 
updated your knowledge about the 
care of the burn patient? Too long? 
Next month, in a series of three 
articles, CNJ takes a look at the baSiCf 
of burn care - the principles of first 
aid, the priorities in treatment, drugs 
and nursing care. Dietician-nutritionis I 
Rosemarie Repa Fortier reviews the 
nutritional needs of the burn patient , 
and author Marilyn Savedra 
investigates strategies of helping the. 
severely burned child cope with pain 
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"Comprehensive" is the word for this outstanding volume on the vital 
topic of patient care. In this new edition, you'll find completely up-to- 
date information on every facet of the fundamentals of nursing, includ- 
ing all-new chapters on Nursing Practice, Communication Skills, and 
Sensory Disturbances. Material on The Nursing Process has been 
expanded to form an entire unit. In addition, Du Gas features updated 
coverage of: the health care system; major health care problems; the 
expanded role of the nurse; problem-oriented medical records (POMR); 
and movement and exercise. rest and sleep, and comfort. 


By Beverly Witter Du Gas, RN, BA. MN, EdD. LLD, Health Science Educator. 
Pan American Health Organization, Barbados, Regional Allied Health Project; 
with special assistance from Barbara Marie Du Gas, BA. About 690 pp.. 240 ill. 
(78 in color). Just Ready. About $13.40. Order #3226-2 


l\larlo\\': 
e\V Fifth Eclition 
Tcxtbook of P
diéltric l\:Llrsing 


MARLOW-a book nursing professionals everywhere know and trust! 
Now in its fifth edition. this outstanding text maintains its tradition of 
detailed. up-to-the-minute coverage of children's nursing care needs 
from birth through adolescence. It's an exceptionally quick and easy- 
to-use reference. Information is organized by age group
ach section 
then describes: a normal child of that age group; medical conditions 
requiring immediate or short-term care; and medical conditions requir- 
ing long-term care. You'U also find: a new chapter entitled The Nursing 
Process; expanded coverage of sex education; and many other new _ 
topics including: Fetal Alcohol Syndrome; Parenting, Preparation for .. 
Parenthood, and the Role of the Father; Genetic Counseling and the 
Nurse; Immunity in the Newborn, Infant. and Child; Reyes Syndrome; 
Hypertension; Rape; and much more. 


By Dorothy R. Marlow, RN, EdD, formerly Dean and Professor of Pediatric 
Nursing, College of Nursing, Villanova University. About 975 pp., 400 ill. (3 color ....... 
plates). Ready August 1977. About $16.50. Order #609 -1 
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The Canadian Nurse invites your 
letters. All correspondence is subject 
to editing and must be signed, 
although the author's name may be 
withheld on request. 


Ill])ut 


Planning and health care 
Ever since my copies of The 
Canadian Nurse began arriving in 
Barbados a few months ago, I have 
noted with concern the repeated 
reports of a depressed market 
situation for nurses in Canada, and the 
numerous pleas for improved 
methods of long-term nursing 
manpower planning. 
As a former director of the now 
non-existent Health Manpower 
Directorate of Health and Welfare 
Canada, I would like to point out that 
early warning signs of the present 
over-supply of nurses were evident as 
far back as six years ago. National 
projections of anticipated supply and 
demand for nurses, made in 1971 for 
the forthcoming 10-year period, 
clearly indicated that we were tending 
towards an over-production of 
graduates from our diploma schools of 
nursing. 
A report prepared by our division 
in December 1971 wamed that, 
unless the situation changed 
drastically in the next few years, "we 
must be prepared for an 
unemployment problem with nurses." 
Immediately after the report was 
prepared, it was taken to a meeting of 
the CNA board of directors to alert 
them to the results of our projections. 
The report was also circulated to all 
provincial nursing associations and to 
all provincial governments with the 
recommendation that, because the 
situation might well vary in different 
provinces, nursing manpower studies 
should be undertaken at the provincial 
level without delay. Outcomes of the 
report included the establishment 
within a few months of a National 
Committee on Nursing Manpower and 
the provision of assistance by the 
division to two provinces (on their 
request) with studies of their nursing 
needs and resources. 
Ontario and a number of othel 
provinces undertook their own studies 
and, as I recall, the Ontario short-term 
projections of nursing supply and 
demand were remarkably accurate. 
As has been noted elsewhere, it was 
unfortunate that they did not appearto 
believe their own long-range 
forecasts. 


The problem of improving nursing 
manpower planning would appear to 
lie, then, not so much with better 
methods of forecasting - we were 
warned by our earlier projections - 
but, rather, with the rational 
coordination of health services 
planning and that of educational 
authorities to prepare the required 
number of nurses and level of 
practitioner and to ensure their most 
effective utilization in our health 
services. 
Nursing is the largest component 
of Canadian health services. It is 
essential, therefore, that nurses be 
involved in all aspects of planning for 
health care if the profession is to react 
appropriately and in time to achieve a 
more stable balance between the 
supply of nurses on the one hand and 
demand for their services on the other. 
-Beverly WitterDuGas, R.N., Ed. D., 
PAHOtWHO Health Sciences, 
Barbados. 
P.S. I like the new format of the 
journal, and look forward to receiving 
my copy each month. 


Sharing budget restraints 
I would like to commend Thelma 
Miller on her excellent letter to the B.C. 
Minister of Health, a letter that also 
appeared in The Canadian Nurse, 
April 1977. 
I work in a hospital in Montreal. As 
a head nurse I feel just as frustrated 
trying to run a good floor with a high 
standard of nursing care. Due to 
reasons similar to those Mrs. Miller 
states, quality care is becoming 
almost a myth. We are constantly 
reminded to "budget," to cut down on 
supplies, cut down on nurses, cut 
down on overtime; but a good nurse is 
a good nurse, and she or he will strive 
for the impossible, regardless of 
restraints imposed. 
Our hospital is a teaching hospital 
and there seems to be no restraint or 
budget on what the medical staff, 
interns, and students can order in the 
name of medicine. Blood tests, x-rays, 
procedures, etc. are ordered 
regardless of cost, and in many cases, 
regardless of the fact that the patient 
has had these procedures done 
before, or that they are old people who 
would like to be treated as people - 
with a little T.L.C. These procedures 
increase the workload of the nurses 


who are overloaded with extra work- 
all in the name of medicine. 
A letter should be sent out to all 
concerned, including the public to let 
them know 'why mother fell out of bed,' 
or 'why grandpa's lunch was late,' or 
'why great-grandpa was resuscitated 
for the third time.' I'm sure every nurse 
in every department has the same 
problems. I'm not-knocking the 
medical teaching program, but if we 
have to budget and cut short on our 
care, the others should be asked to 
share in cutting costs. 
- Ira Sen, R.N., Montreal, Quebec. 


Surnames again ._. 
Just a quick note to express an 
opinion. I feel strongly that the use of 
Miss and Mrs. must be avoided to 
effect an end to discrimination on the 
basis of marital status. Titles 
indicating position or academic 
degree are fine. 
I really do not care much whether 
people call me by my first or last name. 
However, in communication between 
strangers, which is what a journal 
involves, a little formality does not 
seem inappropriate. It is very common 
when speaking or writing about 
authors to use their last names. I do 
not find the practice "harsh," 
"abrasive" or "pretentious." What is 
pretentious about being 
business-like? Are we adults and 
professionals or school children? 
- Nora J. Briant, R.N., Fredericton, 
New Brunswick. 


Entitled to my title 
Dear Madam, 
I'm an Adam. Apply my appellation I 
I'm entitled to my title! 
I have the inclination 
To fight now for my right. I'll 
Insist on being Mr. 
(I'm quite different from my sister) 
Distinguish me flOm she 
For it's plain that I'm a he 
Don't ask me what's amiss 
Or a Mrs. or a Ms. 
Give to her what's plainly hers 
Give to him what's plainly his 
If you don't, I'll put a curse on 
Every ignorant nurse person 
And on all will fall a hex 
Who try to rob me of my sex. 
-Mr. David J. Davis, R.N., R.P.N., 
Burnaby, B.C. 


A note of appreciation 
Kudos for the April issue of The 
Canadian Nurse. I work as a 
permanent night charge nurse in a 
nursing home, and I found the article
 
in the April issue interesting and vel) 
informative. 
I believe that some of my 
colleagues feel that it is boring and 
uninspiring to work in a nursing home 
... but I fi rmly believe that the articles ir 
the journal may help nurses to realizE 
that there's a lot to being a 'nursing 
home nurse.' Working with and calin! 
for older people has helped me to 
have a better perspective on aging. 
I hope to read more articles abou! 
geriatric nursing in future issues of ThE 
Canadian Nurse. I also wish to 
express sincere appreciation to all tht 
contributing a uthors to the April issue 
- Myndah Derro, R.N., B.S.N., The 
Pas, Manitoba. 


Avoid inhaling 
Recently, I learned of a small 
hospital which had got rid of its 
cigarette vending machines. When 
the hospital administrators realized 
that they were losing the profits frolT. 
these sales, they re-installed them! 
This is typical of our confused 
thinking. Hospitals have notices 
banning smoking in corridors and 
elevators but the public may smoke in 
lounges, and most of the nursing 
personnel smoke in the dining roorn. 
To a layman such as myself it is 
paradoxical that nurses - and 
doctors - should themselves persist 
in a habit that is "harmful." I 
One nurse who deals exclusivelY 
with patients suffering from respirator) 
diseases, and who herself smokes 
two packages of cigarettes a day, 
says, "I wish the hospital rules would 
prohibit all smoking here.' 
A volunteer group in a Toronto 
hospital has been trying to have 
cigarette sales banned in the gift shop 
but without success: they cannot 
defeat the argument "We would lose 
revenue if we ban cigarettes." 
Perhaps one day the Medical 
Council will ask the govemment to add 
to the existing warning on cigarette 
packets the following seven words: 
"KEEP IN TOUCH WITH YOUR 
LUNG SPECIALIST." 
- Eric Curwain, Etobicoke, Ontaf/o. 
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Help or hindrance? 
I must disagree with Hodnett's 
conclusion (Fetal Monitoring, Why 
Bother? March, 1977) that fetal 
monitoring should be routine for all 
women giving birth. A recent study 
seriously questions whether fetal 
monitors do lower perinatal mortality 
and morbidity any more than 
conscientious nursing care 
does ("The Evaluation of Continuous 
Fetal Heart Rate Monitoring in High 
Risk Pregnancy," Haverkamp, A., et 
aI., Am. J. Obstet. Gyneco/., June 1, 
1976). 
The authors became involved in 
this research because, although 
numerous statements have been 
made by leading obstetric authorities 
that all labors should have electronic 
fetal monitoring, no controlled study 
has been done to evaluate the actual 
influence it has on perinatal death and 
morbidity. 
A total of 483 high risk patients 
were fitted with scalp electrodes and 
uterine catheters so both fetal heart 
tones and uterine contractions could 
be evaluated. The monitor was used 
with half of the sample and with the 
other half the bedside monitor was 
shut off and the monitor in the hall 
covered. These women had their fetal 
heart tones auscultated by a nurse 
every 15 minutes in first stage of labor, 
and every five minutes in the second 
stage. 
In the monitored group, fetal 
distress was defined by the criteria of 
Hon and Kubli. In the auscultated 
group fetal distress was diagnosed 
when fetal heart tones dropped below 
100 beats per minute after three or 
more consecutive contractions 
despite any corrective measures. 
There were essentially no differences 
in the perinatal mortality and 
morbidity of the two groups. The 
difference between the number of 
infants requiring intermittent positive 
pressure ventilation at two minutes 
(2.1 % for the monitored group and 0% 
for the auscultated group) was of 
borderline significance with a P value 
of < 0.07. 


In the machine monitored group 
40 women (16.5%) gave birth by 
cesarian section, while only 16 
(6.6%) of the nurse monitored group 
had cesarian section deliveries. The 
rate of postpartum infection was also 
significantly higher in the monitored 
group, 13.2% compared to 3.4% in the 
nurse monitored group. Even with 
correction for cesarian section the 
rate was statistically significant. This 
difference was unexplained. 
Haverkamp et al theorized that 
the nurse, with her physical and 
emotional support throughout labor, 
had a beneficial impact on mother and 
baby. They also hypothesized that the 
machine was an irritating factor with its 
flashing lights, audible sound for the 
fetal heartbeat and visible patterns on 
the screen. 
I note that in the photographs in 
Hodnett's article the women are lying 
on their back, unfortunately a 
requirement of most women being 
monitored indirectly. However, it is 
well documented that prolonged back 
lying during labor and delivery can 
result in fetal hypoxia. 
In view of the points raised I think 
we must seriously question the routine 
use of fetal monitors. In selected 
cases, electronic fetal monitoring is a 
very valuable adjunct in our 
assessment of mother and baby, but I 
feel we must deal with the very real 
possibility that the presence of the 
fetal monitor itself may be a 
disturbance to the normal process of 
labor and birth resulting in a higher 
incidence of fetal distress, and 
consequently more cesarian births. 
- Baine Carty, Assistant Professor, 
School of Nursing, University of 
British Columbia, Vancouver, B. C. 


Abortion counselling 
no solution 
The Badgely Report states that 
"a large proportion (84.8%) of the 
women who were seeking an induced 
abortion were contraceptively 
experienced, and it was factors othel 
than their lack of knowledge or 
exposure to contraceptives that were 
involved in accounting for their 
unwanted pregnancies" (p. 381). 


In light of this evidence it is clear 
that Mr. Lalonde's program of actively 
promoting family planning w
1 not 
effectively curtail the escalating 
number of abortions. Lack of 
motivation to prevent unwanted 
pregnancies would appear to be the 
cause of ineffectiveness of family 
planning programs. 
As long as abórtion counselling 
services are readily available, no 
amount of family planning promotion 
will make the program effective. 
- M. Case, Prince Albert, Sask. 
Editor's Note: See CNJ May. 1977, 
p. 16, "News". 


Call for change 
The February edition of Pediatric 
Clinics of North America 1977 
provides a shocking eye opener for 
nurses. Ignorance has led us to defeat 
our objective of health promotion. We 
have in fact been fostering the 
occurrence of disease by playing a 
major role in the promotion of formula 
feeding. It is our professional 
responsibility to update OUI 
knowledge. 
Prominent authorities in the field 
of infant nutrition assert that promotion 
of breast-feeding should be looked 
upon as a major public health 
measure. Not only would its 
reintroduction as the dominant 
method of feeding eliminate formula 
induced hazards, but new knowledge 
shows that breast milk will provide 
protection against disease later in life 
as well as during infancy. 
The impact of this issue does not 
remain at the individual level. Its 
ramifications extend into the health 
and economics of society and the 
world at large. We are paying dearly 
by artificially feeding our young and 
the only profit to be found is in the 
purses of the food industry. 
Health professionals must take 
stock of their attitudes and review their 
current perinatal practices. Nurses 
have much to evaluate, much to 
change. The position as leader in this 
field of preventive practice is up for 
grabs and our responsibilities are 
clear. We must take immediate steps 
to correct this almightly blunder that 
has been committed by our 
technological age. 
- Pat PhilHps, R.N., Falrview, PEl. 


On cardiac depressants 
I have just finished reading the 
May issue of The Canadian Nurse. 
and wanted to express my 
appreciation for Eleanore Warkentin's 
article "Programmed Learning - 
Cardiac Depressants." This article 
proved to be a most valuable review. I 
hope that in the future you will publish 
more articles of this nature. 
-LuciGolab, R.N., Thomhill, Ontario. 


Did you know on 
The Vancouver Perinatal Health 
Project or "Parent's Choice" is one 
attempt to integrate services for 
expectant families. It is conducted 
cooperatively by the Vancouver 
Health Department and St. Paul's 
Hospital - Departments of 
Obstetrics, Gynecology, and Family 
Practice - without disrupting the 
traditional doctor-patient relationship 
At the beginning of her pregnancy, a 
woman is referred to the program by 
her doctor. The program staff follow 
the family for up to six months 
post-partum, providing nutritional 
assessments, prenatal classes, food 
supplementation, and individual 
counselling as necessary. 
A second project, known 
as "Healthiest Babies Possible" runs 
concurrently. It focuses on nutritional 
assessments and education for 
pregnant women who choose not to 
attend prenatal classes due to attitude 
differences or language barriers. 
Trained lay health workers and project 
staff provide these services in the 
woman's home in several languages, 
including Chinese, Italian and Greek. 
Both projects have been funded 
by the City of Vancouver and the 
Government of British Columbia for a I 
two-year period. 
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Future for VON 
I despite budget cuts 


The transfer of home care services to 
govemment-administered programs 
land increased budget restraints 
emerged as the two key problems 
facing the VON for Canada at their 
I 79th Annual Meeting in Ottawa early in 
May. Yet in spite of these problems, 
I National Director Ada McEwen was 
optimistic about the future of visiting 
. nursing services, citing the 13% 
Increase in government support of 
VON home visits in the last six years 
as indicative of the importance of this 
aspect of health services. In her 
Annual Report to the meeting she 
idded, "in spite of restraints on 
spending, the trend to more 
governrnent financing of this baSIC 
service in all provinces is essential if 
care in the home is to be a viable 
alternative to other more expensive 
levels of care." 
This increased interest in home 
nursing has resulted in various 
changes in administration, however. 
as some governments move towards 
a provincial approach to provision of 
home care programs. During 1976 the 
staffoftheVONin B.C. worked closely 
with provincial health personnel to 
prepare for a transfer of service to 
municipal authorities in the Vancouver 
area. Some VON branches in Quebec 
were also affected in a move to 
provide home care services through 
community health departments of 
hospitals and cornmunity health 
clinics. In Calgary and Edmonton, the 
3dministration of home care programs 
has been transferred to health 
departments, although VON branches 
continue to provide nursing care in 
their areas. 
These changes have had an 
effect on the statistics of the 
organization. McEwen indicated that 
half of the 10% decrease in the 
number of patients visited by the VON 
and the 6% decrease in the number of 
home visits from 1975 to 1976, could 
be attributed to this transfer of 
services. The remainder was a result 
of budget restraints. 
To the degree that budget 
restraints forced a re-evaluation of the 
efficiency of services, they had a 
positive effect, she said. In some 
areas more attention was given to 
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One hundred and fifty 
member-states, including almost 
every country of the world, took part in 
the recent Thirtieth World Health 
Assembly irf Geneva, Switzerland. 
Discussion during the 21-day 
meeting, centered on the Assembly's 
target of health for all the citizens of 


the world by the year 2000. 
Above, some members of the 
Canadian delegation are 
photographed during the meeting. 
Left to right in the front row are: Aubert 
Ouellet, deputy minister of social 
affairs, Quebec; Helen K. Mussallem, 
CNA executive director; Dr. A.J. De 


Vil/iers, director general, International 
Health Services, Health and Welfare 
Canada; R. Harry Jay, ambassador 
and permanent representative, 
Permanent Mission of Canada to the 
United Nations Office and 
International Organizations at 
Geneva. 


teaching family and fnends to care for 
the ill, and in others the use of 
volunteers as support was explored. 
But she added that, as well as 
reviewing the efficiency of their 
programs, "we must be prepared to 
object strongly, as sorne branches did, 
to arbitrary budget restraints that 
deprive individuals of essential 
services at home and, not 
infrequently, result in admissions to 
more expensive care facilities." 
She cited another negative effect 
of budget restraints as the decrease in 
the number of branches involved in 
occupational health counselling, from 
24 in 1972 to 18 in 1976. Most 
companies that discontinued this 
service apparently gave budget 
restraints as the reason. Yet statistics 
indicate a steady increase in the 
number of patients with circulatory 
and heart conditions, and 
occupational health is receiving high 


prionty in federal and provincial 
governments. McEwen concluded 
that "Health counselling services in 
industry allow contact with individuals 
between 25 and 65 years of age and 
could contribute to healthier life-styles 
with a potential reduction in chronic 
illnesses in later life." 
On the brighter side, McEwen 
noted that the VON continues to 
concentrate services on meeting the 
needs of medical and surgical 
patients, and that care of the elderty is 
receiving high priority in all branches. 
With the increasing number of 
elderty in our society. more attention is 
being given to improved ways of 
helping them cope with their unique 
problems. She pointed out that, while 
75% of the elderty have some form of 
chronic illness, most are not severely 
limited by their conditions and over 
90% are at home. She noted that an 
effort is being made by government to 


reverse the trend of building 
institutions for the aged by 
re-allocating resources. 
McEwen added that, "the 
growing list of VON branches, 25 In 
1976 compared to 12 in 1974, 
providing counselling services in 
senior citizen residences, both large 
and small, is indicative of the interest 
and effort in helping these individuals 
to remain healthy and independent as 
long as they can." 
Other VON services that allow the 
elderty to retain their independence 
include Meals on Wheels. But, she 
added, "Appropriate housing and 
transportation services, improved and 
expanded support services including 
homemaker and home help services, 
meals on wheels, friendly visitors will 
be necessary to allow individuals to 
make the choice of remaining at 
home." 
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SRNA Diamond Jubilee celebrates 
sixty years of growth and progress 


This year's May Annual Meeting ofthe 
Saskatchewan Registered Nurses 
Association gave delegates an 
opportunity to pause and take a close 
look at the past, present and future of 
the nursing profession in 
Saskatchewan and in Canada. CNA 
president Joan Gilchrist, director of 
the School of Nursing at McGill 
University, Montreal, brought 
greetings from CNA to the association 
membership. 
In her opening remarks to over 
400 nurses present, SRNA president 
Sheila Belton referred to the dramatic 
changes in nursing over the 
Association's 60 years, changes that 
will continue in the future. "Each 
individual," she said, "has a 
responsibility to determine what 
changes should be made and the 
directions that nursing must take. We 
must be involved in decision-making 
concerning the delivery of health care 
services ... specifically those 
decisions being made related to the 
future of the nursing profession and 
the provision of nursing care." 
The lively response of delegates 
to the Council's proposed revision of 
the Saskatchewan Registered Nurses 
Act and Bylaws and to the resolutions 
presented was perhaps an indication 
that both new and long-standing 
members of the Association are 
committed to involvement and 
planning for change. Many of the 24 
resolutions passed by the assembly 
were concerned with strengthening 
the voice of the provincial Association 
on a variety of broad health care 
issues. Collective approval was given 
to: 
. requesting the appointment of 
an SRNA member to provincial 
government interdisciplinary health 
care committees 
. the continual promotion of the 
acceptance by the provincial 
government of the principle of funding 
health care agencies for orientation 
and staff development programs until 
such funding is an accomplished fact 


. requesting the Departments of 
Health and Social Services to 
cooperate in an effort to eliminate 
duplication, fragmentation, lack of 
continuity and increased cost of 
services in the delivery of health care 
. bringing the need for increased 
supervision of prescribed drug 
therapy in the home and the necessity 
for this service to the attention of the 
Minister of Health 
. requesting the Government to 
review the entire system for extended 
care in Saskatchewan to bring about 
an orderly, coordinated, well-defined 
and more equitable system 
. seeking direct SRNA 
representation on planning and action 
committees being established as a 
result of the Government report 
"Adding Life to Years" by Dr. S.L. 
Skoll 
. recommending to the Minister of 
Health a comprehensive parent-child 
education television series developed 
with emphasis on basic child health 
care and prevention of unnecessary 
hospitalization 
. making a collective and 
concerted effort towards further 
membership involvement in 
Association business through support 
of Association activities 
. responding promptly and publicly 
as an Association to issues directly 
influencing nurses in their functions of 
providing quality health services to 
Saskatchewan consumers 
. strongly recommending to the 
government of Saskatchewan that 
home care programs remain under the 
jurisdiction of the Regional Health 
Services Branch of the Department of 
Health 
. lobbying for a public education 
program to be sponsored by the 
government on the use and misuse of 
prescription drugs. 
In addition, delegates agreed that 
the SRNA Council: 
. support research into the effects 
of ratio of staff to patient workload, 
staffing and rotation patterns on the 
quality of nursing care 


. publicly affirm the belief that one 
of the accepted rights of the individual 
is to choose to die with dignity, in 
comfort, without extraordinary means 
of life support 
. pursue mechanisms through the 
provincial institutes of applied arts and 
sciences and the University of 
Saskatchewan to establish 
educational programs in 
gerontological nursing in 
Saskatchewan 
. request financial assistance from 
the Department of Health for 
Continuing Nursing Education 
through the College of Nursing, 
University of Saskatchewan and 
support the request of Continuing 
Nursing Education for additional 
funding from voluntary agencies. 
The final draft of the proposed 
changes to the SRNA Act and Bylaws 
was presented by the Committee on 
Legislation and Bylaws to 
membership: the draft was 
discussed and approved in prinCiple 
for review by the Saskatchewan 
legislature. Membership also 
approved an increase in SRNA 
registration fees to $75 per year. 
Delegates learned that the 
Saskatchewan Hospital Services Plan 
will be providing funds this year for a 
one month orientation program for 
new graduates in hospitals of 50 beds 
or less, a move pushed by SRNA in 
meetings with government 
representatives, and most recently 
through the survey "Performance 
Expectations of Beginning 
Graduates" (see page 12) which was 
made available to the government in 
January 1977. President Sheila 
Belton assured the membership that 
they would continue to press for 
orientation programs for all new nurse 
employees in all hospitals. 
Norma J. Fulton, director of 
Continuing Nursing Education, a 
program of the College of Nursing, 
University of Saskatchewan, 
Saskatoon, reported on the increasi ng 
number and support of workshops 
provided throughout the province 
during the past year. The program is 
partly funded by SRNA. 
Newly elected members to S RNA 
Council were: First Vice-President- 
Della Howe, program supervisor, 
diploma nursing, Wascana Institute of 
Applied Arts and Sciences; Chairman 
of the Committee on Chapters and 


Public Relations - Phyllis Goertz, 
head nurse on a medical unit at the 
University Hospital, Saskatoon; 
Chairman of the Committee on Social 
and Economic Welfare - Pearl 
FOlkerson, head nurse on a medical 
ward. Battlefords Union Hospital, 
North Battleford. 
Two panel presentations 
provided delegates to the three-day 
meeting with the opportunity to take a 
look at where nursing is going. The 
first, entitled "Nursing - 
Past-Present-Future", was 
moderated by Madge McKillop, a 
former president of SRNA and 
assistant executive director of 
University Hospital in Saskatoon. 
Louise Miner, director of Public 
Health Nursing for the Saskatchewan 
Department of Health and a former 
president of SRNA and the Canadian 
Nurses Association, talked about the 
growth of public health nursing in 
Saskatchewan and urged the 
expansion of preventive health 
programs for children, emphasizing 
the need for interpretation of 
preventive medicine to the public. 
Pearl FOlkerson, president of the 
Battlefords Chapter SRNA and 
vice-president of Saskatchewan 
Union of Nurses local, spoke about the 
trend towards specialized nursing, 
stressing the importance of geriatrics 
as the specialty of the future. Marilyn 
Reddy, a regional representative of 
S.U.N. and member of the Regina 
General Hospital's Committee on 
Alcoholism reviewed the change in 
nursing education from obedient 
apprenticeship to an 
education-centered program. Hester 
Kernen, dean of nursing of the 
University of Saskatchewan 
emphasized the importance of taking 
responsibility for change in nursing, 
reevaluating priorities, and teaching 
effectively through example. Pat 
McGrath, a former president of SRNA 
and the Canadian Catholic Hospital 
Association and presently Hospital 
Standards Consultant in Nursing for 
Saskatchewan Hospital Services Plan 
stressed the importance of health 
teaching and primary care in nursing. 
A second panel presentation 
'Health Care - Quality at What Cost?' 
took a comprehensive look at a 
provocative and timely issue. Panel 
members taking part in the fast flowing 
and controversial discussion included: 
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Mel Derrick, deputy minister of 
Health in Saskatchewan, Dr. E.F. 
Busse, president of the 
Saskatchewan Medical Association. 
Richard Fontanie, assistant deputy 
minister - Community Affairs, 
Saskatchewan Department of Social 
Services, Maria Reardon, director of 
education for Saskatchewan Health 
Care Association, and Jean Conroy, 
assistant professor of Nursing, 
University of Saskatchewan and 
former SRNA president. 
Saskatchewan journalist and radio 
announcer, S. Shragge, moderator 
for the panel, summed up the 
contributions of panel members in the 
following suggestions for maintaining 
quality care at less cost: by changing 
life-styles, ending defensive practice 
that brings about costJy duplication of 
services, setting a high priority on 
patient teaching, and using an 
interdisciplinary approach in which 
nurses, doctors and the government 
participate responsively and 
cooperatively. 
Huguette Labelle, director 
general, Policy, Research and 
Evaluation Branch of the Indian and 
Eskimo Affairs Program, past CNA 
president and former Principal 
Nursing Officer for Health and Welfare 
Canada, was guest speaker for the 
Diamond Jubilee Meeting. She left 
delegates with a look towards the 
future, and changes that they as 
individuals and as an Association 
have the responsibility to shape. 
Labelle stressed the importance of 
looking at where we are now in the 
world around us, taking the 
responsibility for keeping in tune, 
getting into planning and making sure 
that changes are for the best. She 
stressed the importance of 
recognizing certain indicators for the 
future: at the evolving acute care 
system, the rising importance of 
occupational health, decreasing size 
of families, limitations in the health 
care budget, the increased trend 
towards deinstitutionalization, 
conservation values and the 
demystification of medicine. 
Recognizing these trends, she 
suggested weighing the nurse's 
influence in schools and communities, 
in planning committees. 


Labelle said that given 
knowledge about trends, nurses must 
aim at a community support system, a 
"community for coping. ... where we 
are not doing for u. but facilitating 
ways in which people can do for 
themselves." She underlined the need 
for careful planning, so that nurses 
can use creative, imaginative minds to 
make 'hard decisions' towards the 
health of people. 


Retired nurses aid 
elderly in Alberta 


New horizons in heafth care are being 
met by a group of retired nurses in 
Edmonton, Alberta. The Strathcona 
Retired Nurse Services began when 
volunteer retired nurses recognized 
the need for supportive care for many 
senior citizens. 
The aim of the volunteers has 
been to reach people who are living in 
isolated or uninvolved retirement. 
These people may be physically 
unable to participate in other planned 
programs, and the volunteers have 
found them to be lonely - craving 
social contacts. 
Together the nurses have many 
years of experience in various heafth 
care fields. They are not employable 
- but they are well qualified to 
cooperate with and guide a group of 
men and women volunteers who, like 
them, feel the need to be of service to 
others in their community. 
By noting the physical abilities, 
sOCIal needs and special interests of 
the person, the volunteers have 
helped to make changes in life-style 
after illness or injury, less traumatic. 
The volunteers try to provide the 
elderly with helpful aids to daily living, 
tempered with a good measure of 
reassuring support. 
One of the volunteers says, "We 
have found many timid folk who have 
difficulty in communicating with 
relatives and friends, they need 
support. They are often unable to 
interpret directions from their 
physician. They are unaware of the 
agencies in the community which offer 
speciaf services for senior citizens. 
Their problems can often be identified 
during a friendly visit and referred to 
the appropnate agencies:' 
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"Coping with Loss," a one-day 
seminar sponsored by the Faculty of 
Nursing, University of Toronto in 
cooperation with the Registered 
Nurses Association of Ontafio 
attracted approximately 70 nurses 
from in and around the Toronto area in 
early May. Shown above are some 
members of the Course AdvIsory 
Committee who planned the 
successful education day. From left to 
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right are: Eleanor Trutwin, Nursing 
DNision, RNAO; Mary K. Harrison, 
Assistant Professor, Faculty of 
Nursing, U. of T.; Hilda Mertz, 
Associate Professor, Faculty of 
Nursing, U.of T.; Nancy Chadwick, 
Nursing D;.;ision, RNAO; Dorothy 
Brooks, Chairman, Continuing 
Education Program, Faculty of 
Nursing, U. of T. 


On the other hand people have 
been referred to the Nurse Services 
group by the V.O.N., the Public Health 
Department, the Department of Sociaf 
Services and Community Health, 
Mental Heafth Services, physicians, 
hospital social worl<ers, the Edmonton 
Home Care program and many 
concemed individuals. 


Helen Sabin named 
AARN honorary member 


The A lberta AssoCIation of Registered 
Nurses has honored its retiring 
executive director, Helen Sabin, with 
an honorary membership in the 
association and establishment of an 
educational scholarship in her name. 
AARN president Audrey 
Thompson presented the honorary 
membership to Sabin during the 
association's annuaf meeting in May. 
The scholarship, in the amount of 
$2,000, wdl be awarded to members 
wishing to pursue graduate studies of 
not less than one academic year in the 
final year of a baccalaureate program 
or in a master's or doctoral program. 


Sabin s abilities were recognized 
by the nationaf association when she 
was chosen to represent the 
Canadian Nurses Association at the 
1970 Intemational Council of Nurses' 
Seminar on Legislation in Warsaw, 
Poland. Her expertise was also sought 
by the nurses of the Northwest 
Territories in their successful 
endeavors to found the Northwest 
Territories Registered Nurses' 
Association in 1974. 
In 1976, Sabin was the recipient 
of the Alberta Achievement Award in 
the Service Award Category for 
outstanding service to her profession. 
Sabm was executive director of 
the MRN from 1960 to March. 
1977. Her professional career as a 
registered nurse in the province of 
Alberta spans the period from 1938 to 
1977. During her term as executive 
director, she was responsible for the 
implementation of policy as directed 
by the Provincial Council and for 
co-ordinating activities that included 
speaking for nursing, interpreting 
association policy and seeking 
solutions to mutual concerns with 
members, governments and 
associations. 
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Manitoba nurses study implications 
of development of nursing standards 


What part does the development of 
standards lor nursing practice play in 
assuring competence, accountability, 
responsibility and excellence in 
nursing? This year's May Annual 
Meeting of the Manitoba Association 
of Registered Nurses gave over 250 
MARN delegates the opportunity to 
take a close look at the implications 
written standards have in providing 
nurses with the direction necessary to 
allow them to use their own judgement 
and creativity in many clinical settings 
and ensure quality care to the 
consumer. 
The past year has seen MARN 
deeply involved in the development of 
nursing standards; workshops in the 
nursing process have been held 
throughout the province to promote 
the framework within which nursing 
practice standards have been 
developed. The Standards of Care 
Subcommittee of MARN's Nursing 
Committee has used questionnaires 
to involve membership and 
consumers in the development of draft 
standards. 
The establishment of these 
standards has grown out of a 
resolution passed at last year's 
Annual Meeting. This year, delegates 
gave further support to standards by 
resolving: 
. the acceptance of the broad 
Standards of Nursing Practice so that 
they may be implemented and 
eval uated 
. that each nurse take personal 
responsibility to prepare 
herself/himself to consider the 
application of MARN's broad 
standards for daily nursing activities 
. that MARN's Board of Directors 
continue to encourage employers to 
support the use of the nursing process 
by individual nurses. 
What part do nursing standards 
play in quality assurance? Keynote 
speaker Joan Ganong, 
vice-president and nurse consultant 
with the W.L Ganong Company, 
Consultants to Management, 
Pittsburgh, Pa., pointed out that 
nursing with its focus on results, needs 
standards to enable effective 


evaluation, for measurement of quality 
against "something solid, not 
ephemeral." Ganong, who has many 
nursing publications to her credit as 
well as experience in both nursing 
education and service, differentiated 
between the workload concept of 
nursing, based On tasks, procedures 
and routines that are "going nowhere 
.. and killing professional nursing ..." 
and the new patient care management 
concept. The latter involves asking 
ourselves: "Are the patient's needs 
being identified, are they being met 
based on nursing process rather than 
routines?"" Ganong stated that most 
nurses are "in the middle n. trying to 
learn new ways." 
The speaker also said that in 
order to judge quality, nurses need to 
create a plan, take action by 
implementing the plan, and evaluate 
the results of their plan and action. In 
this way, nurses can ensure that they 
are accountable lor their nursing care. 
Ganong stressed the importance of 
"academic excellence with the patient 
in mind, 'n of progress for us meaning 
progress for the consumer." She also 
underlined the fact that quality of care 
stems from quality of the nurse 
herself, that standards derive greatly 
from personal experience. "Quality 
begins with the individual in any 
institution '" with self-knowledge, 
increased knowledge and skills, 
tempered with caring for others." 
Within the framework of standards 
developed by the profession, Ganong 
said "we can use our judgment and 
feel good about if' by seeing results, 
by being able to evaluate our efforts in 
a measurable way. 
A panel presentation moderated 
by Margaret McCrady, director of 
educational services, nursing, at 
Health Sciences Centre, Winnipeg 
and 2nd vice-president of MARN fOl 
the past two years, saw MARN 
members from various areas of 
nursing discuss the implications of 
standards to their particular settings 


Included in the panel were. Dr. 
Gaetane Laroque vice-president, 
patient care, Health Sciences Centre 
- representing nursing 
administration; Lesley Degner, 
associate professor and research 
associate, School of Nursing, the 
University of Manitoba - 
representing nursing research; 
Joanne Oldham, trome care nurse lor 
the public health department - 
representing nurse practitioners in 
public health; Belle Gowriluk, nurse 
clinician, medicine, Misericordia 
Hospital - representing nurse 
practitioners in the institutional setting; 
Shirley Jo Paine, director of nursing 
education, Brandon General Hospital 
School of Nursing - representing 
nursing education. 
It was brought out by the panel 
that written standards would imply 
consistent nursing decisions in favor 
of the client and would enable 
nurses to defend a systematic and 
rational approach to care. It was said 
that nursing research has a role in 
quality assurance through finding, 
demonstrating and evaluating models 
of practice. Standards as guidelines 
were seen as a way of facilitating staff 
rapport and the growth of nurses, as a 
way to meet the goals of consumer 
protection and care. They were also 
seen as an impetus to encourage 
responsibility. accountability and 
creativity. It was suggested that 
teaching would be made easier by 
using written standards, and that 
standards would allow the young 
graduate to know what is expected of 
her. 
Roundtable discussions following 
the panel presentation gave everyone 
present the opportunity to voice 
questions and concerns about 
standards in small group settings led 
by panel members and members of 
the subcommittee on standards. 
Following these lively discussions, 
C.N.A. president Joan Gilchrist 
summarized some of the feelings and 
concems expressed by participants. 
She remarked that generally, the tone 
of discussions was positive in nature 
- that standards were seen as 
valuable in assuring accountability, 
responsibility, quality care, and the 
rights of the consumer. Gilchrist also 
ouUined the concems voiced by 
nurses around the di scussion tables; a 
concem that the meaning of nursing 


process, assessment and nursing 
diagnosis must be made clear; the 
concern that nursing care plans could 
become just another ntual; the 
concern that the u se of new words and 
a different vocabulary could cause an 
interference in communication among 
nurses; would standards, in fact, 
improve the quality of our care? 
Joan Gilchrist also said that it was 
necessary for those who developed 
nursing standards in Canada to share 
with other areas and prevent 
duplication, suggesting an intensified 
directing and liaison role for C.N.A 
She stated that determining 
responsible self-direction required the 
commitment, courage and unity of 
nurses for success. 
In addition to supporting 
standards and their implementation 
membership voted in favor of a 
number of resolutions concerning 
continuing education for nurses. 
Collective approval was given to: 
. the cooperation between the 
MARN board of directors and the 
provincial health authorities and 
Manitoba Health Organizations to 
pursue avenues by which financial 
support for continuing education can 
be promoted in individual agencies 
. approaching community colleges 
to develop courses for adult educators 
in the health field that can be 
conducted in various areas in the 
province 
. requesting the Department of 
Continuing Education and Manpower 
to include health agency educators as I 
well as individuals employed in the 
community college system 
. requesting Manitoba Health '- 
Organizations Inc., to encourage its 
members to include provision in their 
agency budgets to allow staff 
members to attend relevant courses in 
adult education 
. promoting the development of 
certificate courses and 
recommending that employment 
agencies provide financial recognition 
to nurses who have successfully 
completed approved courses 
. investigating the feasibility of the 
continuance of a post-diploma 
certificate course in Community 
Health nursing to meet immediate and 
short term needs lor nurses prepared I 
to work in the community and 
exploring the establishment of a 
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I Public Health Nursing Course to meet 
on-going needs fOr post-basic 
education 
. promoting the development of a 
Baccalaureate Nursing program at 
Brandon University. 
The Association's interest in 
:ontinuing education was not limited 
to the local level. Encouraged by 
I MARN's executive director, Louise 
Toe!, and president Marvelle 
McPherson, MARN members 
participated in a project to raise money 
for the Canadian Nurses Foundation, 
a fund for the post-baccalaureate 
education of nurses throughout 
Canada. Members raised a total of 
$1,632 for C.N.F. and added a 
considerable number of new 
members to the Foundation. The 
money was raised by members who 
I were sponsored by their colleagues 
for a ten-lap run around the University 
of Brandon track. 
Other resolutions passed by 
delegates included: 
. that the Board of Di rectors 
establish a means of formal 
recognition of specialized 
competencies of members 
. recommending to all hospitals 
operating emergency departments 
inservice education on all aspects of 
the care of victims of sexual offences, 
cafling on all hospitals to treat rape 
victims alike regardless of whether 
charges are to be laid, and 
recommending to all schools of 
nursing thaI curricula include all 
aspects of care of the rape victim 
. urging the Minister of Health and 
Social Development to expand the 
province's Child Day Care Program 
and develop provincial licensing 
standards to child care facilities 
. supporting research into 
identifying specific health needs of 
native peoples in Manitoba, 
supporting groups such as the 
Registered Nurses of Canadian Indian 
Ancestry ... and supporting groups 
within native communities who are 
interested in promoting health care 
. continuing the Special 
Committee for the Position Paper on 
Occupational Health Nursing and 
delegating to them the responsibility of 
preparing a handbook on the "Role, 
Function, and Responsibilities of the 
Occupational Health Nurse. ' 


Newly elected members to 
MARN's Board of Directors include: 
Shirley Jo Paine - second 
vice-president by acclamation; 
Sister Bernita Ozubko - 
member-at-large, Nursing Sisterhood, 
by acclamation; Darlene Hamm, 
inservice instructor at Portage District 
General Hospital - member-at-Iarge; 
Sue Hicks, educational director, 
Brandon Mental Health Centre - 
member-at-large: and Anne Friesan, 
inservice coordinator, Bethesda 
Hospital, Steinbach, Manitoba - 
member-at-Iarge. Two members were 
elected to MARN's Nominating 
Committee: Jean Burrows, 
instructor, Red River Community 
College, Winnipeg, and Anne 
DeFehr, V.O.N. and Home Care 
Coordinator, Winnipeg Municipal 
Hospital. 


CNA Health Promotion 
Program: Phase Two 


Thanks to a $23,124 contñbution, 
recentfy granted by Recreation 
Canada, the Health Promotion 
Program of the Canadian Nurses 
Association will soon enter its second 
phase. These funds will be allocated 
to the first of three proposed 
workshops. These workshops will 
make up Phase Two of the Program. 
The aim of the fi rst wOrkshop IS to 
involve "nurse teachers" in the 
Program, to sensitize them to healthy 
life-styles and to increase their skills 
in multi-ñsk counselling. 
Twenty-two nurse teachers 
chosen by CNA's member 
associations will be invited to the 
workshop. It is scheduled to be held 
September 6th to 11th at the YMCA 
Conference Centre. Geneva Park, 
near Orillia, Ontario. The five-day 
conference will feature formal and 
informal presentations as well as 
theoretical and practical sessions on 
life-style topics. 
An important facet of the 
wOrkshop will be the mateñal sent to 
the participants for their 
pre-conference preparation. It will 
consist of background documentation. 
suggested readings and annotated 
bibliographies intended to set the 
stage for discussion on the 
relationship between health, fitness 


and life-style. 
Criticisms and suggestions will be 
sought from participants through the 
use of open-ended questionnaires 
distñbuted at the time of the workshop 
and after sIX months have passed. 
When the participants have 
returned to their own regions, it is 
anticipated they will act as role models 
in sensitizing other nurses and their 
clients to the concepts of 
health/fitness /Iife-style. 
Funding for the second and third 
workshops will be requested by CNA 
at a later date. This first wOrkshop will 
be produced with the assistance of the 
Fitness and Amateur Sport Branch, 
Health and Welfare, Canada. 


Did you know ... 
The Canadian Nurses Foundation is 
looking for a logo, an identifying 
design, and they're holding a contest 
to find it. They will pay $200 to the 
winneroftheirdesign competition and 
the contest is open to all interested 
persons. 
To enter, submit your name, 
address and telephone number along 
with your logo design to: Canadian 
Nurses Foundation. 50 The Driveway, 
Ottawa, Canada, K2P IE3. The 
contest deadline is set for March 31, 
1978 and the winner is to be 
announced in June of 1978. All entries 
become the property of the CNF and 
all decisions will be final. 


Moving, being married? 
Be sure to notify us in advance. 


. 


Attach label from 
your last issue 01 
copy address and 
code number from il here 


New (Name)/ Address 


Street 


City 


Prov.lState 


Please complete appropriate category 


Postal Code/Zip 


o I hold active membership in provincial nurses' assoc 


reg. no.lperm. cert.llic. no. 


o I am a personal subscnber 


Mall to: The Canadian Nurse, 50 The Dnveway. Ottawa K2P 1 E2 
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Performance 
expectations 
of new grads 


The study Performance 
Expectations of Diploma Nursing 
Graduates in Saskatchewan, 
released by the Saskatchewan 
Registered Nurses Assocation in 
January of this year, has already had 
positive effects. At this year's May 
Annual Meeting in Regina, SRNA 
president Sheila Belton reported to 
membership that the Saskatchewan 
Hospital Services Plan would be 
providing funds this year for a 
one-month orientation program for all 
new graduates beginning worle: In 
hospitals of 50 beds or less. And this 
step is only the beginning. 
The survey grew out of a 
resolution passed by SRNA 
membership at their 1975 Annual 
Meeting because nursing personnel in 
Saskatchewan hospitals and nursing 
homes had stated concerns about the 
nursing capabilities of beginning 
diploma grads. and because the new 
graduates themselves expressed 
concem about their ability to meet 
expectations of employers. 
Performance expectations were 
defined by the Core Committee of 
SRNA's Committee on Registration 
and Admission to Membership as the 
attitudinal characteristics and nursing 
skills that the beginning diploma 
graduate is expected to demonstrate 
in the worle: situation. It was projected 
that survey results would benefit: 
. funding agencies - for 
budgetary puposes 
. employing agencies - for 
planning orientation and inservice 
programs 
. nursing administrators - for 
staffing purposes 
. educational institutions - for 
curriculum planning. 
The survey involved the opinions 
of directors of nursing, directors of 
educational programs. and 1975 
diploma graduates regarding the 
performance expectations of 
beginning graduates in their first 
employment experience in general 
hospitals or nursing homes. It dealt 
only with expectations on the fi rst day 
of employment pnor to an onentation 
period. The study did not concem itself 
with expectations for degree 


graduates or for those worle:ing in 
specialty care units. 
The results of the survey 
indicated that: 
. 1975 diploma graduates rate 
observation and communication skills 
higher as performance expectations 
than the other respondent groups. 
. personal care skills were rated 
high as a performance expectation by 
all groups. 
. skills In assIsting with nutrition 
and mobility as well as nursing 
techniques, diagnostic tests and 
preparation for treatment and patient 
teaching were rated higher by 
educational programs than by the 
other respondent groups. 
. attitude and employment 
characteristics were rated higher by 
directors of nursing in hospitals and 
nursing homes, and by 1975 diploma 
nursing graduates than they were 
rated by educational programs. 
The question raised by higher 
scale ratings of performance 
expectations by beginning graduates 
compared to the rating of other groups 
was that: either the 1975 diploma 
graduates overrated performance 
expectations, or, directors of nursing 
in hospitals, nursing homes, and 
educational programs underrated 
them. 
The survey results indicated the 
need to investigate the reasons forthe 
differences in ratings by educational 
programs and by employing agencies. 
A need was also seen for identification 
ofthegeneralperlbrmance 
expectations which could best be 
acquired through the educational 
program and the specific 
perlbrmance expectations best 
acquired through orientation and 
on-the-job training. 
The assignment of "charge 
nurse" responsibilities on evenings 
and nights within the fi rst six weeks of 
employment by the majority of 
employing agencies raised questions 
regarding patient safety and 
reasonable employment practices. 
The survey results reflected a strong 
need for provisIOn of an orientation 
program and opportunities for 
beginning graduates to worle: with 
experienced staff in order to develop 
confidence before assuming charge 
nurse responsibilities. A need was 
also seen for staff overlap during 
orientation periods. 


The recommendations made by 
the report are all being followed up by 
SRNA through appropriate channels. 
The recommendations are as follows: 
. The questionnaire utilized for this 
survey be further developed into a 
Statement of Performance 
Expectations for Beginning Diploma 
Graduates in Saskatchewan. 
. Each employiñg agency state In 
writing its own performance 
expectations for beginning graduates 
on a progressive basis, as: end of first 
week, end of sixth week, of third 
month, of sIXth month and of first year. 
. In the interest of safe patient care: 
1. Hospitals of 50 beds or less develop 
joinlly an orientation program 
designed to their needs and utilize it 
consistenlly before requiring 
graduates to accept full responsibility 
on evening and night shifts. 
2. Hospitals of 51 beds or more 
reassess their current orientation 
programs and nursing assignment 
practices and adapt them to better 
prepare beginning graduates to 
assume charge nurse responsibilities 
on the evening and night shifts. 
3. The findings of the "Assessment of 
the Plains Health Centre 
Twelve-Week Orientation Program for 
Nurses in their Initial Employment 
Following Completion of a Basic 
Nursing Education Program," which 
indicate that with a planned and 
supervised orientation program, 
beginning diploma graduates are 
capable of meeting the defined 
agency expectations for clinical 
performance within the prescribed 
time period, be recognized as 
supportive evidence of the effects of 
an orientation program. 
. The dangers inherent to patient 
safety when beginning graduates are 
required to assume responsibilities 
beyond their reasonable ability to 
cope (Le. within 6 weeks Or 12 weeks) 
be recognized by hospital trustees 
and administrators and appropriate 
steps be taken to prevent this 
occurrence. 
. Funds necessary for the 
provision of adequate orientation 
programs in all hospitals including 
funds forthe required instructional and 
relief staff be provided. 


. In order to assist the beginning 
graduates in the transition from the 
student to the employee role, 
representatives of nursing meet 
regularly to reassess general and 
specific performance expectations 
and orientation requirements. 
. That a follow-up survey be done 
by sending the questionnaire to 1975 
diplomagraduates upon completion of 
one year of worle: experience. 
Core Committee members of 
SRNA's Committee on Registration 
and Admission to Membership 
involved in conducting the survey 
were: Sister Bernadette Bezaire, 
director of nursing at St. Paul's 
Hospital, Saskatoon - chairman; 
Marion Jackson, Saskatoon; 
Patricia Kraus, Wakaw; Ina Watson, 
Saskatoon; Kitty O'Shaughnessy 
Secretary, SRNA staff. 


N.S. occupational health 
nurses hold seminar 


"She is a member of a team. She is 
involving herself with the activities of 
the safety man, the industrial 
engineer. as well as with the 
physician. She has tremendous 
opportunities to improve health 
services to all in the world of work." 
It is in this light that Frances 
Moss, executive secretary of the 
Registered Nurses Association of 
Nova Scotia sees the occupational 
health nurse. 
Speaking at the Third Spring 
Seminar for Occupational Health 
Nurses, held in Halifax in May, Moss 
said she believes occupational health 
nurses are in a very strategic position 
right now, especially with the new 
emphasis on prevention (health) 
rather than cure. 
"To some of us with an all-hospital 
background, you are indeed in an 
enviable position dealing as you do, 
basically, with healthy people." 
Moss says occupational health 
nursing is a specialty. Practitioners of 
this specialty must apply professional 
nursing principles to developing and 
carrying out a nursing service that is 
tailored to the environment of the 
industry or facility as well as to the 
needs of the employees. 
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The two-day seminar focused on 
the functions and qualifications of 
occupational health nurses as well as 
I progress made in the formation of a 
province-wide association of 
occupational health nurses. 
Coordinator of the seminar was 
Margaret Grice who is president of the 
Halifax-Dartmouth Group. 


Separate collective 
bargaining body 
for AI berta 


Following an example set by eight 
other provinces, members of the 
Alberta Association of Registered 
Nurses are now considering a 
proposal which would serve to set 
apart as independent their collective 
bargaining body. 
Since 1974 the AARN has been 
made up of two divisions: 
. the Professional Development 
Division which is responsible for 
protection of the public by assuring 
that members maintain an acceptable 
standard of practice 
. the Collective Bargaining 
Program which is responsible for 
development and negotiation of 
employee contracts. 
Membership in the Professional 
Development Division of AARN 
numbers 12,000 registered nurses. 
Approximately 7,000 nurses 
participate in the Collective 
Bargaining Program. 
There is apparent 
misunderstanding regarding the 
responsibilities of the Collective 
Bargaining Program as delegated by 
the Alberta labour Act and those of 
the Professional Development arm as 
delegated by the Registered Nurses' 
Act. In order to clarify these roles, the 
Provincial Council of the Association 
has initiated action to provide for 
complete autonomy of the Collective 
Bargaining Program. 
The proposal now before the 
membership would establish the 
Collective Bargaining Program as 
independent of AARN and would 
provide enough time for the orderly 
development of this completely 
autonomous body. 


B.C. nurses join 
public employees 


The labour Relations Division of the 
Registered Nurses Association of 
British Columbia has voted to join that 
province's Public Sector Employee 
Coordinating Council (PSECC). The 
Council is an informal coalition of 
organizations representing public 
employees in British Columbia. 
The labour Relations Division is 
the collective bargaining arm of the 
RNABC, with collective agreements 
covering about two-thirds of the 
Association's 19,000 members. 
The decision to join the Council 
was made by 168 voting delegates to 
the Division's annual convention. That 
convention was held on May 10, one 
day before the full association's 
three-day annual meeting. Both 
sessions were held at the University of 
British Columbia. 
The Council's objectives are: 
. to provide a united voice for 
members on matters of common 
concern to public employees in B.C. 
. to coordinate efforts to promote 
the interests of public employees 
. to educate the public in matters 
that will advance and protect the rights 
of pubHc employees 
. to share information dealing with 
matters of mutual concern. 


Did you know? 
Working under fluorescent lights is not 
good for you! Not only can the glare 
cause a general ill feeling, nausea, 
eyestrain and headaches, fluorescent 
lighting has been linked to bone 
disease and tooth decay in test 
animals, eye problems, certain 
learning difficulties and emotional 
depression. In 1967, Soviet 
researchers stated that people 
working under artificial lighting are 
susceptible to functional disorders of 
the nervous system and Vitamin 0 
deficiency, weakening of the body's 
defences and aggravation of chronic 
diseases. 
In Canada, no one has studied 
the effects of lighting on humans as 
yet. Maybe we should. 


Health happenings in the news 


Widespread interest in the fiber 
content of the American diet has 
resulted in a surge in consumption of 
bran cereals according to a report in 
the Journal of School Health. Total 
pound sales of ready-to-eat bran 
cereals have increased 20% during 
the last year in the U.S. (Data from 
A.C. Neilsen Company). "Consumers 
have reacted strongly to widely 
publicized medical studies reporting 
health benefits from diets in which the 
amount of fiber is greater than in most 
American diets," Dr. Robert B. 
Gravani. Ph.D., Science Director, 
Cereal Institute, Inc., stated. 
Much of the current interest in 
fiber results from reports by Dr. D.P. 
Burkitt, a British surgeon, who 
observed that rural Africans whose 
diets are high in fiber-contaimng foods 
have a low incidence of several 
important diseases, including 
appendicitis, hemorrhoids, 
diverticular disease and cancer of the 
colon. Since these same diseases are 
much more prevalent in the United 
States and other countries where diets 
are low in fiber, researchers theorize 
that lack of fiber may playa role in the 
development of these diseases. 
While many foods of plant origin 
contain fiber, the amount varies from 
one type of food to another. Some 
breakfast cereals are convenient 
sources of fiber. As an aid to 
consumers, the percentage of fiber in 
breakfast cereals containing 
significant amounts is increasingly 
being shown on packages. 
The amount of crude fiber in the 
following foods is: 
High bran content cereals ....7.5 0 0 
40% bran cereals....3.5 0 o 
Raisin bran cereals....2.5% 
Wheat germ ....2.0% 
Whole wheat cereals 
(shredded, flaked or formed)....1.8% 
Hot whole wheat cereals ....1.8% 
Hot oat cereals....1.100 
Whole wheat bread....1.6% 


Discovery that one strain of gonorrhea 
has recently acquired total 
resistance to penicillin, is a sign of 
things to come according to Dr. Alex 
Morrison head of the federal Health 
Protection Branch, Health and 
Welfare Canada. 
Dr. Morrison predicts that 
"Scientists have begun the first lap of 
what may become a life and death 
race with bacteria, as more and more 
of the 'bugs' outwit antibiotic strains." 
He points out that, as bacteria acquire 
resistance to one antibiotic drug, 
scientists race to create another drug. 
He does not know if a time will come 
when researchers lose their perilous 
game of leap-frog. 
"It is now ultimately a problem for 
the drug industry which must increase 
its efforts to synthesize new drugs," he 
says, noting that many of these newer, 
more exotic antibiotics have far more 
unwanted side effects than penicillin, 
which "is eminently safe for all but the 
few people who are allergic to it." 
Antibiotic resistance will sharply 
drive up medical care costs, experts 
predict, because the new antibiotics 
are far more expensive than the old. 


The Council on Drug Abuse has an 
action plan available which can help a 
community in preventing drug 
abuse. Free copies of the Community 
Conference Action Plan are available 
from: Council on Drug Abuse, 
56 Explanade St. East, Suite 303, 
Toronro,Ont
ro, M5E1A
 


Did you know ... 
CNA Rules and Regulations have 
been revised to permit the submission 
in writing to the resolutions 
committee by any association 
member or ordinary member of a 
resolution signed by that member, 
throughout the year and up to the 
beginning of the 12th week preceding 
the annual meeting. The bo
d of 
directors shall have the right, at any 
time up to the date of the annual 
meeting, to submit resolutions relating 
to the business of the board. 
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When parents are faced with the fact that their ch ild has congen ita I dislocated 
hip, a potentially serious disability, their initial reaction is often one of alarm. 
They may grow more perturbed when they are confronted with the 
responsibility for the home care of their small infant, especially if the child 
now wears an unwieldy body cast or bulky abduction splint. Medical 
intervention constitutes an important part of the child's treatment. But the 
nursing care that the parents can give their child will depend to a large extent 
on how well the nurse is able to teach the parents. Effective teaching and 
support of the parents throughout the child's lengthy course of treatment 
depends on the nurse's understanding of the disability, her awareness of the 
infant's psychosocial needs, her rapport with the child's parents and practical 
know-how ... 
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Glossary 
. Abduction - the lateral movement ofthe . 'Dislocatable' Hips - hips that are 
limbs away from the median plane of the basically unstable; the femoral head may 
body be passively dislocated from the 
acetabulum 
. Adduction-the lateral movement of the 
limbs towards the median plane of the . Innominate Osteotomy - the incision or 
body transection of the innomnate (hip) bone 
. Anteversion - tipping or bending . Myotomy - surgical division or 
forward dissection of a muscle 
. Avascular necrosis - death of bone or . Reduction - restoration to normal 
tissue due to a poor blood supply position 
. Congenital Dislocated Hip - an . Subluxation of the Hip - the lateral and 
anomaly in which the head of the femur upwards migration of the femoral head 
lies outside the underdeveloped from its normal position. Unlike 
acetabulum or hip socket in a stretched dislocation, in subluxation the femoral 
elongated joint capsule. head is still in the acetabulum. 
. Tenotomy - surgical transectIOn of a 
tendon 


Congenital Dislocated Hip has all the 
potential of a serious and crippling anomaly 
Early discovery of the problem can usually 
mean complete correction through medical, 
surgical and nursing management, but the 
chance of successful treatment declines 
remarkably as the infant grows older. 
Understanding the disability and its treatment 
is one important consideration in providing 
thorough nursing care. 
Congenital dislocated hip is a condition 
that affects between 1.5 to 1.7 infants in every 
1,000 births. 1 In more than half these cases, 
the condition is bilateral. 2 It is estimated that 
one in 60 to 80 infants are born with unstable or 
dislocatable hips, but that only 12% of these 
babies will progress to the point of actual 
dislocation. 3 CDH appears eight times more 
frequently in girls than in boys 4 and shows a 
familial tendency in 20 to 30% of recorded 
cases. 5 Specific child care practices increase 
the incidence of the anomaly in some 
countries. 
There are a number of theories regarding 
the hereditary and environmental factors 
contributing to CDH. In utero, the hip jOint of 
the fetus develops by being held in a position 
of acute flexion. A baby born with dislocatable 
hips exhibits an unusual degree of hip joint 
laxity (possibly due to genetic factors or the 
mother's hormones during pregnancy). If, in 
the first few weeks of life, this baby's hips are 
passively extended from the uterine position of 


flexion, the hips may dislocate or sub lux. 
Passive extension of an infant's hips may 
occur during a breech delivery. where the 
incidence of CDH is 30%,6 or because of child 
care practices that adduct the infant's hips with 
tight blankets or cradle boards, as seen in 
Germany, Northern Italy, or according to the 
custom of some North American Indians. 
Persistent dislocation or subluxation of 
the femoral head from its normal position in the 
acetabulum leads to secondary changes in the 
hip joint, changes that prove more severe and 
less reversible with the increasing age of the 
child. These changes include: 
. acetabular dysplasia, resulting in a 
shallow, maldirected acetabulum 
. an increase in the normal femoral neck 
anteversion 
. hypertrophy of the stretched elongated 
capsule 
. contracture and shortening of the 
muscles crossing the hip joint. the iliopsoas 
and adductors 
. delay in ossification of the femoral head 
. development of a secondary false 
acetabulum in the ilium, if dislocation 
continues. 


Diagnosis and Treatment 
Diagnostic signs of CDH vary according 
to the age of the child, and treatment of the 
anomaly depends upon the age of the child at 
diagnosis. The following is a summary of 
diagnostic signs and treatment according to 
the child's age: 
Birth to three months 


Instability of the child's hip joint can be felt and 
sometimes heard through the Ortolani test. In 
this test, the infanfs flexed hips are abducted 
to produce the "click" of reduction, a sign 
usually present only in the neonate. As the 
baby's hip gradually tightens in the dislocated 
or subluxed position, limited abduction 
becomes the more important diagnostic sign. 
Asymmetry of the child's gluteal skin folds are 
also an important Indicator of CDH at this age 
Treatmënt for early diagnosed CDH 
consists of gentle reduction of the dislocation 
and maintenance of the hips in the stable 
flexed abducted position. This may perhaps be 
done initially with plaster and/or a splinting 
deVice such as the Frejka Pillow, Pavlic 
Hamess, Or other abduction splint. In the very 
young infant whose hips are not too unstable, 
bulky diapering with several diapers or towels 
may be used to keep the child's hips in a stable 
position. This course of treatment IS followed 
for two to four months until the joint capsule is 
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tighter and the femoral head has stimulated 
the development of the acetabulum. A child 
treated at this age can be expected to develop 
a normal hip. 


Three to 18 months 


In an older child, the adduction contracture of 
the hips is more pronounced. There may be an 
apparent shortening of the involved leg, and 
the perineal area may be wider than normal, 
particularly in the child with bilateral CDH. 
"T
lescoping" can be felt as the child's femur 
moves within the thigh. As she begins to walk, 
the child will have a Trendelenberg gait, in 
which she shifts her body weight to the 
affected side. If she has bilateral CDH, the 
child will have a waddling gait. X-rays will 
reveal acetabular dysplasia and delay in 
ossification of the femoral head, which is 
displaced upwards and laterally in varying 
degrees from its normal position. 
Initial treatment at this age involves the 
use of Split Russell or Bryant's traction to pull 
the femoral head to a position opposite the 
acetabulum and to loosen the tight adductor 
muscles. This is followed by percutaneous 
adductor tenotomy, closed or if necessary 
open reduction and the application of a hip 
spica cast. The cast maintains the child's hip 
in the position of greatest stability, usually 90' 
to 110' flexion and 50 0 to 60 0 abduction. 
The child's hip will be immobilized in this 
way for three to 18 months depending on 
radiographic evidence of progress and the 
doctor's preferred mode of treatment. The cast 
is usually changed several times during this 
period. Following cast removal, the child may 
be maintained in an abduction splint for a 
variable length of time, during which her 
normal activities are gradually resumed. The 
prognosis for normal hip development is good 
for 80% of the children treated at this stage, the 
better prognosis for younger babies. 7 


18 months to five years 


In the older child, the secondary changes 
induced by CDH are much mOre severe and 
usually a longer period of traction is required 
for treatment. Skeletal traction is occasionally 
used. Subcutaneous adductor tenotomy or 
open adductor myotomy may be followed by 
an attempted closed reduction. Because there 
is only a30% success rateforthis procedure at 
this age,8 open reduction may be combined 
with reconstructive surgery. Innominate 
osteotomy, a procedure aimed at redirecting 
the acetabulum to obtain a better hip joint, may 
be necessary. Even with this approach, results 
of treatment are not as successful as those 
obtained by treatment in the first three months 
of the child's life. 


Five years and older 


Fortunately very few children with CDH reach 
the age of five without diagnosis. The severity 


of secondary changes at this stage usually 
prohibits success even with extensive bony 
surgery. In adult life, only palliative 
procedures may be done to alleviate the pain 
of severe arthritic changes. 
Certain complications accompany the 
treatment of CDH, among them: 
. redislocation and avascular necrosis of 
the femoral head 
. fracture of the femoral neck or 
subtrochanteric region due to prolonged 
immobilization 
. nerve paralysis. 


Nursing Care 
Treatment of the child with congenital 
dislocated hip involves the cooperative effort 
of a variety of medical and paramedical 
workers. Nurses working in many areas, 
whether in the newborn nursery, public health, 
pediatric, clinic and office settings, have an 
opportunity to detect CDH in a child. TMir 
careful observations, or tne concern 
expressed by parents should alert them to 
signs of possible problems. If nurses have any 
suspicions about the possibility of CDH they 
should encourage parents to seek medical 
attention for the child immediately. 
Parent teaching is perhaps the most 
important aspect of nursing the child with 
CDH. After all, it is the parents who will be 
providing most of the direct care to the child 
while she is in an awkward cast and/or brace. 
The nurse needs a thorough understanding of 
the condition, its treatment, and normal child 
growth and development in order to teach and 
support the parents adequately in their care. 
An awareness that the treatment of CDH 
deprives the infant of the normal opportunity to 
carry on certain developmental tasks is 
required to ensure that special provisions are 
made by the parents to meet the child's needs. 
When an infant with CDH is admitted to 
the hospital for traction, her parents are 
usually very anxious, in need of reassurance 
and emotional support. Often they have just 
received the news of a potentially severe 
congenital problem. Initially, they may be 
horrified at the traction apparatus applied to 
their baby, but after they are helped to deal 
with these initial reactions, they are ready for 
explanations and ready to begin to participate 
in their child's care. .. 
Nursing the infant in traction involves the 
use of general principles of traction care, 
including observation of the neurovascular 
status of the limb(s) in traction and the 
condition of the traction apparatus. 
Psychological considerations of the baby's 
care need not be neglected. Some doctors 
allow the infant to be taken out of traction for 
feeding, so that forthis period of time, the child 
can be cuddled. Surrounding the baby with 
brightly colored bumper pads, possibly 


brought from home, may give the child a 
greater feeling of security. If it is feasible with 
the home situation and in accordance with 
hospital policy, the mother may be 
encouraged to take part in her baby's hospital 
care. Diversion through the use of mobiles, 
toys and frequent staff visits also help the child 
to be more comfortable. 


Care of the child in a hip spica 


After adductor tenotomy and closed reduction, 
the child is placed in a long or short leg hip 
spica cast. At first many parents are 
overwhelmed by the size of the cast and the 
prospect of caring for the baby in this cast at 
home. While the child is in the hospital and her 
cast is drying, the nurse can gently reassure 
the family and tell them what they need to 
know in order to care for the baby at home. Her 
instructions and demonstrations can be 
supplemented by a written information sheet 
that the parents can refer to when they take 
their baby home. 


Skin care 


Good skin care is a very important aspect of 
nursing the baby in a spica and it is necessary 
to promote healthy skin and to prevent cast 
sores. Each day, the baby should be washed 
and dried on all exposed areas of her body and 
as far under the cast as her mother's fingers 
can reach. Several times daily, alcohol should 
be rubbed on the baby's back, on bony 
prominences and along cast edges. This helps 
to refresh and toughen the baby's skin. 
Parents should be told to avoid the use of 
powders and lotions. They should also be 
cautioned against tucking extra padding along 
cast edges in an attempt to protect the child's 
skin - this only creates pressure points and 
predisposes to skin breakdown. 


Care of the cast 


Keeping the cast dry and clean is one of the 
most challenging aspects of the child's 
physical care. Most hospitals initially set the 
child on a Bradford Frame with a urinary 
drainage system to ensure thorough drying of 
the plaster without soilage with urine and stool. 
The child mayor may not be sent home with 
this setup, depending upon hospital policy. 
Parents are often quite perturbed by the 
appearance of the frame and its use ought to 
be explained. Whether or not the child is to be 
nursed at home on a Bradford Frame, her 
head should be elevated to promote downhill 
drainage of urine. This may be accomplished 
by placing blocks under the frame at the baby's 
shoulders, or by raising the head of the 
mattress. The mattress should have a 
waterproof cover. 
Careful diapering is important for 
protection of the cast, and the baby's skin. The 
mother should be shown how to diaper her 



baby while the child is in the spica. First, the 
diaper is folded so that it is slightly larger than 
the opening in the cast that it is to fill. Then, a 
piece of plastic food wrap is cut, slightly larger 
than the folded diaper. The diaper is then 
placed on top of the food wrap. The mother 
should be shown how to tuck both diaper and 
plastic well under the cast edges, so that the 
wrap is on the outside and extends beyond the 
diaper to prevent it from touching the cast. 
Disposable diapers may be cut to size and 
inserted in a similar manner, with the plastic 
backing against the cast surface. 
Diapers should be changed frequently. If 
the cast does become soiled it may be wiped 
clean with a damp cloth and a cleansing agent 
without bleach, such as Bon Ami." A wet cast 
can be dried with a hair drier turned to the cool 
setting. 
"Peta/ling" the cast 


Finishing the cast edges with waterproof 
adhesive tape will assist in keeping the inside 
and outside of the cast dry and in smoothing 
the rough edges that could abrade the infant's 
skin. "Petalling" is usually done by the nursing 
staff two days after the application of the cast, 
when the plaster is completely dry. If the baby 
goes home before her cast is dry, the mother 
should be carefully instructed in the 
application of tape petals. If necessary, 
provision can be made for the community 
nurse to assist the mother with this procedure 
in the home. 
Before petal/ing the cast, the nurse should 
make sure that the cast is properly trimmed to 
allow adequate breathing and eating room at 
the abdomen and space for diapering in the 
perineal area. On short leg spicas, the nurse 
can check to see that the cast is properly 
trimmed - a poorly trimmed cast can create 
dangerous pressure in the popliteal fossa. 
Signs to watch for: 


Parents who care for their child while she is in a 
cast need to be told about certain signs that 
should be brought to the attention of their 
doctor without hesitation. Such signs 
include: 
. swelling of the baby's extremities 
. discoloration or coldness of the baby's 
toes 
. an unusual odor or elevated temperature 
without apparent cause 
. unusual irritability of the child 
. softening or breaking of the cast. If the 
cast softens or breaks, it may no longer 
maintain the child's hips in the correct position. 
. signs that the baby appears to be 
outgrowing the cast. 
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Psychosocial needs of the baby 


In her contact with the parents, the nurse is 
given the opportunity to assess their ability to 
meet the child's psychosocial needs, and to 
provide them with the necessary guidance. 
Most infants, although initially frustrated by 
their immobility, adjust to it very well. Older 
children who are used to walking prior to 
treatment, may find adjustment more difficult, 
and therefore need appropriate support. 
The infant in the hip spica should not be 
left to he in her crib all day. She needs 
stimulation and body contact in order to 
develop well. Her mother can be encouraged 
to vary the child's position. The child can be 
propped up in a stroller or chair with pillows, 
allowed to crawl on the floor, and be cuddled in 
her mother's lap. Some imaginative parents 
have constructed special chairs for their 
children, chairs that they can continue to use 
when the cast is removed and an abduction 
splint is being used. 
The baby needs diversionary toys and 
mobiles. Parents should be cautioned against 
giving her small toys that might be slipped 
inside a cast. They should be taught to check 
the cast from time to time for the presence of 
small toys or bits of food that could cause skin 
breakdown. 


Caring for the Child in a Splint 
Care of the child in an abduction splint is 
generally the same regardless of the child's 
age. To the parents of the neonate, the brace 
is tangible evidence that their baby is not 
normal, and they may need help in accepting 
the problem. Parents of the older baby who is 
graduating from the cast to the splint will 
probably welcome the splint as a sign of 
progress, although they invariably feel 
discouraged at the length of time that 
treatment requires. 
The doctor orders the amount of time that 
the child is to spend in the splint, and the 
parents should be told to follow this schedule 
carefully. Initially, the baby usually spends 23 
hours a day in the brace; the brace is removed 
only for baths and diaper changes. As the 
child's acetabulum develops, the time she 
spends in the brace is usually decreased. 
Good diapering is just as essential for the 
child in the splint as it is for the child in a cast. 
For the child in an abduction device like the 


17 


Frejka pillow or bulky diapering, the heavy 
covering of the baby's perineum may 
predispose her to diaper rash, particularly in 
hot weather. Frequent changes aid in keeping 
the splint clean and the skin healthy. 
Parents may be advised to place young 
infants on their abdomens for sleeping, as this 
position further helps to keep the child's hips in 
the corrective position, as does carrying the 
baby in a straddling position on her mother's 
hip. 
Parents of older children need to be 
cautioned against using Jolly Jumpers" for 
their children. The use of walkers should also 
be discouraged. The child should not be 
encouraged to stand, cruise or walk in her 
braces. The nurse needs to understand how 
difficult and frustrating it is for parents to have 
to discourage their child's mobility. Older 
children often begin to walk in their splints, 
despite all opposition - sometimes the use of 
a sitdown toy car will discourage this tendency. 
Persistent ambulation in the brace should be 
reported to the doctor as many feel that this 
may contribute to unwanted forces on the hip. 


Public Health Involvement 
The public health nurse has an important 
role to play in aiding the family of the child with 
CDH. If she has not been involved with the 
detection of the problem, her first contact will 
generally follow a referral from the hospital 
where the baby is being treated. She can help 
the family learn to care for their child when she 
first comes home, and reinforce the teaching 
done at the hospital before the baby's 
discharge. In addition to teaching, she can 
provide ongoing support and reassurance to 
the parents as they begin to adjust to their 
baby's disability. To provide realistic teaching 
and support, it is important that she maintain a 
close contact with the child's doctor and with 
the clinic or hospital where the baby is being 
treated. 


. Bon Ami is a registered trademark of Standard 
Household Products Corp. 
.. Jolly Jumper is a registered trade mark of 
International Pediatric Products Limited 
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Usa, in a long leg hip spica cast, 
sitting propped up on a chair with a 
pillow. Note the tape "petals" around 
the perineal. ankle and (not seen) 
abdominal areas. 


LISA 


When Lisa was only three months 
old, her mother noticed that the 
child's right hip had limIted 
movement, and began to find it 
increasingly difficult to clean the 
crease in the child's right groin. A 
month later, Lisa's pediatrician 
referred her to an orthopedic 
surgeon who confirmed through 
examination and X-rays that Lisa's 
right hip was dislocated. It was the 
doctor's opinion that at birth, Lisa's 
hip had a predisposition to 
subluxation, but that without 
treatment, it had progressed to 
dislocation a month before 
diagnosis. (Lisa's six-week 
examination had revealed no 
abnormal findings.) At four and a 
half months old, Lisa was admitted 
to hospital for treatment. 
A week before her surgery, 
Lisa was placed in Bryant's 
traction. This marked the beginning 
of her family's adjustment to the 
long period of her treatment. Her 
mother had to face the Immediate 
problem of how to breast-feed Lisa 
and the family and staff aimed at 
keeping her happily entertained 
while she was in traction. But these 
details of care were only part of the 
larger problem of learning to accept 
that Lisa, who seemed so 'normal', 


had a serious defect, one with the 
potential of long-lasting effects. 
On Lisa's admission to 
hospital, the nurses spent a good 
deal of time with her mother, 
encouraging her to verbalize her 
feelings, answering her questions, 
and trying to prepare her for Lisa's 
further care in a hip spica cast. 
A week after admission, LIsa 
was taken to the operating room 
where a percutaneous adductor 
tenotomy, closed reduction and 
application of a hip spica cast were 
performed under general 
anesthesia. 
Initially, Mrs. M. was 
overwhelmed by the size of her 
daughter's cast. However, she 
became more comfortable with it in 
the two days before Lisa's 
discharge, and gradually, with the 
help and encouragement of the 
nurses, she began caring for Lisa 
herself. The appearance of the 
Bradford Frame bothered her at 
first, and she was reassured to 
learn that she wouldn't have to use 
it at home. On Lisa's discharge day, 
a nurse "petalled" her cast with 
waterproof tape and final 
arrangements were made for a 
public health nurse to visit Lisa and 
her family at home. 
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Mrs. M. managed well at home 
- much better than she had 
imagined. Lisa's sisters and 
brothers were delighted to have 
their baby sister back at home, and 
kept her happy by playing with her. 
To her mother's amazement Lisa 
adjusted quite happily to her cast 
and seemed quite comfortable in it. 
Mrs. M's main problem lay in 
keeping the cast clean and dry, but 
following the guidelines given to 
her at the hospital, she grew 
confident and successful in this 
aspect of her daughter's care. 
After five weeks at home, Lisa 
was readmitted to the hospital for a 
one-day stay and her hip spica was 
changed under general anesthesia. 
Examination proved that both hips 
were stable, and X-rays showed the 
right hip to be in good position. 
Mrs. M. was a little anxious 
taking Lisa home that day as her 
daughter's cast was still wet, but 
the nurses in the day care unit 
offered advice to her on how to dry 
the cast. Two days later, the public 
heaith nurse, already familiar to 
Lisa's family, came to assist Mrs. M. 
In applying tape petals to the cast. 
Mrs. M. was much more 
comfortable caring for Lisa in her 
second cast, and wasn't perturbed 



even when the cast broke at Lisa's 
rIght thigh. She just took her 
daughter to the hospital plaster 
room where the damage was 
quickly repaired. 
Two and a half months after the 
initiation of treatment, Lisa's hip 
spica was removed for good; her 
X-rays showed centering of the 
femoral head and good 
development of the acetabulum. 
I Mrs. M. was thrilled to have Lisa's 
cast removed, although she was 
somewhat worried about injuring 
Lisa now that her hip was protected 
only by a plastic abduction splint. 
It was a day of celebration in the M. 
household. 
From then on, Lisa made 
regular viaits to her doctor for 
examination and X-rays that 
Indicated continued improvement 
in her hip. Initially Mrs. M. was 
disappointed that Lisa's progress 
In the brace aeemed so alow; she 
had hoped that the brace would 
only be necessary for a few weeks. 
Gradually, with help from an 
understanding doctor and nurse, 
she accepted Lisa's slow but 
steady progress and found 
encouragement in her amall steps 
towards improvement. 


. II" .....dIlCiula.. nUI;M: VUI, 1;;11'1' 


X-ray showing Congenital Dislocated 
Hip in a twenty-month-old child. Note 
the upward and lateral displacement 
and delayed ossification of the right 
femoral head as well as the oblique, 
dysplastic acetabulum. 
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Three and a half months after 
the cast was removed, Lisa was 
allowed out of her brace for four 
hours each day. Two months later, 
she reached the stage where the 
brace was only necessary during 
the night. By this time she had 
developed her own way of crawling 
in the brace - she sat on her 
bottom and pushed herself 
backwards much to her family's 
amusement. 
At 13 1/2 montha old, nine 
months after the initiation of 
treatment, Lisa stood for the first 
time. By this time, her brace had 
proclaimed old age. Mra. M. had 
been told not to replace the brace 
after it had worn out. A month later, 
Lisa was cruising, and at 16 months 
of age, to the joy of her family, she 
began to walk independently. 
Lisa will continue to visit her 
doctor, increasing the intervals 
between visits so that the doctor 
can check her hips and record her 
development. Her prognosis to live 
a healthy, active and normal life is 
excellent, thanks to early and 
comprehensive treatment. '" 
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AGiftof Tomorrow 


connC!ction 


Five years ago, Patricia was an active 
young person who loved to dance, to 
skate, to bowl and to travel. She was 
learning to swim and had plans to take 
up skiing the following winter. The 
events of a few moments changed all 
of that. Now, as she says, she lives in a 
chair. This is her story of what it's like 
to become a paraplegic. 


Patricia Harcourt French 
As a paraplegic, mine is a silent cry of 
desperation - "I wantto live."1 want to live- 
but not as I do now in a tiny 16"x16" world. I 
want to live as I did before, doing all the things I 
used to do - knowing the fascination ofthings 
left undone because of the certainty that there 
will be a tomorrow. My tomorrow died the day 
of my accident. 
Each of us knows that death will come 
eventually, that it is the completion of the life 
cycle. But we are not aware of it daily; it is a date 
with the future and so we do not think of it. We 
are too taken up with the challenge of living. As 
a paraplegic my emotions are mixed: there is 
fear of living and fear of death and the 
unknown. 
The past five years have passed so 
quickly that it surprises even me. It has been a 
period of heartbreak, pain, both physical and 
mental, hopelessness, and loneliness. For 
me, that is surprising -I, who never knew the 
meaning of the word, and yet it is not 
loneliness in the true sense ofthe word. It is the 
fact that I cannot get up and go, do all the 
things I loved to do. And, of course, there have 
been many, many tears - enough to fill an 
ocean. 
As a child I can recall how I hated to see 
anything caged, never thinking that one day I 
would be trapped in a prison such as this. 
Perhaps time will teach me the true meaning of 
'mind over matter' and this chair will cease to 
be a prison! Have I thought too much of bodily 
freedom? Someone who is free might think so. 
But is that not the goal of each of us - to keep 
ourselves - mind and body - free? It seems 
to be a vicious circle. Why are we not taught as 
children that freedom of the mind is far more 
important than physical freedom so that when 
it is taken away we are more able to cope with 
its loss? A foolish thought - it takes time, 
patience and effort to learn the true meaning of 
mental freedom. 


It never entered my mind, as I suppose it 
never enters the mind of most of us, that I 
would become a paraplegic. These things only 
happen to someone else! And then one day I 
was faced with the fact that I was paralyzed 
and I had to learn all that goes with the 
helplessness of a useless body. Oh, you learn 
to live or at least exist. You are taught the 
necessary transfers, the routine of daily living 
and, of course you improvise as you go along, 
meeting every situation with an attempt to 
overcome it, or a 'would you please do this or 
that for me.' You are even taught to get in and 
out of your chair but often when the need 
arises your teaching goes by the board and 
then you know the humiliation of dragging 
ycurselfto a telephone and asking for help. It is 
like watching proud animals in a circus being 
put through their paces. It brings no pleasure 
to watch the dignity of these once proud beasts 
destroyed. 
Why is it when we are brought in all 
battered and bruised and probably near death, 
and doctors know that we will be confined to 
wheelchairs for the rest of our life, that we are 
not left to die with some dignity? Surely that is 
our right. You will say the doctors are doing 
what they must - abiding by their oath. But I 
wonder whether anyone has ever stood 
outside himself and watched this procedure- 
each person doing his share to complete the 
'finished' product on an ' assembly-line.' Do 
these people ever think of our physical and 
mental anguish during our progress down this 
assembly-line? No, that is not part of their job. 
And sO,eventually,you leave the hospital to 
embark on another phase of your new life. 


Rehabilitation 
At the rehab center, you go through days, 
weeks, months even years offighting for a new 
way of life. It is here that you slowly come to 
realize what it is to be confined to a wheelchair. 
Each little hurdle you come up against and 
eventually surmount brings its own share of 


heartache, mainly because it is something you I 
had no knowledge of before and so do not t 
know how to contend with. Some of the 
incidents I could never put down on paper. I 
can only compare this learning process to tha 
of a baby who has the mind of an adult. j 
The months stretch ahead. You learn 
again to do all the simple things that you 
learned as a child. The time this takes differs 
from person to person. You fight for days juS'! 
to lift a leg onto a bed for a transfer; you learn tc 
use your arms in place of your legs and to I 
strengthen them with various exercises so that 
eventually they compensate, in the activity of 
daily living, for the loss of your legs. But, make I 
no mistake, nothing can ever compensate for I 
the loss of one's legs. 
When you enter this new world there are I 
so many things to contend with all at once. At r 
the same time you must surrender your 
privacy. And so you fight all the harder to cling 
to your last shreds of identity because this is alii 
that separates you from the crowd. This is your 
pride, your heritage, your individuality. And so 
the fight continues from day-to-day, I 
minute-to-minute. You overcome one obstacle I 
only to be deflated by another! 
A disabled person learns very early to 
take just one step at a time. As Dr. Schweitzer I 
said, it is better to light a small candle than to 
remain in darkness. I sometimes think that 
before my accident I was a great big 
chandelier. When it shattered into a million I 
pieces, all that was left was a tiny candle. Now I 
often stumble and fall because the glow from I 
that candle encircles a very small area, but 
recently I have been surprised to find that 
others have seen and followed that little light 
as well-like moths gathering around a flame. 
A wise man once said: "You only have this 
moment, tomorrow is a gift from God." How 
very true for a paraplegic or quadriplegic. 
Do we not live on borrowed time? '" 


Patricia Harcourt French, author of "A Gift of 
Tomorrow," has learned to cope with her 
disadvantages and now holds a responsible 
position as medical secretary to a 
neurosurgeon in a Toronto hospital. Her 
interests include meeting new people, 
gourmet food, sketching, reading, crewelling 
and taking care of plants. When she wrote "A 
Gittof Tomorrow" three years ago, she says it 
was not intended for publication but simply a 
way of expressing her thoughts and feelings. 



f 


The Canadoan Nurse July 1977 


21 


The Canadian Institute of Child Health: 
A Personal 
Responsibility 


On July 1 st, 1977, the Canadian Institute of 
Child Health began operation in Ottawa. The 
purpose of the Institute is to act as an advocate 
on behalf of children regarding their health 
needs. What relevance will the Institute have for 
us as nurses involved directly in the care of 
children? How can we actively participate in its 
aim to improve the health of our children? 
Shirley Post, a nurse involved with the 
development of the Institute since its beginning 
says nurses are in a key position to help ... 
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Shirley posrs involvement with the Institute of 
Child Health really began a full two years 
ago. The Hospital for Sick Children 
Foundation in Toronto commissioned her to 
examine the need for an Institute of Child 
Health in June of 1975. For six months Shirley 
travelled across Canada talking to people and 
organizations concerned with child health. 
After compiling her data she submitted her 
report to the Foundation in April of 1976. 
Shirley's research and study led her to 
endorse the concept of an Institute. Now the 
Hospital for Sick Children Foundation and the 
Canadian Council on Children and Youth 
have agreed to co-found the Institute of Child 
Health. 
I talked to Shirley about her involvement; 
past, present and future. 


Q. A considerable amount of time 
passed, Shirley, from when you finished 
your study to this announcement of the 
formation of the Institute. Were you 
beginning to doubt it would ever be 
formed? 
Shirley: Oh no, by the time I finished the report 
I was really convinced that we needed some 
sort of an organization in Canada that really 
spoke out as far as child health was 
concerned. I guess I had talked to enough 
people and identified enough issues that I 
really felt it was time someone started to take 
action in some of these areas. You know, there 
were times when I told myself this was an 
important enough thing that if The Hospital for 
Sick Children Foundation didn't act on it I'd do 
it myself, even if initially it was just trying to get 
groups of mothers together. 
Q. Why do you believe it is so important? 
Why does Canada need an Institute of 
Child Health? 
Shirley: Well, what has tended to happen in 
Canada, and what I feel is one of our biggest 
problems, is that children have become lost in 
the overall picture. That, because there hasn't 
been anyone there to ask, "Hey, what about 
the kids?" or "How is this policy or that 
legislation going to effect the children ?" quite 
bluntly, children have, very often, been 
overlooked. Did you know there are eight 
million children in Canada right now? 


Q. Quoting the Institute's press release you 
define health as "complete physical, 
mental and social well-being and the 
mission of the Institute is to be an effective 
and useful force to improve the health and, 
therefore, the quality of life for Canadian 
children". Considering this involves some 
eight million people that's almost 
awe-inspiring. 
Shirley: I think it's importantto remember that 
we're not calling for a revolution. I mean there 
are some very worthwhile child health 
programs in the country but the problem is, 
they're spotty both regionally and 
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What we have to do in Canada is change 
some of our priorities. We have to work 
together to put these programs into a more 
integrated network of services for the child. 


Q. The Institute is to take a 
"multidisciplinary" approach to child 
health. What is it you mean by this? 
Shirley: You see, we feel a lot of the problems 
in child health today are not strictly medical. A 
lot of them are classified by some people as 
"new morbidity" problems. These are things 
such as learning disabilities and all of our 
teenage problems like suicide, venereal 
disease and unwed mothers. The doctor alone 
won't be able to solve all these problems. It's 
really going to take the cooperative efforts of 
all of our professional people - our doctors, 
nurses, psychologists and teachers. We really 
have to work together towards a common goal. 


Q. In your report to the Foundation y'ou 
point out that during the course of your 
travels across Canada you talked to 
200-300 people about child health. Who 
was it you talked to? 
Shirley: I talked to doctors, nurses and other 
people in the health care profession. I talked to 
university professors. But, more importantly, I 
talked to a lot of parents and consumers and 
really anyone who would listen to me. In some 
areas I was on television and open-line radio 
shows telling people that I was there and 
talking to them about the study I was doing. As 
a result of those appearances I got a number of 
letters and phone calls from people who 
wanted to talk about issues they thought were 
particular problems. 


Q. What did the people you talked to have 
to say? What were some of their worries? 
Shirley: There were different things. For 
instance, I remember school teachers talked 
to me about what they thought was the poor 
state of health of the children in their 
classrooms. They were worried because their 
students weren't getting proper nutrition, their 
immunizations weren't up-to-date. The 
children were coming to school, a lot of them, 
neglected - dirty - and the teachers were 
concerned about the general state of health of 
these children. They would point out to me 
they couldn't teach a child if he hadn't had a 
good breakfast or a good dinner or if he hadn't 
been put to bed so he'd have a good night's 
sleep. If a child sleeps in the classroom he's 
not going to be able to learn anything. 
Q. What about the organizations you spoke 
with? What were their reactions to your 
study? 
Shirley: If I can use an example, the Canadian 
Pediatric Society has been very interested in 
the Institute. We talked to them about it and 
they were very supportive. They had a 
conference in Montebello a number of years 
ago, I guess it was about five years ago, called 
Unmet Needs in Child Health. The pOint I'm 
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trying to make is I didn't discover the wheel 
myself, we know we've had these problems for 
a long time. But I guess the thing is, even 
although the Pediatric Society had the 
Conference and talked about a lot of these 
"unmet needs," nothing had happened since 
the conference. Nothing had been done. This 
is where we hope the Institute is going to be 
different. We're going to be action oriented and 
we're going to take some of the reports and 
recommendations on child health and see ;f 
we can't get something done. 


Q. How? I mean I'm sure every organization 
begins very idealistically only to find 
themselves immobilized by red tape and 
administration a few years later. How will 
the Institute avoid this and be action 
oriented? 
Shirley: How? Well, you don't do it 
overnight and I think you have to have your 
long range objectives in the back of your 
mind all the time. We'" need some sort of 
comprehensive, integrated plan for child 
health. Then we'll have to ask ourselves just 
what that means and what kind of guidelines 
we'll have to set up to follow our plan. We'll 
have to decide just what the elements in this 
grand plan are to be. Then, and only then, will 
we be able to start picking up these pieces, or 
elements, one at a time. We'll try, I think, to get 
other organizations and people right across 
the country interested in them. 
I'll give you an example. Let's take chronic 
care children with long-term problems. We've 
got a lot of these kids around right now. We 
could get people to take a look in their 
community, or region, at what kinds of services 
are available for those kids. We should get 
people to look at those services, not just in 
terms of acute hospital care, but in terms of 
primary care and of follow-up care. What's the 
role of the Crippled Children's Society in their 
area? What's the role of the school, the 
Department of Education? What kind of 
recreational facilities are available for 
handicapped children in their area? Is there an 
emergency or a crisis center? If parents need 
to get away for a weekend or for a holiday, 
what happens to these children? 
I think what the Institute can do is provide 
the questions. We'll have to get community 
groups, medical groups and nursing groups 
looking at these questions, asking 
themselves, "Have we got this in our 
community, is it possible to have this in our 
community? And how can we put the pieces 
together to get an integrated, comprehensive 
system of health care for this particular child?" 


Q. Do you then see the Institute as a 
coordinator, so that you provide the 
impetus for this kind of discussion and/or 
action? 
Shirley: Yes, that's right, impetus is the right 
word. I see the Institute as being the impetus or 
the catalyst for getting some of these things 
before the public or before national 
organizations. Our function will be to say, 
"Let's stop a minute and take a look at that kind 
of thing. Can we do that better, or should we 
have a provincial, or even a national, policy on 
that?" 
I think it's important to mention that there 
are a lot of good health care programs in 
various areas around the country. I think, if we 
could, the Institute would serve an important 
role even if we put people who don't have a 
particular kind of program in one area of the 
country in touch with people from another area 
who have. 


Q. How do you propose to do this? How 
would the Institute act as a catalyst? 
Shirley: I think there are many ways to start. 
I've mentioned the Canadian Pediatric 
Society. I'm also very interested in getting the 
Canadian Nurses Association involved. At 
their annual meeting in Halifax last year the 
CNA passed a resolution in which they 
supported the idea that they should get more 
involved with child care and child health. 
One of the things I think the CNA might do, 
that would be most useful, would be to take a 
look at what nurses are doing in nursing 
curriculums right across the country to see if it 
is appropriate to the promotion of child health 
- checking to see if people are really teaching 
growth and development as well as teaching 
some of the social problems concerning 
children. 
At a national level I think we could take a 
look at the graduate education programs for 
pediatric nurses; trying to find out just what a 
pediatric nurse is and how a nurse 
should/could go about getting extra training in 
pediatric nursing. What kind of programs do 
we have in Canada where the nurse can get 
this kind of graduate education? One of the 
complaints I hear from a lot of directors of 
nursing, not just at Children's Hospitals, but 
also directors of nursing who have Pediatric 
Units in their General Hospitals is it is very hard 
to find pediatric nurses who have had 
experience or who have had extra pediatric 
training. 
Nursing and nurses are just beginning to 
get interested in research and I think this whole 
area of child care and pediatric child care is 
one area where nurses could make valuable 
contributions by getting some studies started. 
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Q. In many ways the Institute sounds very argument here is the fact that if you catch ., 
much like it will serve as an educator. things early it's going to be less costly and . 
Shirley: Education will be a big component of cause less emotional trauma. So there is a 
our program. For example, we've got to possibility the preschooler and infant will be an 
educate the professionals as far as children area we will concentrate on. 
are concerned insofar as they must learn to The other area that a number of people J 
playa broader role or be more aware of the are saying we should put most of our efforts 
broader aspects involved in child care. I think towards, or do something about, is the 
it's important that we stress growth and adolescent. These people point out there . " 
development with our nurses, our medical really isn't anyone group interested in, or .. 
students and our social workers. It's important working with, the adolescent problem. We . . 
for us to make them aware it's not just the sick know from statistics that adolescent suicides 
child in the hospital they should learn about or are on the increase. We know that despite 
understand but also the role of the child in the contraceptive measures and sex education /"'"". , 
community. What's going to happen to that there's been an increase in the number of 
child in the community when he goes home adolescent unwed mothers. 
because so often now just a few weeks later 
he's back with the same old problem? In that Q. How could the Institute help "1 
regard I think hospitals, in addition to their adolescents? 
education, service and research components Shirley: We'd have to go to the teenagers. .. 
are going to have to add another component That is, we'd have to go back to the school 
which is really social responsibility. system. We'd take a look at what's going on in 
the high schools in terms of physical 
Q. What about research in general? Will the education, counseling and sex education. 
Institute sponsor studies themselves or I think the question we have to ask 
will they encourage others to get it done? ourselves is how are we going to reach these 
Shirley: Yes, well certainly we're going to be young people at this stage in their life? Some . 
doing some research but I guess the way I see people say we're not even trying right now, that " 
us doing it is by encouraging other people. things like physical fitness in our high schools ,. 
.. 
We'd encourage those people who wanted to are no longer compulsory, that health 
do projects in certain areas or wanted to take education or sex education is poorly taught 
on certain research or a certain study. We and often not taught by nurses or doctors or 
would support and help them rather than doing appropriate people. I think in this case we'll 
a lot of the research ourselves. But in the have to go back and work within the school 
same vein we do intend to set up task forces to system. 
look at particular problems in certain areas. 
When you go to look at a problem you're Q. How can we as health care workers 
certainly going to have to do research in terms reach the preschool child? School is the 
of looking at what has already been done, great organizer where we can contact the 
collecting up the studies and the data and children en masse, but how do we reach 
making some recommendations about what those who are not yet at school? 
you can do. Shirley: There are some good pilot projects 
around the country in that area. They have an , 
Q. Perhaps we can talk about some excellent one in Yarmouth, Nova Scotia and it .J , 
specifics right now. What are some of the 
problems in child health you found through 
your study that you think the Institute 
might look into? 
Shirley: Of course the Institute's Board of 
Directors will be responsible for deciding just 
what things the Institute will do first. Right now, 
we've not set any priorities but we have 
received a number of suggestions. As far as .. 
-=- 
 I 
specific problems go there are several groups 
of children we could talk about. There's the - 
. . 
. ::1 
preschooler and the infant. Many people say 
we should start there. In this area we would 
worry about immunization, proper nutrition, - 
genetic counseling and early screening for , 
things like hearing and vision disabilities. The 
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was funded by a special grant. They had a 
small group of professionals there (a 
psychologist, a person to test vision and 
hearing, etc.) and their goal was to bring these 
children in, all the children in the county, at 
three years of age. The parents were sent a 
little notice that this service was free and 
available and, you know what, the people 
came! They brought their children in from all 
over the county. A lot of things were picked up 
early with these children and very often time is 
our most serious problem. We say that a child 
has a learning problem but we don't find out 
until he's in Grade One or has failed that he 
really can't see straight or he can't hear what is 
being said. 
It is important to realize that there are 
people doing this kind of thing right now. It's 
just a matter of getting it organized throughout 
the country and getting our priorities straight. 
Speaking more generally about the kinds 
of problems we'll have to look into at the 
Institute and as health care workers, I can 
mention the unique problems of native 
children, the disparities of wealth and nutrition 
in Canada as well as the problems created in a 
single parent family. 


Q. Shirley, what is it that not the Canadian 
Nurses Association, but the Canadian 
nurse can do for child health? I'm referring 
here to both the working and the 
non-working nurse. 
Shirley: That's a good point because in the 
long run if we're going to change things, we 
have to take child health on as a kind of 
personal responsibility. I think nurses are in a 
great position to take a look at where they sit as 
individuals versus the child. Nurses are in the 
community, in the neighborhoods and they 
should ask themselves what they can do right 
there to improve the quality of life and the 
health of the children in their own area. What is 
really going on? 
For example, I think there's lots of things 
nurses working in children's units in our 
general hospitals can do. For twenty-five years 
now we've been saying parents should have 
more liberal visiting hours, that children need 
not only physical care but emotional care and 
support, that means play programs. Nurses 
should ask themselves what kind of liaison 
they have with the school system, are the 
children in their units able to carry on their 
studies? You know, I really don't believe that 
we can sit and wait for someone else to do it 
That's the crux of the issue, it's up to us. 


Q. The nurse is in a unique position in that 
she is the one who has contact, immediate 
contact, with children. Associations or 
organizations can't really take a class of 
thirty children into their boardrooms to talk 
to them or observe them. How then can the 
pediatric nurse, or general duty nurse 
become more knowledgeable about the 
problems of child health? 
Shirley: Her nursing education should have 
made her aware of what a healthy child is all 
about. I think nurses have also been 
introduced during the course of their education 
to a lot of community resources. They should 
have a pretty good idea of what is available in 
their community, of what could be available in 
their community and of whars needed there. 
I think if the country has spent money to 
educate you as a nurse then you have a 
responsibility to give some of that back or have 
some commitment to your community to be the 
resource person in that community. You can 
be the resource person in many ways. A lot of 
nurses just lack confidence to do this when 
they've really got a lot of skills to offer. 
I sincerely believe nurses can make a real 
contri bution to the improvement of child health 
in this country, after all, there's a lot of 
manpower out there - or should I say 
nurse-power?AiI 
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Shirley Post, Registered Nurse, Toronto 
Western Hospital, 1955, received both her 
Bachelor of Science in Nursing Education 
(1967) and her Master's in Health 
Administration (1972) from the University of 
Ottawa. She was Director of Nursing at the 
Children's HospItal of Eastern Ontario, Ottawa 
until May of 1975 when she began her 
association with the Hospita/for Sick Children 
Foundation. 
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Behavioral Therapy: 


Its application to reduce disruptive behaviors 
of the elderly in nursing homes 


Nurses who care for the elderly in nursing homes and auxiliary hospitals 
have many goals. They provide for the health, recreational, social and 
emotional needs of their patients. They also strive to increase their 
patients' levels of self-care and self-respect. Unfortunately, because 
many patients exhibit disruptive behaviors - striking staff or other 
patients, throwing temper tantrums, lying on the floor in corridors, 
refusing to take medication and so on, these desirable goals cannot 
always be met. What nurses need, in addition to their specialized, 
medically oriented training, is training in a consistent strategy for 
handling these problems. Behavioral therapy provides this strategy. Larry MacDonald 
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This article is adapted from a presentation at a 
Nursing Home Seminar on the fr1anagement of 
Mentally Retarded in Nursing Homes and Auxiliary 
Hospitals at the Bethany Care Centre in Calgary, 
Alberta on November 4, 1976. 


When Mrs. A lay down in the corridor and 
beat her hands and feet on the floor, a friendly 
visitor stopped to console her. A nurse and a 
nurse's aide also appeared and coaxed and 
cajoled her into getting up and going back 
into her room. Mrs. B., on the other hand, 
exhibited no disruptive behavior that day. She 
was left to her own devices to get on with her 
normal activities. 


What really happened in this hypothetical 
case is that Mrs. A. was rewarded for her 
disruptive behavior. She received a great deal 
of sympathy and attention. Mrs. B.'s normal 
behavior was taken for granted. This anomaly 
lies at the root of behavioral therapy. 
Behavioral therapy, well planned and 
consdentiously applied, can foster good 
relationships between nurses and their 
patients and increase the well-being of 
patients and the confidence of the nurses 
working with them. Used successfully, it can 
even cut down on your work load. But 
behavioral therapy cannot be taken lightly; it 
must be approached seriously and executed 
with attention to detail and with the full 
cooperation of all the staff concemed. 


The importance of consequences 
The basic assumption of behavioral 
therapy is that the causes of behavior are in 
the environment, not in the individual. The 
major cause of behavior is what happens as a 
result of that behavior. 



A patient who is behaving appropriately 
seldom gets the attention of a busy nurse or 
nurse's aide. It's the patient whose disruptive 
behavior demands attention who gets 
attention. In other words, the squeaky wheel 
gets the grease. All patients enjoy the nurse's 
I attention. If a patient does not receive this 
attention for appropriate behavior, he may 
I attempt to obtain it by being disruptive. 
A very good example of patients' behavior 
I being influenced by attention comes from a 
project in the United States conducted by 
behavioral therapist Jack Michael. Dr. Michael 
was called in by a large general hospital to 
increase the number of elderly patients 
participating in physical therapy. The physical 
therapy took place in a large room with 
exerdse equipment in the middle and chairs 
along the walls. Although patients were 
expected to exercise during the physical 
therapy periods, most were sitting in the chairs 
and only a few were exercising. Dr. Michael 
observed that most of the time of the physical 
therapists, all attractive young women, was 
spent in cajoling and persuading the seated 
patients to begin exercising. After a patient 
was up and exercising, the therapist quickly 
left him and went to encourage another seated 
patient to partidpate. 
When examined in terms of 
consequences of behavior, this situation is a 
perfect example of the therapist "greasing the 
squeaky wheeL" The therapists paid most 
attention to inappropriate behavior. In other 
words, the consequence of inappropriate 
behavior was attention. 
To solve this problem, Michael suggested 
that the therapists begin to fuss over and pay 
attention to the men who made some effort at 
exercising and that they disregard the ones on 
the sidelines. Within two days, the men's 
exercising had increased to such an extent 
that the attending physician had to tell them to 
slow down lest they succumb to a heart attack 
from overexertion! 
Note that in this example there was no 
discussion of "motivation." The behavioral 
therapist placed the emphasis entirely on the 
behavior itself and on arranging the 
consequences for more appropriate behavior. 
The procedure sounds simple: control the 
consequences and control the behavior. While 
the principle is simple, its application is not. 
Behavioral therapy requires a great deal of 
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thought and effort and consequences must be 
applied consistently and precisely 
Inconsistent application of consequences can 
lead to anxiety and frustration for both the 
patients and the nurses who are required to 
care for them. 


Steps in Behavioral Therapy 
In starting any strategy of behavioral 
therapy the following six steps must be 
followed: 


1. Define the target behavior - A "target 
behavior" is any observable behavior you 
want to change. Target behaviors must be 
defined so precisely that everyone can agree 
when they occur. Stay away from labels; for 
example, instead of saying that a patient is 
"depressed" or "aggressive," say that the 
patient remains in his room by himself a certain 
percentage of the day, or that he hits other 
patients a certain number of times each day. 
Usually, if you can count how often the 
behavior occurs, your definition is sufficiently 
precise. 


2. Record baseline -A "baseline" is a record 
of how often the behavior occurs. Baselines 
are obtained for a numberof reasons. Firstly, a 
baseline \terifies that a particular behavior 
problem does exist; sometimes, nurses 
perceive a problem as being worse than it 
actually is. The charge nurse in a nursing 
home, for example, once told me that one of 
her patients was clogging the toilet almost 
daily. When careful baseline records were 
kept, the behavior was shown to be occurring 
once every four days, on the average, and 
usually when the patient was not allowed to 
attend his crafts class because of other 
behavior problems. 
Secondly, a baseline is used for 
comparison purposes. Before you try to 
change behavior, you need to know how often 
that behavior is occurring. Comparing the 
frequency of behavior before and after 
attempts are made to change that behavior will 
allow you to determine whether your approach 
is successful. 
Thirdly, a baseline will provide you the 
opportunity to observe the consequences of 
behavior. What happens after a patient 
misbehaves? After a patient throws a temper 
tantrum, for example, do nurses attempt to 
calm him down or do they ignore him? Usually, 
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close observation and careful recording during 
the baseline period will give you some idea of 
the consequences that are maintaining the 
disruptive behavior. 


3. Decide what consequences to use - 
Useful consequences for changing behaviors 
are generally things that the patient likes. 
Some patients like to spend time talking to the 
nurse; others enjoy cleaning up the cafeteria 
after meals, or setting the table before meals; 
some enjoy beer, some ice cream, and so on. 
These "likes' have to be determined 
separately for each patient. Sometimes you 
can ask the patient what he would like as a 
consequence for a particular behavior. Other 
times, you may have to determine what the 
patient likes by observation. These "likes" can 
then be used as consequences to increase 
appropriate behaviors. 


4. Begin behavior-change program - In 
the majority of cases, you will begin a 
behavior-change program by providing the 
proper consequences for appropriate 
behavior and igno,ring inappropriate behavior. 
Consequences should be applied immediately 
after appropriate behavior occurs and every 
time the behavior occurs. It is imperative in the 
early stages of a behavior-change program to 
ensure that the consequences are applied 
consistently. 
How can you arrange for consequences 
to be applied immediately after a behavior 
occurs? For example, how do you follow a 
patient's behavior of '"talking appropriately to 
other patients" with the consequence of 
"setting the table before meals?"' The solution 
is to devise a "token system." These tokens 
can be given immediately following certain 
behaviors; the patient, of course, can trade in 
the tokens in exchange for something he likes. 
Nurses wishing to devise token systems 
should read some of the literature on the 
subject as there are many things to consider if 
success is to be achieved. 
One final but important consideration 
must be understood. Behavior-change 
programs are not conducted without a 
patient's knowledge. On the contrary, the 
patient's or a guardian's opinion and informed 
consent should always be obtained before 
starting any behavior-change program. It is a 
patient's right to refuse to participate in the 
therapeutic process; if he refuses, the program 



28 


The Canadian Nurse July 1977 


should not be conducted. If the patient is able 
to communicate and understand, explain to 
him that you are setting up a program to help 
him get along better with other patients, spend 
more time with other patients, bathe more 
frequently, or whatever is seen as a desirable 
goal for that particular patient. Then explain 
the program: if he behaves one way, such and 
such will happen: if he behaves another way, 
something else (or nothing) will happen. 
Sometimes, you can even write a contract 
stipulating that the patient agrees to behave in 
a certain way while the nurse agrees to provide 
certain consequences. But remember, it is 
entirely unethical to carry out a program 
without the informed consent of either the 
patient or, if the patient is judged incompetent, 
his guardian. 


5. Evaluate success - If after several days 
of applying consequences for appropriate 
behavior, you find that the target behavior IS 
decreasing in frequency relative to baseline, 
then continue the program until the behavior is 
at the desired level. If the behavior is not 
changing, then you must re-examine the 
program to find out what went wrong. A 
change in the consequence orin the technique 
in administering the consequence may be 
required before the target behavior will 
change. 


6. Maintain the appropriate behavior - 
Once the appropriate behavior is occurring at 
the desired level, you will want to decrease the 
number of consequences. This procedure 
requires a gradual and systematic shift from a 
situation where consequences are applied 
every time the appropriate behavior occurs to 
a situation where they are applied less 
frequently. Although many consequences are 
required to change behavior, fewer 
consequences are required in order to 
maintain behavior. 


In addition to these six essential steps, 
keep careful records of the frequency of 
inappropriate behavior throughout all phases 
of your behavior-change program. This will 
enable you to determine exactly what is 
happening to that behavior at any point in time. 
These records will hold you accountable for 
your actions. If you have been consistent and 


used the proper consequences, your records 
will show a decrease in disruptive behavior. 
On the other hand, if you have not carried out a 
precise and consistent program, your records 
will show no change in the behavior. 
These basic features of behavioral 
therapy, if implemented with thought and 
consideration for the dignity of patients, can go 
a long way toward eliminating the disruptive 
behaviors of most elderly patients in nursing 
home settings. 


Some Problems 
Of course, when any treatment strategy is 
implemented problems occur. Behavioral 
therapy in nursing home settings is no 
exception. A variety of problems must 
inevitably be faced. 
. Attitudes of Staff - Many nurses excuse 
the misbehaviors of elderly patients, 
particularly those who have been diagnosed 
as senile, mentally ill, mentally retarded or 
minimallY brain dysfunctioned. What these 
'lurses fail to realize is that their expectations 
of what a patient can do influence what that 
patient will do. If you have low expectations of 
a patient because of his diagnostic label, that 
patient will respond accordingly and you can 
expect to see dependency behaviors and 
misbehaviors occurring frequently. These 
attitudes occur to a greater deg ree among staff 
in nursing homes where behavioral therapy 
programs have not been implemented. 
Usually such homes have many "squeaky 
wheels. ., 
Another problem is that some nurses see 
behavioral therapy as being too mechanical 
and too objective. Actually, these features 
should be considered arguments supporting 
the use of behavioral therapy as they make 
nurses responsible and accountable for their 
actions and for the behaviors of their patients. 
Finally, staff may complain that 
behavioral therapy requi res additional work for 
an already overworked staff. It's true that 
designing behavior-change programs, 
recording behaviors, and delivering 
consequences consistently takes a great deal 
of time and effort; however, in the long run, 
workloads tend to decrease as patients 
become more self-reliant and less 
troublesome. 
. Lack of Support - For behavioral 
therapy to be successful, it must be sanctioned 
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at all levels within the nursing home. 
Administrators, supervisors, and front-line 
workers should be in close agreement that the 
approach is a viable treatment strategy. Such 
broad concurrence is, of course, the ideal and 
is not likely to occur in every nursing home; 
however, my experience has been that greater 
support increases the success rate of 
behavioral therapy programs. One staff 
member in disagreement with this treatment 
strategy can unwittingly sabotage any 
behavior-change program. 
. Lack of Consistency - Related to the 
issue of support is consistency in applying 
consequences. This is very important if 
behavior changes are to be expected. There 
are many reasons why consequences are not 
applied consistently. Some nurses or nurse's 
aides are simply not cooperative or they are 
apathetic towards trying anything new. Shift 
changes may cause disruption in a program. 
Or, nurses may be overworked or simply 
inattentive to the behaviors of their patients - 
particularly appropriate behaviors. Some 
nurses and nurse's aides are natural 
therapists: concerned and interested in their 
patient, enthusiastic, sympathetic, and most of 
all, consistent. Others are not. However, even 
the most disgruntled nurses can be 
encouraged to assume a more positive role if 
consequences are provided to them by their 
superiors and colleagues at appropriate times. 
Remember, patients aren't the only ones 
whose behaviors can be changed through the 
proper use of consequences. 


Some Benefits 
In spite of the problems you are sure to 
encounter when using behavioral therapy, the 
benefits will be worth the effort. 
. Increased positive contact between 
nurses and patients - When nurses provide 
more and more consequences that patients 
like, nurse-patient relationships will become 
more positive. The treatment strategy of 
behavioral therapy focuses attention on 
appropriate behaviors instead of inappropriate 
behaviors; this decreases the number of 
negative contacts. The result is an 
improvement in the overall emotional climate 
in the nursing home. 
. Increased well-being of patients - 
Patients who engage in disruptive behavior to 



gain staff attention do not have a high regard 
for themselves nor do they feel very content 
with their life in general. Studies on behavioral 
therapy programs generally show that patients 
not only become less disruptive, but show a 
general improvement in initiative, 
responsibility, and social interaction. This 
outcome is entirely predictable. Behavioral 
therapy requires the patient to put the burden 
of responsibility for appropriate behavior on 
himself, thus increasing self-respect. 
. Increased staff confidence - Very often, 
nurses confronted with disruptive behaviors 
are at a loss what to do. Behavioral therapy 
provides them with a plan of action. It's 
objective and it works. If it doesn't, the nurse 
can determine why. As programs are 
implemented and patients begin to behave 
appropriately, the nurses are rewarded for 
their efforts, th us increasing their confidence in 
their ability to meet the needs of patients. 
. Decreased work load - Although 
alluded to earlier, this benefit should be 
reiterated here. As patients become more 
well-behaved and more self-sufficient, they 
require less supervision. Instead of cleaning 
up messes, delivering reprimands or arguing 
with patients, nurses can spend more time with 
their patients in a positive fashion. 


Conclusion 
Working out a strategy of behavioral 
therapy takes time and its application requires 
patience and attention to detail. The 
successful application of behavioral therapy. 
brings benefits to both nurses and their 
patieflts. Nurses will have more time and 
energy to devote to their real goals - 
providing for the physical and emotional needs 
of their patients and helping patients increase 
their own levels of self-care and self-respect. 
Patients will find their rewards in their growing 
self-esteem and self-sufficiency.... 


.The author emphasizes that this paper is not 
intended as a worlcing manual in behavioral 
therapy. Additional knowledge and expert 
supervision are required in order to establish 
these programs successfully. 
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Sandy Morrison Is now a happy and well adjusted six year 
old. Over a year ago she came to our hospital for the 
surgical construction of an ileal conduit. As Enterostomal 
Therapist I was familiar with the problems I had to deal with 
In teaching adolescents and adults about stoma care, but 
how was I to teach a five.year-old child about it? 


Hildegard Tisdale 
We began counselling Sandy's parents, and 
especially her mother, approximately one 
month prior to the child's hospitalization. At 
this early stage Sandy's mother was very 
anxious and reluctant to have her child go 
through the trauma of ostomy surgery. During 
my first visit with Mrs. Morrison I realized I 
needed extra help. 
I called upon the services of our pastoral 
care unit, social services, psychotherapy 
and the pediatric nursing staff. Together we 
formed a team and each member of our team 
visited Sandy's mother daily for one week. At 
the end of that week she talked openly about 
the upcoming surgery and asked many, many 
questions. Working as a team we helped Mrs. 
Morrison come to understand and accept her 
daughter's ileal conduit surgery. 
Even so, I was troubled as to how I would 
approach Sandy. This concern led me to 
arrange a meeting between myself and the 
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Pediatric Head Nurse. There we decided to try 
a new approach to the problem. We called our 
solution Ostomy Play Therapy; attempting to 
teach the child ostomy care through play. 
All through the parental counselling I had 
no idea what my little friend looked like or how 
she might react to our approach. On Sandy's 
admission to our pediatric unit I found she was 
a sweet, blond-haired, blue-eyed little girl who 
was soaked in perspiration as she was moving 
only with the aid of a walker. 
As therapist my first goal was to reduce 
Sandy's fear and give her an understanding of 
what was to happen to her and why. 
Sandy was scheduled for an ileal conduit 
to overcome urinary incontinence caused by a 
neurogenic bladder due to a 
myelomeningocele. We had one week before 
surgery, so we got started on our planned 
project right away. 
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Play Therapy 
I gave Sandy a doll that she decided to call 
Susie. On the doll's abdomen I had glued a 
stoma. I also gave her several ostomy 
pouches, micropore tape, a night drainage 
bag, syringes, surgical sponges, tubing, 
crayons and, of course, the ostomy coloring 
book "All About Jimmy." 
Carefully I explained what each item was 
used for and why we used it. At first Sandy was 
reluctant to handle the equipment, but, on my 
second visit she was more relaxed and ready 
to play with it. 
Repeatedly I explained all the items and 
their functions. During this time I used the doll 
as a model and then transferred my actions to 
the child. The floor nurses reinforced my 
teaching by playing with Sandy and her doll at 
other times in the day. 
On the third morning of therapy Sandy 
was ready to tell me all about her doll's 
surgery. She gave reasons for giving our 
"pretend patient" injections, why she was 
wearing a stoma bag, and having tubes go into 
her arm (I.V.). Sandy really seemed to 
understand what was happening. 
By the fourth morning Sandy had 
mastered the pouch opening and closing 
device and she knew the importance of closing 
the valve after emptying the pouch. 
Her stoma site was marked and Sandy 
went off to the O.R. I affixed a post-op pouch to 
the stoma in the operating room. A small 
catheter was left in the stoma. A straight 
drainage bag was connected to the catheter to 
facilitate unobstructed drainage of urine. 
After surgery the operating and recovery 
room staff told me they had never seen such a 
well-prepared child. Not once did my young 
friend pull at any of the tubings or object to 
anything that was happening to her. 


Post-op 
On the first post-op day Sandy greeted 
me smiling and already sitting in a chair. She 
was still connected to intravenous feeding and 
bedside drainage. I questioned her about all 
the tubes and she told me each one's purpose. 
Sandy said she didn't mind them after all, they 
were going to make her feel better. 
I checked her stoma, then her urinary 
pouch for leakage, and explained my actions 
to her. Now I brought the doll back into the 
picture. I asked Sandy to check the doll's 
pouch for leakage, just as I had checked hers. 
Sandy went through this task without 
hp<;it::!tinn 
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On the second post-op day my little 
patient greeted me with "my baby's bag is 
leaking." Now that was serious business. We 
discussed our course of action and soon 
corrected the situation. We bathed the doll, 
carefully dried the stoma site, laid down a skin 
barrier, attached a new stoma bag and picture 
frame taped the area with micropore tape. 
Sandy did ninety percent of this work. Oddly 
enough it was not until after the doll was "dry" 
that I got an opportunity to ask Sandy if she 
was alright. She assured me she was. 
Sandy improved daily and was ready for 
discharge three weeks after surgery. At that 
time I measured her for a semi-disposable 
appliance. The stoma was quite edematous 
post-surgically and therefore we had 
continued to use post-op pouches. 


Sandy's parents were taught how to care 
for the stoma, how to assemble and drain the 
pouch, and how to clean and care for the 
equipment. All this was done with Sandy's 
participation. We also gave her parents 
detailed written instructions to take home with 
them. Family education was vitally important 
for Sandy because the Morrisons lived almost 
250 miles from the hospital. 
The semi-disposable (permanent) 
appliance arrived at the hospital during the 
patient's fifth post-op week. Unfortunately 
Sandy had suffered a setback and had to be 
readmitted to hospital with a bowel obstruction 
fight around this time. 


Follow-up 
A couple of days after emergency 
surgery, I showed my friend the new pouches 
and how they were assembled. Sandy was 
very eager to try those nice pink and blue 
pouches. She picked a pink pouch, we applied 
it and it stayed affixed for seven days. 
Sandy and her parents made several 
follow-up visits to the hospital after the 
surgery. These visits showed both Sandy and 
her parents were happy and well-adjusted to 
the ileal conduit, its care and management. 
Recently, Sandy started school and her 
teacher lets her leave the classroom to empty 
the pouch whenever necessary. 
Sandy, the youngest in a family of four 
daughters, is the only child with a serious 
medical problem. But this doesn't prevent my 
young friend from active play with her sisters or 
her friends. 
As an Enterostomal Therapist, Sandy 
was my first experience with a very young 
patient at a possible teaching age. Happily our 
use of play therapy succeeded and Sandy has 
been able to adjust well to her stoma. Ostomy 
play therapy has since been used on other 
young ostomy patients in our hospital with 
equally satisfying results. "it 


Clinical Wordsearch 


Answers 


Puzzle no. 7 (appears on page 39) 


1 Hyperalimentation 
2 Ileum 
3 Sigmoidoscopy 
4 Gallstones 
5 Liver 
6 Jaundice 
7 Pylorus 
8 Hydrochloric Acid 
9 Banana 
10 Mesentery 
11 Hepatitis 


12 Pancreozymin 
13 Peristalsis 
14 Volvulus 
15 Vagus 
16 Bowel 
17 Oral 
18 Enzyr.- s 
19 Mucus 
20 Hernia 
21 Bernstein 
22 Pill 


23 Duodenum 
24 Chyme 
25 Occult Blood 
26 Ulcer 
27 Colitis 
28 Gastritis 
29 Appendectomy 
30 Bolus 
31 Gland 
32 Oddi 
33 Nervous 
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Hildegard Tisdale, R.N.A., E. T., the author 0 
"Helping Young Ostomy Patients Help 
Themselves," graduated from the Ottawa 
Civic Hospital School of Registered Nursinç, 
Assistants in 1973. Immediately after 
graduation she attended the Harrisburg 
General Hospital School for Enterostomal 
Therapists in Harrisburg, Pennsylvania. She 
was certified in March, 1974. 
Hildegard worked briefly at the Ottawa 
Civic Hospital and the Ottawa Ostomy Centre 
on a part-time basis. Then, late in 1974, ShE 
moved to Thunder Bay where she has beer 
working as a ful/-time Enterostomal Therapist I 
at St. Joseph's General Hospital. She is the 
only Enterostomal Therapist in northwestern 
Ontario and therefore serves aI/ ostomates ir 
that region. She also acts as a consultant to al/. 
hospitals and community services in 
northwest Ontario. 
Twice a year Hildegard joins a Mobile 
Team and conducts Ostomy Clinics and 
educational services in other northern 
centers. She is an active member of the 
Thunder Bay Ostomy Association and the 
United Ostomy Association. 


34 Fats 
351.V.C. 
36 Faeces 
37 Tube 
38 N.P.O. 
39 Lait 
40 Tongue 
41 Solids 
Hidden Answer: Fitness prevents fatnes 
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Privacy: 


It he forgotten need 


"The unique funcüon of the nurse is to assist the individual, sick or well, in the performance of 
'hose activities contributing to health or its recovery (or to peaceful death) that he would 
oerform unaided if he had the necessary strength, will or knowledge... to do this in such a way 
9S to help him gain independence as rapidly as possible when independence is achievable 
This aspect of the work of nurses they initiate and control; of this they are masters". 1 
Ellen D. Schultz 
5ince the beginning of the history of 
. 'nursing", assistance to the individual has 
Jeen considered as being at the core of all 
nursing activity, regardless of the setting 
e Jr nursing function performed. The first 
step in this care-giving process is, of 
I necessity, the identification and 
, determination of the needs of the person 
who will receive this care. No one would 
: presume to deny a healthy person the 
. eed for and right to privacy. Yet this is a 
, need that is too often overlooked in 
. planning the nursing care of 
institutionalized individuals, particularly 
those in a psychiatric care setting. 
Nursing process involves diagnosing 
individual needs and their various 
fluctuations and from this diagnosis 
planning an individual treatment 
approach that utilizes the complete 
environment. When writing about the 
therapeutic milieu, the subjects that 
authors in the field of nursing most often 
include are ones such as occupational 
and recreational activities, the setting of 
patient goals, locked or unlocked wards 
and patient governments. There can be 
no arguing the fact that these are 
significant areas of interest. But so is 
privacy, and yet this is an area that is not 
adequately dealt with in nursing literature 
or in our hospitals. 
"Privacy implies both the freedom to 
remove one's self from the tensions of 
interacting with others and the freedom to 
interact with certain people without having 
to respond to the intrusions of others."2 
In other words, privacy offers 
freedom from the pressures of 
togetherness. 
The overall function of privacy is to 
increase the number of options available 
to the individual so that he can behave in 
ways appropriate to his particular 
purposes. 
People need privacy in order to 
maintain psychological, spiritual and 
physical well-being. Paul Rosenblatt 
suggests people seek privacy for the 
following reasons: 
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PATIENT QUESTIONNAIRE 
Question Number of Responses 
II IS e.lSler to talk to a Pnvacy IS Other People 
staff person when . ProVIded Are Around 
48 1 
2 Which type 01 room would Private Double 
you prefer if the cC'st was 
not a concern? 22 20 
3. Does this statement apply Yes No 
to you? 
'There are limes each day 45 5 
that I prefer to be alone:' 
4 How do you rate your need Low Average 
. ^ 


- to protect others 
- to avoid punishment 
- to protect ourselves from the threat of 
eval uation 
- and to fulfill modesty norms. 3 
Sidney Jourard descnbes privacy as 
a way of seeking change. A person 
usually needs to leave the presence of 
other people in order to depart from the 
way he has always been when with them. 
"Being with" other people suggests a 
contract from one person to act and react 
before others the same way he always 
has." Other people can serve to chain a 
person to his present identity and make 
any amount of deviation from this very 
di ffi cu It. 
An individual can find pnvacy 
"backstage" or away from the interfering 
eyes of the public. For it is here that a 
person can "get things together," it is here 
that all public rules may be violated. 
Privacy In our Institutions 
In the past lack of pnvacy has been 
used In institutions to control behavior or 
to encourage conformity to assigned 
roles. But one of the results of lack of 
pnvacy can be both patients and those 
canng for them treating witnesses (other 
people) as "non-persons." We may carry 
out, in front of others, activities 
traditionally done in an atmosphere of 
pnvacy. This kind of behavior can only 
result In a defeat of the milieu's goal of 
Increased socialization and improved 
interactions. 
In order to get an idea of just how 
patients feel about the issue of privacy I 
prepared a questionnaire and presented it 
to fifty hospitalized psychiatnc patients. 
The results are presented below. 
These responses would seem to 
indicate: 
. most patients find it easierto talk to a 
staff person when privacy is provided 
. most patients prefer a private or 
double room 
. most patients have some time during 
the day when they want to be alone 
. most patients surveyed rated their 
need for privacy as either average or high. 


Increased privacy can be provided in 
our institutions by modifying the structure 
of the living environment (Psychiatric 
Unit). Conference rooms which can be 
used for nurse-patient interactions should 
be an important part of this environment. 
New units could be constructed with 
primarily private and double rooms. 
These rooms must themselves offer 
pnvacy. They should, for example, have 
curtains on the windows and doors that 
patients can close. 
There are ways to Increase the 
amount of privacy available to patients 
without making major structural changes 
to the environment. A unit policy might be 
established that discourages patients 
from going Into other patients' rooms and, 
instead, encourages socialization in 
lounges. For patients in semi-private 
rooms, arrangements can be made 
between the roommates for them to use 
the room alone at specific times. 
"The posture, position and location of 
the nurse can contribute to ordetractfrom 
the nursing ethic of private or confidential 
conversation. If the nurse sits or stands 
closely to the patient, facing them for ease 
in vision and hearing, then the one-to-one 
situation is enhanced and the sense of 
privacyassured."a 
Unfortunately, a therapeutic milieu 
that offers privacy also offers the 
opportunity for seclusion. This puts 
greater responsibility on the hospital staff. 
They must encourage a seclusive patient 
to socialize. Nurses must be even more 
aware of patients' feelings, particularly 
depressed patients with suicidal 
tendendes. This necessitates adequate 
nursing staff and a freeing of the nursing 
staff from nonessential activities. 
Patients have indicated a need for 
privacy and cooperation from staff is 
required to make the necessary milieu 
changes. The nurse holds the distinction 
of being the one person who can "make 
the most direct and unique contribution to 
milieu therapy. "S "it 
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The author of "PrIVacy: the forgotten need," 
Ellen Schultz, is currently an Instructor with 
the School of Nursmg at the University of 
Mmnesota in Minneapolis. She graduated 
with her Bachelor of Arts in Nursing from the 
College of St. Scholastica, Duluth, Minnesota. 
She received her Master's of Science in 
Nursing from the University of Minnesota 
where she specialized in psychiatric nursing. 
Immediately after graduation Ellen worked for 
a time as Psychiatric Head Nurse at Mounds 
Park Hospital in St. Paul, Minnesota. 
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EXPANDED 
ROLES IN 


" 


The 'expanded role of the nurse' is a phrase that has gained 
considerable popularity, a concept that has received a good deal of 
attention in both nursing education and literature. But in concrete terms, 
what does it mean for nurses, their patients, and other members of the 
health care team? In the articles that follow, two Canadian nurses 
describe their individual experiences with the development of expanded 
roles in respiratory nursing. 
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The Respiratory Nurse Clinician for Quality 


Ella MacLeod 


For several years, the nursing department at 
Prince Edward Island Hospital in 
Charlottetown had been requesting approval 
for the position of a nurse clinician. Finally, the 
support of our medical staff and the Board of 
Trustees gave us the opportunity we had been 
waiting for - the chance to develop a quality 
care program in respiratory nursing. Since the 
beginning of our program, the acclaim for our 
service from physicians, nurses, patients and 
community members has been so great that 
we feel that other hospitals might like to share 
in our experience. 
From the beginning of our program, we 
were fortunate in having a nurse on staff with 
the education, experience and expertise 
necessary for giving care to patients with 
respiratory disease. She had the teaching 
ability and initiative necessary for helping 
other nurses and patients, and was energetic 
enough to devote additional time to 
establishing rehabilitative programs and do 
research studies. We also had an internist on 
staff who was keenly interested in respiratory 
disease, and wanted to set up a respiratory 
department. 


"Starting from Scratch..." 
In our small hospital, it took major 
reorganization and cooperation to begin a 
comprehensive new program. We got 
underway by finding a 'niche' that could be 
identified as the respiratory room. The next 
step lay in assembling all our hospital 
respiratory equipment, taking inventory of our 
supplies, and studying the many types of 
respiratory diseases treated at our hospital, 
together with the modes of treatment. 
When this was accomplished, we began 
to write out our philosophy and decide upon 
the objectives of our program. Working slowly, 
we read current literature, gathered ideas from 
other staff members, and experimented to 
establish the most suitable working hours for a 
program of optimum effectiveness. Finally, we 
drew up a job description that outlined working 
relationships and established hours of work. 
We defined the respiratory care unit as: 
"a separate unit established within the hospital 
for the purpose of providing a high quality of 
care to patients with respiratory problems on 
an in-patient, out-patient basis", 
and the respiratory care clinician as: 
"a person who has acquired background 


knowledge, expertise, and experience in 
caring for patients with respiratory problems; is 
skilled in techniques for meeting emergency 
situations; provides for improvement of 
nursing care through teaching and assisting 
staff, and works under the guidance of 
physicians in charge." 
In order to fulfill this description and meet 
our objectives, the clinician's role was 
considered in four areas: 
. her functions in promoting patient care 
. her role in teaching 
. her job as manager of a department 
. her expectations for her own 
self-development. 


Patient Care and Teaching 
The main concern of our program is with 
patient care and teaching. The nurse clinician 
makes daily visits to all in-patients receiving 
respiratory therapy, either helping with care 
and treatments herself, or supervising the 
patient's nurse in planning and giving care. 
She visits patients on continuous ventilation, 
assesses the progress of patients being 
weaned from the ventilator, monitors patients 
receiving I.P.P.B. therapy, and does chest 


The Clinical Nurse Specialist: An Individual 


Lee Robinson 


In the past few years, the role of the clinical 
nurse specialist has claimed the attention of 
both nursing education and our professional 
literature. Experience with this new role 
however, has occurred largely in the United 
States; it remains a relatively new concept in 
Canada. "was only in April, 1976 that the 
Registered Nurses Association of Ontario 
produced a comprehensive statement on the 
clinical nurse specialist.' Because it is so new, 
there is still variation in the interpretation of the 
role. Documentation of individual experiences 
with this role is important; through it we can 
fully explore its contributions to patient care. 
The experience of a clinical nurse specialist in 
the Regional Chest and Allergy Unit of St. 
Joseph's Hospital in Hamilton., Ontario is 
described here. 
The Regional Chest and Allergy Unit 
includes the practices of four chest physicians. 
These physicians practice in a newly opened 
out-patient unit which provides care to 
respiratory patients. A clinical nurse specialist 
has worked with the group since July, 1973. 
There are three broad responsibilities in the 
position: patient care, education and research. 


1. Patient Care 
For the clinical nurse specialist, the primary 
area of responsibility lies in the follow-up of 
close to 100 patients with chronic respiratory 
disease, usually chronic bronchitis, 
emphysema, or asthma. Patients are referred 
to the nurse by the four chest physicians. The 
pattern of referral is illustrated in Figure 1. 
Sometimes the nurse supervises the total 
out-patient respiratory care of the patient; 
sometimes the physician takes on this 
responsibility while the nurse provides 
educational and supportive care: usually. 
there is a give and take of responsibility 
depending on the patient's needs. In all 
instances, there is a close working relationship 
between the patient, nurse and physician. 
Though planned home and unit visits for 
the purpose of clinical assessment and/or 
therapeutic interventions do occur, perhaps 
the most significant contribution the nurse 
makes to both patients and families is 
immediate accessibility. The nurse's use of a 
long-range bell-boy insures that the patient will 
be able to get in touch with her according to his 
needs. The nurse is prepared to help the 
patient who calls her by: 


. giving advice regarding straightforward 
adjustments to his therapeutic regimen 
. making a home visit or arranging a unit 
visit if this seems necessary 
. organizing prompt attention when a 
significant clinical problem arises 
. arranging additional services such as day 
care, home care, and social assistance 
. listening to all the patient's concerns, 
however small, so that his anxiety related to 
health problems is minimized. 
The nurse's case load varies overtime as 
patients and families are all at various stages 
in learning to live comfortably with their 
disability. The goal is to make the patients as 
independent of the health care system as 
possible. Once patients have learned to 
monitor their conditions skillfully and to adjust 
their treatment appropriately, close follow-up 
can be discontinued. When a patient has 
demonstrated appropriate self-management 
of disease related problems and has achieved 
a life-style that is not unnecessarily hampered 
by his disability, then nurse-patient contacts 
are markedly reduced. 


, I 



Care 


physio, suctiomng etc. 
She is also responsible for the newly 
admitted respiratory patient, for beginning his 
treatments and helping to plan his program of 
care. She works with the physiotherapist in 
teaching patients prior to chest surgery, and 
visits these patients post-surgery to assess 
their condition and help with their care. 
Education of the patient and his family is 
seen as a very important factor in health 
promotion, and for this reason, the nurse 
clinician is very involved in helping the patient 
and his family to understand his disease. She 
instructs the patient in rehabilitative measures, 
teaches him self-care and management of his 
own treatments, and helps him to understand 
ways in which he can prevent further problems. 
She is responsible forteaching families to help 
with the patient's care at home. Families are 
much more fully prepared to cope with the 
problem of the patient's illness when they 
understand more about the disease and the 
way in which it affects the patient and learn 
something about the equipment and drugs 
used by the patient with the consistent encou- 
ragement of the nurse clinician. When neces- 
sary. the clinician also makes arrangements 
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with the public health nurse for follow-up care. 
In-patient therapy is not the only 
responsibility of the nurse clinician. An 
important component in the establishment of 
our program was an out-patient chest clinic for 
patients suffering from chronic obstructive 
lung disease. Here the nurse clinician works 
closely with the physiotherapist. The goals of 
the program are: 
. to improve the quality of daily life for 
patients by lessening breathlessness and 
improving their level of physical activity 
. to reduce the number of hospital 
admissions necessary to the patient. 
The out-patient program includes 
instruction in chest clearing, breathing 
retraining, and patient education about the 
disease itself; it also permits ongoing 
assessment and evaluation of C.OLD. 
patients. This part of our program has great 
value in improving patient morale. The 
patient's fear of his symptoms has been 
largely overcome by the emotional support 
that is provided through the creation of a "club" 
environment, where patients learn from each 
other. 


Respiratory Patient 


.... 


visits family physician 
.... 


Family Physician 
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Refers to 
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and sends patient back respiratory problem for 
to family physician for an extended period 
respiratory follow-up without referral 


Figure 1. Process leading to Nurse Referral 
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Working with Staff 
As quality patient care is our aim, all staff 
members are taught by the nurse clinician to 
develop skills in nursing the respiratory 
patient, and staff teaching takes up a good part 
of the clinician's day. In addition to the daily 
individual teaching and supervision of staff, 
she participates in workshops, ward clinics 
and seminars and has a planned educational 
program in the school of nursing, for nurses 
from other hospitals, and for nurses taking 
refresher courses. She has also had 
workshOps with maintenance men and 
orderlies to teach them safety measures in 
handling equipment such as oxygen or 
compressed air, and has provided educational 
programs for hospital chaplains and medical 
interns. 
Continuity is a must for quality care. To 
promote continuity, the nurse clinician chaired 
a committee that developed standard nursing 
care plans for patients with pneumonia, 
asthma and chronic obstructive lung disease. 
She also developed an educational teaching 
plan for the rehabilitation of C.OLD. patients 
and established with the physiotherapist a 
preop and postop course for surgical patients. 


2. Education 
The second aspect of the role of the nurse 
involves educational input to meet the needs 
of other professionals and students. Some of 
the educational responsibilities are informal, 
for example. the sharing of experience in the 
care of specific patients. Other responsibilities 
are more formal. 
Informal responsibilities include 
discussions with others providing care to 
respiratory patients familiar to the nurse. For 
example, joint home visits are made with 
community nurses who visit the most severely 
limited patients on a regular basis. This allows 
the patient, the respiratory nurse specialist 
and the community nurse to work closely 
together in helping the families. In this way, a 
three-way dialogue is established to ease 
communication whenever a problem arises. It 
also provides the respiratory nurse with an 
opportunity to share with the community nurse 
some of the clinical assessment skills and 
therapeutic concepts which are specific to 
individual patients. 
More formal educational responsibilities 
include participation in workshops, seminars, 
or conferences. There are an average of three 



38 


The Canadian Nurse July 1977 


The nurse clinician also participates with 
the physician in new methods of care and 
treatment. She worked closely with the doctor, 
for example, in establishing safer controls and 
assessment of patients by exercise stress 
testing, so that rehabifitative activities would 
not exceed the patient's cardiac tolerance. 
In September 1975, when Beclovent* 
inhalers became available in Canada, the cli- 
nician, under the guidance of the physician, 
started a study on their use. Fou rteen carefully 
selected out-patients were closely observed 
and evaluated for the effectiveness of this new 
form of steroid. 
Expired flow testing and 'stop smoking' 
clinics are added to the list of duties performed 
by the nurse clinician. She has established a 
library for books, journals and reference 
material at our hospital. Each month she 
submits a summary of her work to the director 
of nursing to be included in the report to the 
Board of Trustees. 
We are proud of our program. In addition 
to providing comprehensive respiratory care 
and teaching for both staff and patients, we 
feel that our nursing department has made an 


important and effective effort towards 
prevention, in a time when health care trends 
swing towards health promotion and 
prevention of illness. "it 


Ella Macleod (R.N., St. John General 
Hospital School of Nursing; B.N., McGill 
University; M.S., Boston University) author of 
"The Respiratory Nurse Clinican for Quality 
Care," has recently retired as Director of 
Nursing of Prince Edward Island Hospital, to 
become the director of public health nursing 
with the provincial govemment in 
Charlottetown, Prince Edward Island. She 
has been a teacher with the St. John General 
Hospital School of Nursing, St. John, New 
Brunswick, a consultant with the Department 
of National Health and Welfare, and the first 
nurse member appointed to the P.E.I. Civil 
Service Commission. Ella MacLeod is a - 
former president of the Association of Nurses 
of Prince Edward Island and past CNA board 
member. 


. Bee/ovent Inhaler is a registered trade mark of 
Allen and Hanburys. 


The photo on page 35 shows 
Etta Connolly, R.N., Respiratory Nurse 
Clinician, and Mabel Davies, M.C.P.A., 
Physiotherapist, teaching and supervising an 
I. P. P.B. treatment taken by Phillip Henderson, 
a patient with extrinsic asthma. 


or four requests for participation in organized 
educational projects each year. These are 
usually accepted. In addition, a clinical 
appointment with McMaster University School 
of Nursing allows the nurse to contribute to the 
learning experiences of several 
undergraduate and graduate students each 
year. 


3. Research 
Formal studies have not been undertaken up 
to the present time, but several co-operative 
efforts are beginning to materialize within the 
Regional Chest and Allergy Unit and the 
School of Nursing at McMaster University. It is 
hoped that some studies can soon be 
undertaken to look at the special needs of the 
chronically disabled respiratory patient. 


Summary 
Clinical nurse specialists are a relatively new 
breed of practitioner on the Canadian health 
care scene. The role described here has made 
a knowledgeable respiratory nurse specialist 
available to patients, other professional 
colleagues, and students. Feedback from all of 


these sources has been favorable and the 
position has certainly provided a great deal of 
professional satisfaction to the nurse. "it 


Lee Robinson (R.N., Winnipeg General 
Hospital Schooi of Nursing; B. N., University of 
Manitoba; M. Sc. (A), McGill University), 
author of "The Clinical Nurse Specialist: An 
Individual Perspective" is presently Clinical 
Nurse Specialist for the Regional Respiratory 
Programme at St. Joseph's Hospital in 
Hamilton, Ontario, and Assistant Clinical 
Professor at the McMaster University School 
of Nursing. Her previous nursmg experience 
includes positions as clinical instructor in 
medical-surgical nursing at the Winnipeg 
General Hospital School of Nursing and at the 
Massachusetts General Hospital School of 
Nursing in Boston, Massachusetts. 
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1 Registered Nurses Association of Ontario 
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Clinical Wordsearch no. 7 


This is another in a continuing series of clinical 
word search puzzles relating to different areas 
of nursing, by Mary Elizabeth Bawden (R.N., 
B.Sc.N.) who presently works as Team Leader 
in the Rheumatic Diseases Unit, University 
Hospital, London, Ontario. 


Solve the clues. The bracketed number 
indicates the number of letters In the word or 
words in the answer. Then find the words In the 
accompanying puzzle. The words are in all 
directions - vertically. horizontally. diagonally, 
and backwards. Circle the letters of each word 


found. The letters are often used more than once 
so do not obliterate them. Look for the longest 
words first. When you find all the words, the 
letters remaining unscramble to form a hIdden 
answer. This month's hidden answer has three 
words (Answers page 32) '" 


H E PAT I TIS 5 5 
YYRETNESEMT 
D B PER 1ST A L 5 
REIETAOMNSIJNOOOY 
ORLBR I RUSPDANLOLP 
CNLOFAAEYPDUEUL 10 
HSDWGALLSTONESBDC 
L T U E E R 0 IFF ADM A T 5 5 
OEOLERRVMANIUILSO 
R I DSUCEESEACCNUED 
I NESGVCRUCNEURCM I 
CENON I LEGEATSECYO 
ABUPOVUOASBTAHOZM 
CUMNTNERVOUSET I NG 
I TAPPENDECTOMY I E I 
DSITIRTSAGGLANDOS 
PANCREOZYM I NFATSN 


1 Parenteral nutrition often administered into 
the subclavian vein. (17) 
2 Not to be confused with ilium. (5) 
3 Procedure during which the distal portion of 
the colon can be examined. (13) 
4 Calcufi which form in the gallbladder. (10) 
5. A large lobed abdominal organ. (5) 
6. A condition characterized by yellow sclera 
and skin. (8) 
7 The lower third of the stomach. (7) 
8 Chemical of the gastric juice which lowers its 
pH. (12, 4) 
9 High potassium monkey food. (6) 
10 Fold of peritoneum attaching the intestine to 
the posterior abdomina] wall. (9) 
11 inilammation of the liver. (9) 


I T I L 0 C 
EMYHCS 
ISBDST 


12 A hormone of the duodenal mucosa which 
stimulates the secretion of pancreatic 
enzymes to the gut. (12) 
13 Contraction and relaxation of the muscfes of 
the intestine, resulting in propulsion of the 
contents. (11) 
14 Intestinal obstruction caused by looping of 
the bowel. (8) 
15 The tenth cranial nerve. (5) 
16 The intestine. (5) 
17 Pertaining to the mouth. (4) 
18 Organic compounds found in the body. many 
of which act as catalysts. (7) 
19 Its chief constituent is mucin. (5) 
20 Inguinal, hiatus, or umbilical. (6) 
21 Test to diagnose esophageal reflux; no 
relation to Leonard. (9) 
22 Sometimes bitter to swallow. (4) 
23 The first portion of the small intestine. (8) 
24 Material produced by the action of gastric 
juice on ingested food. (5) 
25 Lady Macbeth would surely have welcomed 
this to hide the most obvious evidence of her 
crime. (5. 6) 
26 An erosion which may be cratered. (5) 
27 Inflammation of the colon. (7) 
2R Infl::lmmation of the stomach (91 


29 Removal of the subsidiary addition to a book 
or document. (12) 
30 A quantity of food entering the esophagus in 
one swallow. (5) 
31 May be exocrine or endocrine, organ which 
secretes a specific substance. (5) 
32 Oddly enough, it's a sphincter. (4) 
33 Many functional diseases have a............or 
psychological aspect to their etiology. (7) 
34 The last food substance to leave the 
stomach; now if it would just leave the 
hips! (4) 
35 Intravenous cholangiogram. (3) 
36 Waste products of the digestive process. (6) 
37 Nasogastric or levine. (4) 
38 Nil per os. (3) 
39 Frenchmen with ulcers drink it. (4) 
40 Best kept in check or cheek. (6) 
41 Unlike liquids can't be drunk (6) 
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CNJ talks to 


Hallie Sloan 


Irs a far cry from nursing in the Yukon 
to coordinating activities at the 
Canadian Nurses Association but that 
is part of the route that Hallie Sloan 
has taken in her professional life since 
her graduation from the Vancouver 
General Hospital School of Nursing. 
Having lived in almost every part of 
Canada while working as a nurse for 
the Armed Forces, and later, settling in 
Ottawa as Director of Nursing, 
Canadian Forces Medical Services, 
Hallie came to CNA in 1968 to 
coordinate the ICN Congress held in 
Montreal the following year. With this 
year's ICN Congress held last month 
in Tokyo, she was once again involved 
in preparations for an international 
nursing rendezvous. This time, her 
responsibilities focused on recruiting 
well-known Canadian nurses to 
participate in panel discussions 
relating to current nursing issues - a 
task which she completed early in the 
Spring. 


... 


" 
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As nursing coordinator, one of 
Hallie's main roles deals with the 
secretariate function of the 
association - a task she shares with 
many others at CNA. These functIOns 
include preparing executive 
committee reports, reports for board 
meetings and the CNA annual and 


biennial meetings. Organizing 
meetings, inviting people to attend, 
preparing agendas and collecting 
background material is no simple task 
... Besides this, she is often involved in 
trying to find nurse experts who will 
provide nursing input and represent 
your association on various 
govemment and non-govemmental 
committees. Such committees deal 
with issues relevant to nursing such as 
child abuse and neglect, drug 
information, and family planning for 
example. 
Part and parcel of her job is 
answering letters from nurses who 
wish to take part in the ICN Nursing 
Abroad program. In Canada, the 
program is set up to help those 
Canadian nurses who wish to work or 
study in another country - and that 
includes nurses seeking employment 
in the United States. Since CNA is 
aware of those states in the U.S. which 
have reciprocity with Canadian 
registration, Hallie advises nurses 
going to the U.S. or to any country to 
make use of the Nursing Abroad 
program rather than going through 
employment agencies. 
On the intemational scene, 
Hallie's involvement with CNA's 
nursing projects funded by the 
Canadian International Development 
Agency (CIDA) is going to be one of 
her favorite duties. Until recently, this 
function was managed entirely by Dr. 
Mussallem, executive director of CNA. 
Last year, CNA was involved with 
such programs as: providing Nursing 
Unit Administration Courses in Zaire, 
Haiti, Botswana, and until recently, 
Lebanon; helping the University . 
School of Nursing in Havana, Cuba, 
set up library services, AV aids and 
other teaching aids; sending film strips 
to a nurse in the outback of Malawi; 
developing regional Nursing 
Examinations in Commonwealth 
Carribean Schools of Nursing; training 
nurses at the supervisory level to work 
in /Ural communities in Botswana; and 
other projects. These services are 
carried on in the name of all Canadian 
nurses to assist in the development 01 
their fellow nurses around the world. 
All in all, the job of nursing 
coordinator at CNA provides a full and 
interesting day for Hallie and as she 
states, "the best part is meeting so 
many fantastic nurses from all across 
Canada." 
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Verna Huffman Splane, past 
Principal Nursing Officer for Health 
and Welfare Canada has been elected 
2nd Vice-President of the 
International Council of Nurses at the 
16th Quadrennial Congress held in 
Tokyo recently. She has just 
completed a four-year term as 3rd 
Vice-President of ICN and is currently 
a special lecturer on nursing issues in 
national and international health at the 
University of British Columbia School 
of Nursing. 
Splane's nursing career has 
included many national and 
international assignments for which 
she has received numerous awards 
and honors from her nursing 
colleagues. 


Alice J. Baumgart has been named 
Dean of the School of Nursing at 
Queen's University, effective 
September 1, 1977. She succeeds 
Dean E. Jean M. Hill, who is retiring 
after serving in this capacity for nine 
years. 
Right now, Baumgart is 
completing her doctoral studies at the 
University of Toronto. She received 
her M.Sc.(Applied) from McGill 
University and her B.Sc.N. from the 
University 01 British Columbia. 
Baumgart has previously worked 
on the faculty of the School of Nursing 
and Division of Interprofessional 
Education at the University of British 
Columbia. She has acted as a 
consultant in basic nursing education 
to other institutions in various parts of 
Canada. 


Her academic research activitie: 
have focused on the continuing 
learning needs of nurses, 
nurse-physician teamwork and 
compliance with medical regimens. 
In 1970, Baumgart was the first 
Canadian to be awarded a Milbank 
Foundation Fellowship. Under the 
auspices of the Milbank Foundation 
she has travelled widely in North ani 
South America viewing innovations il 
health sciences and professional 
health education. 
In 1973 Baumgart was award.... 
the 3M Nursing Fellowship by the 
Intemational Council of Nurses. 


Louise Lemieux-Charles has joine< 
the staff of the Registered Nurses 
Association of Ontario as project 
co-ordinator of the Association's 
Nursing Process Project. As overall 
co-ordinator she will be responsible 
for liaison with the steering and 
regional committees, evaluation ofthE> 
project and preparation of a report 
outlining the project's activities and 
results. 
Lemieux-Charles recently 
completed her M.Sc.N. in communi!} 
mental health at the University of 
Toronto. She also holds her B.Sc.N. 
from the University of Ottawa and a 
diploma in nursing from Ottawa 
General Hospital. 


Edythe Huffman, director of nursln
 
at the Grace Hospital in Calgary, Alta., 
was named 1 fl77 Nurse of the Year by 
the Alberta Association of Registerec 
Nurses during the association's 
celebrations of its 60th anniversary. 
The award was presented to Huffmar 
by the Hon. Justice Tevie H. Miller in 
recognition of her contribution to bott 
her community and her profession. 
In making the award, the 
association recognizes Huffman's 
imaginative direction of the matem;t) 
care in which her hospital specializes 
An example of this is the arrangemen 
of the post-partum/nursery staff so 
that the nurse looks atter both mother
 
and babies, a concept that has beer 
well received. 
Huffman is involved in communi!} 
association projects, such as the 
Anti-Suicide Line in Calgary and is an 
active member of her professional 
association. 
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Mary E. (Sally) Robertson (B.Sc.N., 
Mt. St. Vincent University, Halifax) has 
begun a "summer residency" at CNA 
House to complete the requirement for 
the program leading to a Master's 
degree in Health Administration at the 
Faculty of Management Sciences, 
University of Ottawa. Her residency at 
CNA IS entitled "An Internal Study of 
the Effectiveness of the 


...\ 


-- 


Organizational and Managerial 
Effectiveness of CNA." In preparing 
her preliminary paper on the current 
status of CNA and its managerial 
activities, she will seek to identify 
problem areas and determine future 
objectives of the organization. 
Previously, Robertson has been 
an instructor in clinical nursing and 
sciences, a consultant in nursing 
education and administration for the 
Hospital Commission of Nova Scotia 
and a di rector of inservice educational 
programs and nursing in Arizona. 


Constance A. Swinton (R.N., Royal 
Alexandra Hospital School of Nursing, 
Edmonton; B.N., McGill University; 
M. P.H. University of Michigan) on Joan 
to CNA from the Canadian 
International Development Agency, 
has recently completed a sIX-week 
feasibility study regarding the 
possibility of creating an "international 
unit" within CNA. In the course of her 
study, she reviewed CNA's present 
involvement in international projects 
, and has made recommendations fOl 
future development in international 
nursing. 
Swinton, who has wor1<ed in 
Indonesia with CARE/MEDICO as a 
consultant in community health and 
soon to leave for Nepal to wor1< on a 


community health development 
project, believes that it is important for 
Canadian nurses to be more involved 
in overseas wor1<. The focus of 
international health development, she 
stated, is on the preparation of local 
people to help themselves in 
developing services for their own 
villages and communities. These 
self-help efforts can be facilitated with 
Canadian funding and professional 
guidance espeaally in the rural areas 
of the developing world where the 
need is the greatest. 
CNA is already assisting other 
national nursing associations abroad 
in improving nursing education and 
practice in their own countries. An 
"international unit" Swinton argues 
would serve to inform CNA members 
of the needs of nurses in developing 


countries and solicit their support and, 
secondly, would provide the means by 
which assistance can be directed to 
nurses abroad. As a coordinating 
body, the unit would also provide 
scope for interested nurses across 
Canada to take part in international 
health development. 
Connie Swinton has been 
director of education and projects at 
the national office of the Victorian 
Order of Nurses; public health 
consultant with child and adult health 
services, Health and Welfare Canada 
and an assistant professor in the 
population unit, School of Hygiene, 
University of Toronto. 


August 


International Association for 
Enterostomal Therapy 1971 
Conference to be held at the Town 
and Country Hotel, San Diego, 
California, on August 14-17. For 
information contact: Melba Connors, 
Conference Chairman, 124 E. Lewis 
St., San Diego, CA 92103. 


MEDINFO '77 - Second world 
conference on medical informatics. A 
four-day conference to be held in 
Toronto at the Harbour Castle Hotel 
on August 8-12, 1977. Forinformation 
contact: M.L. Barrett, Medinfo '77 
Organizjng Committee, 212 King St. 
West, Suite 214, Toronto, Ontario, 
M5H 1 K5. 


September 


Emergency Nurses Association of 
Ontario Annual Conference to be 
held September 12-14, 1977 at the 
Skyline Hotel, Ottawa, Ontario. 
Contact: Helen McPhee, Supervisor, 
Emergency Department., Ottawa 
Civic Hospital, 1053 Carling Ave., 
Ottawa, Ontario. 


Fourth Annual Meeting of the 
Ontario Psychogeriatric 
Association to be held on Sept. 
19-21,1977. Theme: Bringing 
Continuity to Care. Contact: Dr. M. 
Farquhar, P.O. Box 14, Postal Station 
"C", Toronto, Ontario, M6J 3M7. 


Initial Assessment and 
Management of Patients with Acute 
Illness and Injury. A two-day seminar 
sponsored by the Emergency Nurses 
Group, a special interest group of the 
RNABC. To be held on Sept. 30 - Oct. 
1, 1977 at the Four Seasons Hotel, 
Vancouver, B.C. Contact: Unda J. 
Clark, c/o Emergency Nurses Group, 
Box 86824, North Vancouver, B.C. 


Annual Conference of Northern 
Ontario Operating Room Nurses to 
be held September 16-17,1977 atthe 
Sheraton Caswell Hotel in Sault Ste. 
Marie, Ontario. For information 
contact: Mrs. AM. McPhee, R.N., 
General HospItal, Sault Ste. Marie, 
Ontario. 


ClinIcal Appraisal Audit, a one-day 
seminar to be held on Sept. 26, 1977 
in the Orange Theatre. Health 
Sciences Centre, University of 
Calgary, Calgary, Alberta. Contact: 
Jocelyn Lockyer, Administrative 
Assistant, Faculty of Medical 
Education, The University of Calgary, 
2920 24th Ave. N. W., Calgary, 
Alberta, T2N IN4. 


October 


Sixth Annual General and Scientific 
Meeting of The Canadian 
Association on Gerontology to be 
held October 13-16, 1977 in Montreal 
at Loews "La Cite" Hotel. Contact: 
Blossom T. Wigdor, Ph.D., Director, 
Psychology Services, Queen Mary 
Veterans Hospital, 4565 Queen Mary 
Road, Montreal, Quebec, H3W 1W5. 


28th Annual Meeting of the Ontario 
Public Health Association to be held 
on Oct. 18-21, 1977 at the Skyline 
Hotel in Rexdale, Ont. Contact: Kae 
Sutherland, OPHA, 7 Car/is Place, 
Port Credit, Ontario, L5G 1A8. 


12th Operating Room Nurses 
Conference to be held by the O.A. 
Nurses of Nova Scotia on Oct. 18-20, 
1977 in Halifax Contact: Miss L 
Hirtle, R.N., Halifax Infirmary (OR), 
1335 Queen St., Halifax, Nova Scotia. 


Annual Rehabilitation Nursing 
Course for Registered Nurses and 
Registered Psychiatric Nurses to be 
held Oct. 17- Nov. 4, 1977 at Wascana 
Hospital, Regina, Sask. For 
information, write: Mrs. Audrey Balon, 
Co-ordinator of 1977 Rehabilitation 
Nursing Course, Wascana Hospital, 
23rd Avenue and Avenue 'G', Regina, 
Saskatchewan. S4S OA3. 


Did you know ...RAH 
The class of '73 of the Royal 
Alexandra Hospital, Edmonton is 
having its five year reunion in the 
summer of '78. All RAH '73 graduates 
are asked to send in a resume, name 
and address for a new annual class 
newsletter along with a 
self-addressed stamped envelope to: 
Roseanna Burchert, 13112-42nd 
Street, Edmonton, Alta., T5A 2V5. 
Include any suggestions for five year 
reunion. Please submit by August 31 
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manufacturer; publication of this 
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Stack Finger Splint 
A new finger splint has been 
introduced by Link America, Inc. 
Known as the Stack Finger Splint, it is 
designed to support the distal joint of 
the finger in extension, while 
permitting unrestricted movement of 
the proximal interphalangeal joint. 
The splint is fixed to the middle 
phalanx with a small strip of adhesive 
tape, thus elevating the distal joint to 
its extended position. 
The Stack Finger Splint is made 
of flesh-colored plastic, which is 
perforated for ventilation and 
maximum comfort. Available in six 
different sizes. 
For further information contact 
Link America, Inc., 10 Great Meadow 
Lane, E. Hanover, NJ 07936. 


Two Organizers 
An electronic diary is an aid to 
senior executives and professionals. 
About the size of a quality pen-pencil 
des.k set with modern sculpture 
styling, it is entirely electronic and 
battery-operated (standard batteries 
last one year), clock and special 
reminder sheets are built in. 
The electronic signal is activated 
by bridging the 15-minute intervals 
with lead pencil provided. A buzzer 
rings intermittently for 2 minutes 
ahead of reminder, cancelled by push 
button. 
Plan-A-Year is designed around 
the 28-day month, showing weekends 
separately. Available in 3 sizes. Desk 
top(16" x 12"), desk or wall (24" x 16") 
orwall(36"x24"). The wall size has a 
specially treated surface for 
information that must be changed. 
Further details from: Nan-Neil 
Limited, Box 100, Coe Hill, Ontario, 
KOL 1 PO. 


Portable Aspirator 
Vernitron introduces a portable 
aspirator (Model No. 1600) for quiet, 
continuous usage in nursing homes, 
hospitals, dentists' and physicians' 
offices - or anywhere that a compact, 
portable aspirator with strong suction 
and positive, fail-safe regulation may 
be needed. 
The aspirator includes a 
float-type cut-off valve contained in a 
secondary reservoir which switches 
the unit off, should the collection bottle 
be permitted to overfill. Thus the pump 
and motor are protected against 
damage from fluid contamination. 
The 0-20 inch suction capability 
of the Model No. 1600 is displayed on 
an extra large, 2 1/2" vacuum gauge 
dial with a 270 0 scale calibrated in 
inches of pressure. The compactness 
of the aspirator is enhanced by an 
aluminum case which completely 
encases the motor and pump 
assembly. The case is equipped with 
an easily accessible, balanced 
carrying handle. A cord wrap is also 
provided for easy storage of the 
three-conductor hospital-grade cord 
and plug. 
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The Model No. 1600 Sorensen 
aspirator is provided with a 64 oz. 
glass collection bottle graduated in 
cubic centimeters, and equipped with 
a snap-fit, molded rubber bottle cap 
and fittings. The bottle is secured in a 
stainless steel bottle holder. The 
overall size of the unit is 14"x 8 1/2" x 
1 0 1/2" and the net weight is only 15 
Ibs. The Vernitron Model No. 610 
mobile stand is available for use with 
this aspirator. 
For information contact: 
Vernitron Medical Products, Inc., 
Sa/es Department, 5 Empire Blvd., 
Carlstadt, New Jersey 07072. 


New "Akro-Sil" Foley Catheter 
An irritation-free service life two to 
three times longer than that of 
conventional latex catheters is 
claimed for a new Foley catheter 
announced by Akron Catheter, Inc. 
Termed a "new generation" of 
catheter, it carries the trade name 
"Akro-SiI:. 
Made from a hõmogeneous 
mixture of latex and silicone the new 
catheter combines the best features of 
each material. 
The low porosity of the Akro-Sil 
catheter's surface minimizes the 
build-up of calculus deposits, which 
are the major cause of irritation in 
indwelling catheters. 
Because the permeability of the 
new material is much lower than that 
of silicone and equal to that of latex, 
the Akro-Sil catheter's balloon'will 
remain securely inflated for as long as 
the catheter is in use. In addition, the 
material's elasticity provides complete 
balloon recovery on deflation so that 
removal trauma is avoided. 
For information contact: AAron 
Catheter, Inc., Akron, Ohio 44313. 


Surgical Grounding 
Pad System 
Medical Plastics Inc. has an 
Electro-Surgical Grounding Pad 
System that includes two sizes of flat 
disposable grounding plates for 
grounding the routine electro-surgical 
patient, plus a new small pregelled 
disposable foam self-adhering 
grounding pad that contours to the 
patient's body and is ideal for the 
difficult to ground patient. 
One patient cable is used with 
both grounding plates and the 
grounding pad. It is clear, with visible 
wires to allow inspection of the 
connection prior to, and during, each 
procedure. 
Cable connector provides a 
positive contact and is adaptable to all 
electro-surgical units. 
The M.P.I. Surgical Grounding 
Plate System comes in different styles 
and sizes and provides safety, 
convenience, and economy for the 
operating room. 
For information write: Medical 
Plastics, Inc., 15318 Minnetonka 
Industrial Road, Mmnetonka, Minn. 
55343. U.S.A. 


Blood Pressure Unit 
Manoscope Inc. is offering a new 
blood pressure unit designed for both 
professional and home use. The 
unique self-locking circular cuff can be 
easily applied to your arm without 
assistance. 
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The unit also features a recording 
manometer. Two hands automatically 
follow the pressure dial and are simply 
released by a push button. The 
systolic pointer locks in on the high 
reading and the diastolic pointer locks 
in on the low reading by pushing a 
control button. This eliminates the 
memory factor and allows the 
readings to remain even after the cuff 
has been deflated. 
Another feature allows two 
stethoscopes to be connected 
simultaneously to aid in teaching 
people to read their own blood 
pressure accurately. The complete 
unit also contains a record-keeping 
diary and an illustrated instruction 
booklet. 
Approximate ?rice: $49.95. For 
further information, write: 
Manoscope, P.O. Drawer 1956, 
Clearwater, Florida 33517. 
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Push-Button 
Sphygmomanometer 
Propper Manufacturing Company 
has introduced a sphygmomanometer 
with one-finger push-button control for 
easy deflation and a "blue-faced" dial 
with white numbers, affording clear 
visibility to the practitioner only. 
The "Push-Button" TM 
Sphygmomanometer represents a 
completely new concept In measuring 
a patient s blood pressure in that the 
push-button valve eliminates the 
old-fashioned knob-turning device. 
offering increased accessibility, speed 
and control of air release. Both the air 
release and inflation bulb 
mechanisms are connected to form a 
single, sturdy. convenient unit. The 
new connection removes the need to 
hang the manometer on the cuff. Also, 
support is built into the bulb for quick 
inflation. 
For information write: Propper 
Manufacturing Company Inc., 
Diagnostic Instrument Division, 36-04 
Skillman Avenue. Long Island City. 
New York 11101. 


Pediatric O.R. Pad 
MI Systems. Inc. has now made 
available a Pediatric O.R. Pad 
consisting of four small electrodes 
mounted precisely on a foam pad. It is 
applied to the infant's back to provide 
accurate monitoring of the infant's 
heart during open heart or chest 
surgery. It is also excellent for use 
during special applications where 
reduced size is desired on adult 
patients. 
Ml's pediatric O.R. Pad is 
pre-gelled with a low chlonde gel and 
gives high electrical performance It is 
easily applied after peeling off the 
protective liner. (It is also available 
non-gelled, if desired.) 
Ml's pediatric O.R Pad comes 
with Its connecting wire as an integral 
part of the unit and with either male or 
female adapter cable. It is also 
available with a built-in cable that will 
adapt to the traditional five-lead cable 
and another to fit into other existing 
systems. 
Ml's pediatric O.R. Pad is packed 
in a moisture-proof bag with freshness 
guaranteed for one year. 
For further information write: MI 
Systems, Inc., 782 Burr Oak Drive, 
Westmont, IL 60559. 


Visual Scheduling System 
A visual staff scheduling system. 
the Beanstalk, consists of 
wall-mounted modular and boards 
and inch square colored cardboard 
tabs clipped into plastic holders. The 
tabs can be written on and dropped 
firmly into place anywhere in the grid 
pattern. 
The system provides a complete 
overview of the nursing staff complex 
at a glance, yet the system itself is 
simple and easy to maintain. 
Details of this system and 
many simIlar applications are 
available from: Kentron Services, 50 
Firwood Crescent, Islington, Ontario 
M9B 2W2. 
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New N-Labstix for Detection of 
Urinary Tract Infection 
Ames Company has extended 
their range of dip and read urine 
chemistry tests, with the addition of 
NITRITE to their LABSTIX reagent 
strip. Nitrite is specifically for the 
detection of urinary tract infection 
Research has shown that an alarming 
incidence of such infection is detected 
among asymptomatic patients. 
Extensive testing has shown that 
N-LABSTIX can detect 92% of urinary 
tract infections where urine was 
incubated in the bladder four hours or 
longer. The addition ofthe Ames nitrite 
test brings to six the number of tests 
available on N-LABSTIX, the others 
being pH. Protein, Blood, Glucose, 
Ketones. 
For information contact: Ames 
Company, Division of Miles 
Laboratories Ltd., 77 BelfIeld Road, 
Rexdale. Ontario. 
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If you 
hate to 
change 
dressings, 
change to . . . 



 


Effective wound care without the bother 
of absorbent dressings. 
The Hollister Draining-Wound Manageme(lt Sys- 
tem lets you. 
Examine the wound In seconds by looking right 
through the odor-barner, fluid-bamer transparent 
film. 
Treat the wound by removing Just the Access Cap 
Assess and measure exudate without removing 
anything from the patient 
This unique alternative to absorbent dressings is 
Ideal for ny wound where drainage is expected 
For a welcome change ,from dressing changes, try 
the Hollister Draining-Wound Management System. 
Write today for free evaluation samples You've got 
to see through It to believe It I 
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A scene from "Crisis Intervention. .. 


. Mental Health 


Crisis Intervention 
This is a set of two filmstrips 
which has been introduced by 
Nurseco to illustrate the concept 
of psychological crisis and to teach 
step-by-step techniques for nursing 
intervention. The films are designed: 
. to enable nurses to differentiate 
between adaptive response to a loss 
and a state of crisis 
. to describe behaviors indicative 
of a person in a hazardous or crisis 
state 
. to specify nursing intervention 
based on assessment of the balancing 
factors 
. to apply the filmstrip content to 
patients in a clinical setting. 
Part one of "Crisis Intervention" 
explains the dynamics of crisis theory; 
the hazard, losses, precipitating 
event, assessment and minimum 
intervention goals. Part two 
demonstrates intervention planning 
and evaluation. 
The complete set of filmstrips and 
materials is available for $125. 
Additional information may be 
obtained from Nurseco, P.O. Box 145, 
Pacific Palisades, California 90272. 


The Adolescent Iliad 
A twenty-five minute color 
documentary concerning the 
behavior-modification program at 
a state hospital. The film shows 
young people under treatment for 
serious emotional problems including 
drug abuse, aggression, stealing, 
running away from home, withdrawing 
and dropping-out of school. The 
dynamics of the behavior-modification 
program lead to acceptance of 


responsibility through scenes of 
confrontation and awakened 
self-awareness. Produced by Lauren 
Productions the film can be purchased 
for $315 or rented at $35. For 
information contact City Films Ltd., 
376 Wellington Street West, Toronto, 
Ontario, M5V 1 E3. 
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Adolescence and 
Learning Disabilities 
Six nationally recognized 
innovators define the tasks of 
adolescence and offer specific 
suggestions and techniques for 
helping the leaming.<Jisabied student 
acquire the skills necessary for 
survival after he/she leaves school. A 
25-minute color film by Lauren 
Productions that is available for a $35 
rental fee or a $380 purchase price. 
For information contact City Films 
Ltd., 376 Wellington St. West, 
Toronto, Ontario, M5V IE3. 


. Nutrition 
Eat, Drink and Be Wary 
This 21-minute color film 
presents a critical examination of 
our eating habits. The topics 
discussed include nutritional losses in 
food processing, food additives and 
the role of the food manufacturer in 
changing OUI diets. The film was 
produced in 1975 and is available at a 
$295 purchase price or a $25 rental 
fee from Gordon Watts Films, 865 
Sheppard Avenue West, Downsview, 
Ontario, M3H 2T 4. 


For Tomorrow We Shall Diet 
A young woman sets out to lose 
20 pounds. Through the course of 
her diet both she and the viewer 
discover the need to change our 
eating habits, the dangers of fad diets, 
the relationship between calories and 
energy output and the importance of 
proper nutrition and exercise. The film 
is a 24-minute color presentation 
available from Gordon Watts Films, 
865 Sheppard Avenue West, 
Downsview, Ontario, M3H 2T4: 
purchase price $335, rental fee $25. 


. Obesity 


Human Dynamics of 
Weight Control 
Doctor Jimmie Holland outlines 
the sources and types of obesity, 
and then discusses the 
relationship of both psychological 
states and socioeconomic status to' 
obesity. This 26-minUte slide/tape 
presentation is available for $17.70 
from Communications in Learning, 
2929 Main Street, Buffalo, New Yorl<. 


Behavior Modification 
Component in the 
Treatment of Obesity 
This program reviews the effects 
of psychological aspects in 
causing and treating the 
problems of obesity. The patient's 
moods, anxieties and activity levels 
are considered with behavior 
modification used as a treatment 
modality. This is a 37-minute 
slide/tape presentation that is 
available for $26.40 from 
Communication in Leaming, 2929 
Main Street, Buffalo, New Yorl<. 


. Family Planning 
Birth Control: 
The Choices 
A 25-minute color film presenting 
the uses, limitations and side 
effects of the usual methods of birth 
control, as well as tubal ligation, 
vasectomy and abortion. A physician, 
a birth control counselor, and several 
young people relate their experiences 
and explore the choices available to 
them. The film is available from 
Gordon Watts Films, 865 Sheppard 
Avenue West, Oownsview, Ontario, 
M3H 2T 4. Purchase price $350, rental 
fee $25. 


Vasectomy 
Animation describes the male 
reproductive system and 
vasectomy surgery. Interviews 
with men and their wives tell of 
reasons for having a vasectomy and of 
their feelings, fears and satisfactions. 
This 17-minute color film is available 
from Gordon Watts Films, 865 
Sheppard Avenue West, Oownsview, 
Ontario, M3H 2T4: purchase price 
$240, rental fee $21. 


. Pediatrics 


Infant Failure to Thrive 
Dr. Harry M. Beimediscusses the 
'failure to thrive' syndrome in 
infants and young children. He 
emphasizes the so-called "mate mal 
deprivation" group. This is a 
25-minute slide/tape presentation 
that is available for $11.40 from 
Communication in Learning, 2929 
Main Street, Buffalo, New Yorl<. 


. Medicine 


Team Up to Control Infection 
A 15-min. color film shows how all 
levels of hospital personnel can help 
to control infection. Available in 16 mm 
from the Librarian, Canadian Hospital 
Association, 25 Imperial St., Toronto, 
Ontario M5P 1C1. 


. Rehabilitation 


The Curb Between Us 
A 15 1I2-min. color film 
documenting a young man's struggle 
to rebuild his life after a disabling 
accident and nine months in hospital. 
It explores such questions as: How 
does it feel to become disabled? What 
are the prejudices directed against 
anyone who is different? Can the 
problems and needs of the disabled 
be solved? How can the able help the 
disabled? Available from the 
Canadian Film Institute, 303 
Richmond Rd., Ottawa. Ontario, K1 Z 
6X3. 


Vocational Rehabilitation in a 
Community Hospital 
This 27-minute, color film shows 
a hospital-based program of 
vocational rehabilitation for victims of 
arthritis and other chronic ailments. 
Step-by-step it follows actual patients 
and the program's professional staff 
through the full rehabilitation process: 
job counseling, aptitude testing, 
evaluation and instruction, and 
placement service. To request this film 
contact the Canadian Film Institute, 
303 Richmond Road, Ottawa, Ontario, 
K1Z 6X3. 
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Resumes are based on studies placed 
by the authors in the CNA Library 
Repository Collection of Nursing 
Studies. 


ReSet\l-cJl 


. Public Health Nursing 


An Analysis of the Application 
of the Concept of 
Family-Centered Care in PLtJlic 
Health Nursing Visits. 
Nursing research conducted at 
the University of Toronto, 
Toronto, Ont. by Rosella 
Cunningham. (B.Sc.N., M.P.H.). 
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This exploratory study was 
designed to determine if 
family-centered care was a reality or a 
cliché in public health nursing services 
offered by official health agencies in 
1976. 
In this project the cnteria for 
giving family-centered care included 
evidence that the nurse: 
1. Interprets public health nursing as 
family-centered, 
2. Is concerned about all members of 
the family, 
3. Has talked with all the family 
members to assess and identify 
problems or potential problems 
related to health promotion and early 
Uise-flndlng, 
4. Is aware of the effect of the problem 
on the family, 
5. Is aware of the effect of the family 
on the problem. 
Data were collected by observing 
one home visit made by each of 20 
randomly selected public health 
nurses. These visits were to families 
who had received at least two 
previous visits in the last six months 
and spoke and understood English. 
Following the visits, the nurse's record 
was reviewed and the nurse was 
interviewed using an interview 
schedule. Instruments were 
developed to record these data. 
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The data were analyzed 
according to the five criteria, and 
factors that influence the 
implementation of family-centered 
care were listed. 
The observations of home visits 
made in this study were highly 
encouraging: 15% of the nurses met 
all stated criteria and the majority 
rated very high (40 0 0 met at least 4 
criteria and 55 0 0 met 3 or more 
criteria). It should be emphasized that 
while 2 nurses met none of the criteria 
for family-centered care, that does not 
mean they were failing to give good 
individually-centered care. The fact 
that 80% of the nurses observed were 
aware of and concerned with the 
interweaving of problems, 
personalities and environment 
showed they had an excellent base for 
providing family-centered care. 
Recommendations for improving 
family-centered care are directed to 
nurses, agencies, educators, and 
researchers. 
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. Continuity of Care 


The Effects of Continuity in 
Nurse-Patient ASSignment 
among a Selected Group of 
Preoperative Aortocoronary 
Bypass Patients. Toronto. Ont., 
1976. Thesis (M.Sc.N.), 
University of Toronto by Julia M. 
Pelletier Hosa. 


The purpose of the study was to 
investigate systematically the 
effects of two different methods of 
preoperative nurse-patient 
assignment on selected preoperative 
and postoperative indicators in 
aortocoronary bypass patients. 
A convenience sample of 24 
patients, admitted to a large 
metropolitan hospital for their first 
elective aortocoronary bypass 
surgery, was chosen. The investigator 
visited each patient in his home 
preoperatively to obtain formal 
consent and administer a test of state 
anxiety: Zuckerman's Affect Adjective 
Check List (AACL) - Today Form. 
Upon admission to the hospital, 
patients were randomly assigned to 
one of two groups as in accordance 
with a randomized block design: 
1) ON-PAC group where patients 
experienced daily nurse-patient 


assignment changes on each shift, 
each day preoperatively; and 
2) CN-PA group where patients 
experienced continuous nurse-patient 
assignment on each shift, each day 
preoperatively. The investigator again 
administered the AACL the evening 
before surgery. Data were also 
collected in relation to postoperative 
indices of analgesia requirement in 
the first 48 hours postoperatively, time 
spent in the Intensive Care Unit, and 
assessment of patient's ability to deep 
breathe, cough and move extremities. 
A postoperative interview was 
conducted with the patient to survey 
the patient's ability to recall having 
"his nurse" preoperatively, the 
importance to him of having uhis 
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nurse:' and the extent to which he 
related to the nurse and/or others as 
sources of support. Data pertaining to 
the patient's perceptions of his 
preoperative nursing care were also 
collected. 
Findings demonstrated that 
patients' scores on the AACL did not 
differ significantly between the two 
groups either at home or in hospital. It 
was found that foreign born, 
unmarried and more highly educated 
patients scored higher on the AACL 
than did their counterparts. 
There was no statistically 
significant difference between the two 
groups in patients' time spent in ICU, 
analgesia requirement or in the 
patient's ability to deep breathe, 
cough and move extremities. 
Eight of the 12 CN-PA patients 
could remember having "their nurse" 
preoperatively; 11 of the 12 ON-PAC 
patients could not. If given the option, 
18 of the 24 patients stated they would 
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like to have had the same nurse 
assigned to them for a period of time 
preoperatively. 
Only three of the 24 patients 
reported discussing worries with their 
nurses preoperatively. Twenty 
preoperative patients interacted with 
postoperative patients. The majority 
stated that they found such interaction 
to be supportive. 
There was no difference between 
the groups in patients' overall level of 
satisfaction with their preoperative 
nursing care. However, in choosing 
what they liked best about their 
preoperative nursing care, patients in 
the CN-PA group chose with greater 
frequency than the ON-PAC group, 
items which described the nurse's 
supportive role. Conversely, ON-PAC 
patients chose items which described 
the nurse's technical role with greater 
frequency than the CN-PA group. 
Continued research of continuity 
of care is recommended. Planned 
utilization 01 other surgical patients as 
sources of support requires further 
examination. The provision of a 
routine home visit by a staff nurse to 
reduce the preoperative 
aortocoronary bypass patient's and 
his family's anxiety is recommended 
Research should be conducted to 
identify groups of patients who may 
exhibit a predisposition to greater 
anxiety. 


Did you know.... 
In California, Governor Edmund 
Brown Junior recently signed into law 
a "right to die" measure. The new law 
allows a person to prepare in advance 
a "living will," which legally permits the 
removal of life-support equipment, 
such as respirators, if death is 
"imminent." The law protects health 
personnel against legal action and 
does not permit insurance companies 
to label such deaths as suicides. 
Internationally, Sweden legalized 
passive euthanasia in 1964. In Italy, 
euthanasia is a crime only if a patient 
is under 18, mentally retarded or 
"menaced under the effect of fear." 
Other European countries have 
similar legislation. (The American 
Nurse, Dec. 15/76) 
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Books 


The Nursing Process: A Scientific Approach 
to Nursing Care by Ann Marriner. 241 pages. 
St. Louis, The C.V. Mosby Company, 1975. 
Approximate price $7.10. Reviewed by 
Irmajean Bajnok, Assistant Professor, Faculty 
of Nursing, The University of Western Ontario, 
London, Ontario. 


This book represents an attempt to compile 
theoretical concepts related to the nursing process. 
The components of the nursing process identified 
and discussed are assessment, planning, 
implementation, and evaluation. Each chapter 
represents a component ofthe nursing process, and 
contains Marriner's writings plus a number of 
selected readings which illustrate and/or expand the 
component. An extensive annotated bibliography is 
also included with each chapter. All in all, the book 
provides an excellent package of readings and 
references pertinent to the nursing process. 
The introductory chapter provides a concise 
outline of what is to follow. The author, however, 
does not define nursing, nor does she identify the 
importance of a conceptual framework of practice in 
guiding the nursing process. One might assume that 
this work represents a conceptual basis for practice. 
Because Marriner provides no rationale for her 
beliefs her conceptual basis is not clearly identified. 
This omission makes it difficult to see any unity in 
Marriners discussion of the nursing process. 
The chapter on assessment is complete, with a 
myriad of nursing techniques and tools for collecting 
descriptive data about the client. Marriner states that 
the assessment phase of the nursing process ends 
with the nursing diagnosis. Her definition of this 
concept is unclear, and it is addressed as something 
apart from assessment. Because assessment 
begins with screening, which assumes 
categorization of raw data, it is mandatory that a 
diagnostic framework be used throughout this 
phase. The carefully selected readings related to 
assessment and diagnosis strengthen this chapter. 
Chapter three stresses priority setting, written plans 
and nursing conferences in the planning phase of 
the nursing process. Again the readings at the end of 
the chapter are both interesting and appropriate. 
With the recent emphasis on the importance of 
identifying patient outcomes, perhaps more space 
could have been allotted to this topic. 
In the chapter describing the implementation 
component of the nursing process. Marrinel 
discusses the concept of teaching/learning almost 
to the exclusion of any othernursing strategy. Surely 
nursing strategies are not limited to teaching and 
communication. The selected readings at the end of 
this chapter are extensive and offer a variety of case 
studies describing nursing problems and strategies. 
In the final chapter on evaluation, Marriner 
briefly discusses the issue of assessing patient 
progr
ss then proceeds to address nursing audit, 
systems analysis and performance evaluation. 


Evaluation that is intimately part of the nursing 
process is the means whereby the nurse and client 
measure actual client outcomes against 
predetermined outcomes. The broader concept of 
evaluation includes provider outcome measures, 
client outcome measures, and total program 
effectiveness. It is most important that we clearly 
distinguish provider outcome, client outcome and 
program evaluation. Also important is that nurses 
not confuse assessment, (that is, the precursor to 
decision) and evaluation, that determines the 
effectiveness of intervention. Since Marriner 
focused on provider-oriented performance 
measures, the notion of measuring effectiveness 
was lost or at least confused. The selected readings 
in this chapter relate to program and provider 
performance evaluation. 
In summary, Marriner has succeeded in 
presenting a much needed compilation of 
information related to the nursing process. This book 
would be an excellent resource for both faculty and 
students involved in teaching and learning the 
nursing process. 


Teaching Children with Developmental 
Problems - A Family Care Approach, 
Second Edition. by Kathryn E. Barnard and 
Marcene L. Erickson. 182 pages. St. Louis, The 
C.V. Mosby Company, 1976. 
Approximate price $6.25. 
Reviewed by Karin von Schilling, Associate 
Professor, School of Nursing, McMaster 
University, Hamilton, Ontario. 


This is the second edition of a book formerly 
titled Teaching the Mentally Retarded Child - A 
Family Care Approach. As the new title indicates, 
the focus has shifted from a specific group of 
handicapped children - the mentally retarded to a 
wider scope, which more inclusively refers to 
"children with developmental disabilities" of any 
nature. 
Apart from some up-dating in the chapter on 
Nursing Responsibilities, incl uding a new chapter on 
Group Discussions with Parents, and an expanded 
index section, the new edition presents few changes 
in organization and content. 
The book is organized into four major sections. 
The first two sections deal with identifying overall 
nursing responsibilities regarding the disabled child 
and his family. Emphasis is on recognition of 
problems, with considerations for developmental 
and leaming principles within the family context. The 
third and fourth sections focus more specifically on 
the application of principles by providing methods of 
assessment and observation and practical 
suggestions for assisting the child in his 
development and the leaming of self-care skills. 
The authors emphasize that the helping 
professions, with their knowledge and support, can 
play a decisive role in assisting parents to assess 
and meet the developmental needs of their disabled 


child, particularly during the critical penods of 
infancy and the preschool years. This offers support 
for the trend of family care for disabled children. 
The section on family considerations provides 
essential understanding; here the authors 
recognize that parents cannot assume an effective 
teaching role with their child unless the crisis of 
having a disabled child has been resolved with 
adaptations which mobilize energies for a positive 
and realistic approach to the child's development. 
The new chapter on Group Discussions with Parents 
explores benefits and offers practical suggestions 
for the employment of this method in assisting 
parents to deal with their own as well as the child's 
problems. 
The organization of contents offers access to 
any area of interest. Each section and each chapter 
could be utilized independently for practical 
purposes. Throughout the book, summary charts 
provide organized and detailed information. Both the 
professional worker and/or parents will find this 
book a practical and valuable source of assistance 
when dealing with a disabled child. 
One could question the wisdom of changing the 
title for the second edition. The content, its focus on 
primary developmental skills with associated 
assessment tools and detailed teaching-learning 
strategies, is primarily designed for application in 
work with retarded children. Will the omittance of a 
clear reference to "The Mentally Retarded" in the 
title, reduce the recognition and access of this book 
to its primary field of usefulnes - teaching the 
mentally retarded child? 


Introduction to Physiological and 
Pathological Chemistry by L. Earle Arnow, 
Ninth Edition, 491 pages, Saint Louis, The C.V. 
Mosby Company. 
Approximate price $12.55 Reviewed by David 
Khokhar, Halifax Infirmary School of Nursing, 
Halifax. Nova Scotia. 


Scientifically, we are passing through an 
exciting era. Physiological and Pathological 
Chemistry seems to achieve its objectives from the 
learning perspective. 
The problems of ecology are arising from 
pollution of the environment by wastes of all kinds. 
Detergents, insecticides, hydrocarbons, and 
radioactive materials - these wastes make it 
imperative that modem students have a background 
in the basic sciences. It is necessary to be grounded 
in physical and chemical sciences before anything 
more than a superficial descriptive acquaintance 
with living organisms can be achieved. The student 
will therefore profit most from his course in 
pathology, if he has some knowledge of biological 
chemistry preferably including organic chemistry. 
The subject matter is adequately treated, and 
one is particularly impressed with the fact that this 



text contains many areas that are often omitted. 
The main points in each chapter are clearly and 
concisely explained; this facilitates both leaming 
and teaching. The book includes a discussion of the 
latest basic chemical, biochemical and 
microbiological principles. The illustrations are 
excellent, but at times too complicated. It seems to 
me that the text is too advanced for use in diploma 
nursing or paramedical courses but would be of 
considerable use to university students. 
The material is sufficient and presented in an 
interesting way, generating student interest and 
motivation. 


Childbearing: A Nursing Perspective by Ann 
L Clark and Dyanne D. Alfonso. 945 pages. 
Philadelphia, FA Davis Company, 1976. 
Approximate price $23.70 
Reviewed by F.L (Nan) Sparks, Associate 
Professor, University of Calgary, Faculty of 
Nursing, Calgary, Alberta. 
Clark and Alfonso have utilized a conceptual 
frame of reference in their delightful new 
testbook Childbearing: A Nursing Perspective. As 
the authors state in the preface, a conceptual 
approach "is one way to organize knowledge and to 
apply it appropriately for nursing intervention." The 
text is successful in its goal. Not only is basic 
matemity knowledge presented, but there is also a 
wealth of information in the book regarding the role 
of nursing. 
The text is divided into several units, with 
contributions to many units from experts in other 
fields. Unit Two outlines some psychosocial 
concepts such as Joy, Touch and Sensuality, 
Frustration and Conflict, Anxiety, Loss and Crisis, 
concepts absent from or limited in other matemity 
nursing texts. The authors go on to further integrate 
and apply these concepts in later units on 
pregnancy, labor, delivery, and the post-parfum 
period. 
Unit Three focuses on cultural perspectives in 
childbearing and includes a cultural assessment 
framework which will aid in understanding various 
family responses during pregnancy and delivery. 
Although emphasis is given to this new 
psychosocial material, basic physiological content 
has not been neglected. Several guides are included 
in the text for physiological assessment of nutritional 
status, prenatal care, matemal risk factors and 
examination of the neonate. 
Unit Ten deals with Crisis During Childbearing 
and includes chapters on adolescence, abortion, 
prematurity, death and abnormalities. Unit Eleven 
presents for discussion some legal, moral, and 
ethical issues such as cultural warping of childbirth, 
population problems and ch
d abuse. These last two 
units are an interesting and necessary addition to a 
contemporary basic maternity textbook 
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The authors state that the book was wntten for 
students leaming the profession of nursing but that it 
might also be a useful reVIew of matemal-neonatal 
nursing for nurses in clinical practice. In either case, 
this is an excellent, easily read. current and 
well-researched book. 


Total Parenteral Nutrition, edited by Josef E. 
Fischer, M.D., 454 pages, little, Brown and Co., 
Boston, 1976. 
Approximate price $25.00 
Reviewed by Therese Koazk, R.N., Paediatric 
Parenteral Nutrition Nurse, Vancouver General 
Hospital, Vancouver, British Columbia 
"Total Parenteral Nutrition has been a reality in 
this country for less than ten years, but already 
thousands of patients are in its debt, many for their 
lives. " The thirty contributing authors of this book, all 
leading experts in their fields, examine this important 
contribution to the treatment of our patients and 
discuss general principles, clinical applications, and 
supplemental techniques to central parenteral 
nutrition. 
In the first part of the book, the authors discuss 
the particular needs of various patients with respect 
to their underlying problems, solutions available with 
their varying constituents, as well as some of the 
complications associated with central venous 
parenteral nutrition. Techniques associated with 
prevention of such complications are reviewed. 
However the frequent problems with fluid and 
electrolytes often encountered in parenteral nutrition 
are not stressed sufficiently. 
Phillips and Colley, hyperalimentation nurses at 
Massachusetts General Hospital, have discussed in 
detail specific aspects related to the nursing care of 
the patient on parenteral nutrition stressing the 
importance of preparing the patient for the therapy 
and the precision and accuracy involved in insertion 
and care of this vital lifeline. Education of all 
personnel involved is demonstrated as being 
extremely important - particularly impressive is a 
workshop day in which the theoretical background of 
hyperalimentation therapy and its associated 
nursing care is presented and discussed. The work 
conference is available to selected applicants 
(nurses) within the hospital as well as to outside 
visitors. Several practical suggestions for 
organizing a Parenteral Nutrition Unit are discussed. 
The second part of this book deals with specific 
aspects of management in the treatment of patients 
with specific systemic diseases. Patients in renal 
failure, severe cardiac disease, inflammatory bowel 
disease, intestinal fistulae, hepatic failure. burns, 
and pediatric patients may each develop specific 
problems related to their condition and req uire close 
and careful management with respect to the 
administration of intravenous feeding. Advances 
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already made such as ambulatory parenteral 
nutrition are exciting and hel p to convince us that this 
lifesaving technique is truly a milestone in medicine. 
The final part of this book includes techniques 
supplemental to central parenteral nutrition. It is 
disappointing to find that the chapter on peripheral 
administration of isotonic lipids and amino acid 
preparations is included in this section, rather than 
as an alternative technique to central venous 
feeding. The importance of including fat in the diet is 
stressed. Elemental diets or more commonly called 
"space diets" are fast becoming an accepted and 
popular supplement to central parenteral nutrition, 
as we struggle to feed our patients via the normal 
route of ingestion. Complications of elemental diets 
make us aware of the need for more research in this 
area. 
I do recommend this book as an excellent 
source of reference in this field. The illustrations 
and in depth presentations are designed to teach 
those seeking more understanding of parentelal 
nutrition. 


Bedside Diagnostic Examination 3rd 
edition. by Elmer E. DeGowin and Richard L. 
DeGowin. 952 pages. New York, MacMillan 
Publishing Company, Inc., 1976. Canadian 
Agent: Collier MacMillan Canada limited, 
Toronto. 
Approximate price $12.95 
Reviewed by Rene A Day, Assistant 
Professor, Faculty of Nursing, University of 
Alberta, Edmonton, Alberta. 
As the title suggests, this text is designed to 
prepare the medical clinician to use history taking, 
physical examination and lab tests to arrive at a 
diagnosis. However, the book can certainly be used 
by nurses involved in physical assessment. 
The first three chapters provide a thorough 
introduction to the physical examination and stress 
the importance of obtaining a good history. The four 
basic skills of inspection, palpation, percussion and 
auscultation are very well presented. 
Two types of examinations are described: the 
screening examination of clients presumed to be 
well and having no symptoms, and the diagnostic 
examination to find a disease that is causing 
discomfort or dysfunction. Examples are given 
illustrating the order for performing physical 
examinations in different settings, Le., beginning 
with the client sitting as in a clinic setting versus 
beginning with the client lying in bed as in a hospital 
setting. These two examples are of real benefit to 
nurses in helping to organize all the components of 
the examination into an integrated whole that will be 
most effective and least tiring for the client. 
The remainder of the book describes each body 
system, reviewing the anatomy and physiology, 
pertinent information to be collected in the history, 
and the specific techniques of the examination. An 
important feature of the book is the inclusion of sixty 
key symptoms or common complaints and a list of 
possible causes of each. Small hand drawn 
diagrams throughout help to clarify the written 
material. The final chapter is an alphabetical 
summary of common disease conditions with 
definitions, signs and symptoms, and lab results. 
This book would not be suitable as the first or 
only reference for nurses learning physical 
assessment; it is too detailed and complex. A good 
knowledge of medical terms and/or a medical 
dictionary is required. Basic understanding of 
anatomy and physiology and the related sciences is 
assumed by the authors. It is not a book to be studied 
from cover to cover. Rather, it provides an excellent 
reference for information about assessment of 
specific body systems, disease conditions and key 
symptoms. Because the focus is diagnosis, the book 
would be a valuable resource to aid any nurse who is 
in a position to make decisions about the need to 
refer clients to physicians. 


Right and Reason: Ethics in Theory and 
Practice 6th ed. by Austin Fagothey, 484 
pages, The C.V. Mosby Company, St. Louis 
1976. Approximate price $13.15 
Reviewed by Ina Watson, Associate Professor 
of Nursing, College of Nursing, University of 
Saskatchewan, Saskatoon, Saskatchewan. 


This book is the sixth edition of Right and 
Reason written by Father Fagothey. It was 
written with the young college student foremost in 
mind. The purpose is to present major philosophical 
theories to enable the individual to establish, or to be 
able to defend, positions on ethical and moral 
questions. 
The first half of the book deals with major topics 
such as ethics, responsibility, pleasure, intuition, 
reason. The emphasis in the second half is on the 
dignity of the human person - such subjects as 
govemment, education, health, and war and peace 
are discussed. 
There are thirty-seven units in the book. Each 
unit follows the same pattern. The problem is stated; 
arguments pro and con are presented; a summary, 
and questions fordiscussion are provided. The units 
are written in a logical manner and in ordinary 
language. The summaries are of particular interest 
as it is here and in the conclusions that the 
convictions of the author come through. These- 
convictions are stated clearly and concisely, and the 
reader will be challenged to think in a logical manner 
about individual ethical and moral values. 
Several of the units are of particular interest to 
the profession of nursing. The unit on Health 
discusses the problem of man's stewardship over 
himself. Questions discussed are: 
- When may a man risk his life? 
- How much care must be given to health? 
- Are mutilation and sterilization justified? 
It would be helpful if the units on Society-Family 
and Sex were read together. In these units many 
questions are discussed: why men live in society and 
what society is; marriage as a natural or 
conventional Institution; and the place of love and 
sex in marriage. 
Although the audience for this book is the young 
adult, it is timely and interesting reading for all age 
groups. It is not a book that will be read at one or two 
sittings. It is a book to be taken in small bites, 
digested then resumed. 


Clinical Anatomy and Physiology for Allied 
Health Sciences by Paul D. Anderson, 
Toronto, W.B. Saunders Co., 1976. 
Approximate price: $11.85 
Reviewed by Jean W. Spalding, Chairman, 
Nursing Program, Toronto East General 
Campus, Centennial College. Scarborough, 
Ontario. 


The positive features of this textbook for 
students in allied health sciences are 
numerous. It is written in a style that is readily 
comprehended, at a level for beginning students in 
this field. When additional information is available on 
any subject. the source is clearly identified. The 
diagrams and tables are excellent. Some 
information is included in the clinical implications of 
the disease process, which is usually an area of 
considerable interest for students and can be 
utilized as a positive teaching resource. The outlines 
at the conclusion of each chapter provide a good 
source for review, and the questions prc
vide 
assistance for self-directed learning. The glossary, 
prefixes, and suffixes are also valuable aids to assist 
the student to comprehend this subject. 
Each chapter includes significant informatIon. 
Chapter I on the Human Organism presents very 
complex information that is written with clarity, and 
can be readily understood by beginning students. 
Chapter II on Radiologic Health is the introduction of 
current information, a valuable addition in this text. 


Information on Fluids, Electrolytes and Acid-Base 
Balance is placed in each chapter in the appropriate 
physiological context. It would add to the value of 
this text to have a chapter devoted to this information 
because of the difficulty many students encounter in 
understanding this material and its significance in 
clinical experience. 
If this textbook is to be used as a textbook for 
nursing students in a diploma nursing program, 
there are some omissions and areas that need an 
increased amount of information to provide the 
student with the necessary background for 
decision-making and clinical experience. 
Some of the areas that require an increase in 
depth are: 
. In the Voluntary Nervous System the accurate 
identification of the areas of decussation of the major 
ascending and descending tracts of the spinal cord 
should be included. 
. The significant cranial nerves should include 
the origin, the pathway, the termination and the 
function. 
. In the clinical manifestations of the Respiratory 
System, it would seem necessary in today's society 
to include significant data on cigarette smoking in 
relationship to health and disease. 
. Chapter 18 on Digestion and the Alimentary 
Tract would benefit from increased information on 
the teeth, the duct system of the biliary apparatus 
and the physiology of the liver. 
. Chapter 20. The female reproductive system is 
in insufficient detail to provide a thorough 
background of normal anatomy and physiology for 
gynecological and obstetrical nursing. 
These comments are not meant to indicate a 
strongly negative impression of this textbook. I feel 
that students should use more than one text for 
information, and schools have libraries for such a 
purpose. 
It was a good experience for me to read this text; 
I feel it has good potential for use an a text in the 
health sciences field. 


Lit)lettl e !] lT1)(ltlte 


Publications recently received in the Canadian 
Nurses Association Library are available on loan- 
with the exception of items marked R - to CNA 
members, schools of nursing, and other institutions. 
Items marked R include reference and archive 
material that does not go out on loan. Theses, also 
R, are on Reserve and go out on Interlibrary Loan 
only. 
Requests for loans, maximum 3 at a time, 
should be made on a standard Interlibrary Loan form 
or by lettergiving author, title and item number in this 
list. 
If you wish to purchase a book, contact your 
local bookstore or the publishel. 
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c1975. 90p. 
28. International Symposium on Circumpolar 
Health, 3d, Yellowknife, Northwest Territories. Can., 
1974. Circumpolar health. Proceedings of.... edited 
by Roy J. Shephard and S. Itoh. Toronto, University 
of Toronto Press for Health and Welfare Canada, 
c1976. 678p. 


100% Silicone Foley Catheter 
For Safer, More Comfortable 
& More Effective Catheterization 


Because It's Made 
F rom A Superior Material 


"The supenor performance of the Cunty 100" SrllCone FoM 
Catheter IS readily apparent when compared WI h · 
other matenals Smoother and more pliable than latE.' .. . 
latex, It dISCourages"the encrustation of unnary ...=ilis m Iw 
drainage lumen And because there IS less cloggmg ent ru" IUn 
dramage IS rrnproved while mfechon risk and patrent lITItabon are 
reduced . all removmg the need for frequent catheter Ù1af'1eS 
In addthon the salicone matenal enables the constrU\..l n rl a t l In 
but strong 'outSIde wall and a large dramage lumen "fhu; r ' s 
in a greater flow rate and enables clots to be more ea!o e PE led 
From every pomt of VIeW, the Cunty 100" Stbc:one Fok>o 
Catheter IS the /ogJcal d10ICe Your Kendall represerta 
prOVIde full detads. 


" 


.. 


\
\. 
KEnDAll 
Innovators In Patient Care 
KENDALL CANADA 6 CURITY AVENUE 
TORONT., ONTARIO M4B 1><2 


(ContInued on p. SO) 
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(Continued from p 49) 
29. Jones, Bruce V. ed.Jones' animal nursing. Rev. 
2ed. Edited by R.S. Pinniger. Oxford, Pergamon Pr., 
c1976. 496p. 
30. Kilpatrick, S. James. Statistical principles in 
health care information. Baltimore, University Park 
Pr., c1973. 228p. 
31. Kogan, Benjamin A. Health; man in a changing 
environment. New York, Harcourt Brace 
Jovanovich, c1970, 1974. 790p. 
32. Laycock, Samuel Ralph. Sexualité etéducation 
familiale. Traduit de I'anglais. Ottawa, Novalis, 
c1969. 151p. 
33. McWhinnie, John R. Health field indicators: 
Canada and provinces, by... Barbara J. Ouellet and 
Jean-Marie Lance. Ottawa, Dept. of National Health 
and Welfare, Long Range Health Planning Branch, 
1976. 98p. 
34. Medical and health annual 1977. Toronto, 
Encyclopaedia Britannica, c1976. 447p. 
35. Methodology in social research. Edited by 
Hubert M. Blalock Jr., and Ann B. Blalock. New York, 
McGlaw-HiII, c1968. 493p. 
36. Metrot, Jacques. Le secourisme; savoir pour 
agir, par... et Xavier Emmanuelli. Paris, Chancerel, 
c1976.91p. 
37. Mitchell, Pamela Hotsclaw. Concepts basic to 
nursing. 2ed. New York, McGraw-Hili, 1977. 575p. 
38. National League for Nursing. People, power, 
politics for health care. Papers presented during a 
conference of the Northwest Regional Assembly of 
Constituent Leagues for Nursing in Washington, 
D.C., onAprilB and 9, 1976. NewYork,c1976.88p. 
(NLN Publication number 52-1647) 
39. -. Dept. of Diploma Programs. Toward 
excellence in nursing education; a guide for 
diploma school improvement. 3ed. New York, 
c1971, 1977. 58p. (NLN Publication number 
16-1656) 
40. -. Division of Nursing. Collaboration for quality 
health care: education of beginning practitioners of 
nursing and utilization of graduates. Papers 
presented during four regional conferences 
1975-1976. New York, c1977. 111 p. (NLN 
Publication number 14-1654). 
41. Navarro, Vincente. Medicine under capitalism. 
New York, Prodist, c1976. 230p. 
42. Nurse, Gaynne. Counselling and the nurse; an 
introduction. Aylesbury, Eng., HM & M, c1975. 
109p. 
43. Payne, Beverly C. The quality of medical care: 
evaluation and improvement. Chicago, Hospital 
Research and Education Trust, c1976. 157p. 
44. Peitchinis, Jacquelyn A. Staff-patient 
communication in the health services. New York, 
Springer, c1976. 165p. R 
45. The planning of change, edited by Warren G. 
Bennis et al. 3ed. New York, Holt, Rinehart and 
Winston, c1976. 517p. 
46. Powell. Mary. Orthopaedic nursing. 7ed. 
Edinburgh, Churchill Livingstone, 1976. 635p. 
47. The practice of emergency nursing, by James 
H. Cosgriff and Diann Laden Anderson. 
Philadelphia, Lippincott, c1975. 488p. 
48. Proceedings of the Information Broker, 
Free-Lance Librarian: New Careers. New Library 
Services Workshop held at Drumlins, Syracuse, 
New York, Apr. 3, 1976. Syracuse, N.Y., School of 
Information Studies. Syracuse University, 1976. 
30p. 
49. Quality control and performance appraisal, 
volume two; a reader consisting of eight articles 
especially selected by The Journal of Nursing 
Administration editorial staff. Wakefield, Ma., 
Contemporary Pub., 1976. 48p. 
50. Remen, Naomi. The masculine principle, the 
feminine principle and humanistic medicine. San 
Francisco Institute for the Study of Humanistic 
Medicine, c1975. 105p. 
51. Robinson, Corinne Hogden. Normal and 
therapeutic nutrition, by... and Marilyn R. Lawler. 
15ed New York, Macmillan, c1977. 739p. 


52. Rolstin, Hilda. The Hospital for Sick Children, 
School of Nursing, Toronto, written by... for the 
Alumnae Association. Toronto, 1972. 94p. R 
53. Skydell, Barbara. DiagnostIc procedures; a 
reference for health practitioners and a guide for 
patient counselling, by... and Anne S. Crowder. 
Boston, Little, Brown and Co., c1976. 248p. 
54. Smith, Genevieve Waples. Care of the patient 
with a stroke; a handbook for the patient's family 
and the nurse. 2ed. New York, Springer, c1976. 
166p. 
55. Stevens, Barbara J. First-line patient care 
management. Wakefield, Ma., Contemporary Pub., 
c1976.182p. 
56. Storrs, Alison N.F. Geriatric nursing. London, 
Ballière Tindall, c1976. 229p. 
57. Taber's cyclopedic medical dictionary. 13ed. 
Edited by Clayton L. Thomas. Philadelphia, Davis, 
c1977. 1v. (various pagings) R 
58. Wales, LaRae H. A practical guide to 
newsletter editing & design; instructIons forprmting 
by mimeograph or offset for the inexperienced 
editor. Ames, Iowa, Iowa State University Pr. c1976. 
51p. 
59. Walter, Stephen D. Methodological 
developments in the use of attributable fraction for 
health priorities and strategies in Canada, Ottawa, 
Long Range Health Planning Branch. Health and 
Welfare Canada, 1976. 116p. 
60. Warwick, Donald P. The sample survey, théory 
and practice, by... and Charles A. Lininger, New 
York, McGraw Hill, 1975. 344p. 
61. Webster, George. The law of associations; an 
operating legal manual for executive and counsel. 
New York, Matthew Bender, 1976. 1 v. (loose-leaf) R 
62. White, Donald K. Continuing education in 
management for health care personnel: a second 
opinion. Chicago, Hospital Research and 
Educational Trusts, c1975. 54p. 
63. Williams, Sue Rodwell. Nutrition and diet 
therapy. 3ed. St. Louis, Mosby, 1977. 723p. 
64. Wilson, Margaret A. Equivalency evaluation in 
development of health practitioners. Thorofare, N.J. 
Slack, c1976. 146p. 
65. Wing, A.J. The renal unit, by... and Mary 
Magowan. Toronto, Lippincott, 1975. 281 p. 
66. Women: their use of alcohol and other legal 
drugs; a provincial consultation - 1975, edited by 
Anne MacLennan. Toronto, Addiction Research 
Foundation of Ontario 1976. 144p. 
67. World health statistics annual. Vol. 1. Vital 
statistics and causes of death, 1973 - 1976. 
Geneva, World Health Organization, 1976. 839p. 
68. World health statistics annual. Vol. 2. Infectious 
diseases; cases, deaths and vaccinations, 1973- 
1976. Geneva, World Health Organization, 1976. 
303p. 
69 World health statistics annual. Vol. 3. Health 
personnel and hospital establishments, 1973- 
1976. Geneva, World Health Organization, 1976. 
340p. 


Pamphlets 
70. Alberta Association of Registered Nurses. 
Position statement on professional nursing 
practice. Edmonton, 1974. 4p. 
71. American Nurses Association. Division on 
Psychiatric and Mental Health Nursing Practice. 
Statement on psychiatric and mental health nursing 
practice. Kansas City, Mo., c1976. 30p. 
72. Canadian Association of University Teachers. 
Handbook of lobbying. Ottawa. 1976, 1v. (various 
pagings) 
73. Dussault, René. La réforme des professions au 
Québec, par... et Louis Borgeat. Québec ville. Office 
des Professions, 1975. 44p. 
74. Groupe de travail pour étudier les programmes 
de dépistage du cancer du col de I'utérus. Le 
dépistage du cancer du col utérin. Rapport du 
Groupe... constitué à la demande de la Conférence 
des sous-ministres de la Santé. Montréal, Tiré à part 
de I'Union Médicale du Canada, juillet 1976. 


995-1047p. Président du groupe: R.J. Walton. 
75. Hill, Gerry B. Dynamic models of health care 
systems. Ottawa, Long Range Health Planning 
Branch, Health and Welfare Canada, 1977. 24p. 
76. National League for Nursing. Council of 
Associate Degree Programs. From student to 
worker: the process and product. Papers 
presented in New York City, May 24-26, 1976, 
during a workshop entitled "From Student to 
Worker: the Process and Product. New York, 
c1976. 43p. (NLN publication number 23-1657) 
77. -. Council of Home Health Agencies and 
Community Health Services. Why experiment with 
health care delivery. Papers presented at the 
annual meetmg Mar. 17-19, 1976, Washington, 
D.C. New York, c1976. 40p. (NLN publication 
number 21-1651) 
78. -. Division of Research. Nurse-faculty 1976. 
New York. 1977. 15p. (NLN publication number 
19-650). 
79. Registered Nurses Association of British 
Columbia. Annual report 1976-1977. Vancouver, 
1977. 36:>. 
80. Saltman, Jules. Drinking on the job; the 
$ IS-billion hangover. New York, Public Affairs 
Committee, c1977. 28p. (Public affairs pamphlet 
number 544) 
81. Work Group for the Formulation of Community 
Nursing Standards, Sept. 27-0ct. 8, 1976. Port of 
Spain, Trinidad. Final report. Caracas, Venezuela, 
Pan American Health Organization, Pan American 
Sanitary Bureau, Regional Office of the World 
Health Organization, 1976. 17p. 
82. Wynn, Margaret. Prevention of handicap of 
perinatal origin; an introduction to French policy 
and legislation, by... and Arthur Wynn. London, 
Foundation for Education and Research in 
Child-Bearing, 1976. 32p. 


Government documents 
Canada 
83. Commission du Système Métrique. Bureau 
National de Rédacteurs à la Pige. Liste des 
redacteurs à la pige des média imprimés et 
é/ectroniques qui sont abonnés au bureau. Ottawa, 
1977. 31 p. 
84. Conseil canadien des relations du travail. 
Rapport 1975-76. Ottawa. Iv. (various pagings) 
85. Conseil du Trésor. Manuel de gestion du 
personnel. Supplément de la législation sur Ie 
personnel, Ottawa, 1976. 1v. (various pagings) 
86. Labour Relations Board. Report 1975/76 
Ottawa, Minister of Supply and Services Canada, 
1976. 1v. (various pagings) 
87. Health and Welfare Canada. Departmental 
Library Services. Rehabilitation and the 
handicapped; a layman's guide to some of the 
literature - a bibliography, by... in collaboration with 
the Social Services Programs Branch. Ottawa, 
1976. 184p. 
88. Laws, statutes etc. Citizenship Act. S.C. 1976, 
c.108, Ottawa, Queen's Printer, 1976. 22p 
89. -. Quarantine act. Office consolidation. HS., 
c.33 (1st Supp.) amended by 1974-75-76, c.97 and 
quarantine regulations established by P.C. 
1971-2818 amended to P.C. 1976-2785. Ottawa, 
Supply and Services, 1977. 31 p. 
90. Lois, statuts etc. Loi sur la citoyenneté. S.C. 
1976 c.108. Ottawa, Imprimeur de la reine, 1976. 
22p. 
91. -. Loi sur la quarantaine. CodificatIon 
administrative. S.H c.33 (ler Supp.) modifié 
1974-75-76, c.97 elle règlement sur la quarantaine 
établi par C. P. 1971-2818 modifié àC. P. 1976-2785. 
Ottawa, Approvisionnements et Services, 1977. 
31p. 
92. Metric Commission. National Freelance Writers 
Bureau. Print and broadcast freelance subscriber. 
Ottawa, 1977. 31 p. 
93. Secrétaire d'Etat. Programme de Promotion de 
la Femme. Annuaire canadien des groupes de 
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femmes, 2ed. Ottawa, Approvisionnements et 
Services Canada, 1977. 2QOp. 
94. Secretary of State. Women's Program. 
Directory of Canadian women's groups, 2ed. 
Ottawa, Supply and Services Canada, 1977. 20Op. 
95. Santé et Bien-être social Canada. Services de 
la bibliothèque mimstérielle. Réadaption des 
handicapés; guide populaire et bibliographie 
selective, pal... en collaboration avec Ia Direction 
des Programmes de services sociaux, Ottawa, 
1976. 184p. 
96. -. Sexualité et adolescence; guide pour un 
professeur. Ottawa, 1976. 6 pts. in 1. 
97. Treasury Board. Personnel management 
manual. Personnel legislation supplement. Ottawa, 
1976. 1v. (various pagings) 
United States 
98. Dept. of Health, Education, and Welfare. Center 
for Disease Control. State legislation on smoking 
and health 1976. Atlanta, Ga., National 
Clearinghouse for Smoking and Health, 1976. 73p. 
(DHEW Publication number (COC) 77-8331) 
99. Division of Nursing. The doctorally prepared 
nurse. Report of two conferences on the demand 
for and education of nurses with doctoral degrees. 
Bethesda, Md., 1976. 104p. (DHEW Publication 
number (RRS) 76-18) 


Studies deposited in CNA Repostory Collection 
100. Boisclair, Laurent. Valeurs de travail des 
hommes engagés dans Ie nursing. Montréal, 1969. 
93p. Thèse (M.Nurs.) - 1969. R 
101. Doucet, Thérèse. Les besoins relatits aux 
activités de la vie quotidienne chez des jeunes 
adultes malades mentaux. Montréal, 1973. 78p. 
Thèse (M.Nurs.) - Montréal. R 
102. Hazlett, C. Employment opportunities for 
nurse practitioners in Alberta. A report submitted to 
the University of Alberta Ad Hoc Committee on 


Employment Opportunities for Nurse Practitioners 
by... S. Stinson and J. Moore, Edmonton, 1977. 46p. 
R 
103. Rosen, Ellen F. A study of the expressed 
concerns of an obstetrical patient experiencing a 
long term hospital stay. London, 1974. 83p. Thesis 
(M.Sc.N.) Western Ontario. R 
104. A study of patient requirements for nursmg 
care. Final report. Vancouver General Hospital, 
1977. 59p. Research director: Ruth Robinson. 
Advisory Committee for the Nursing Manpower 
Study. R 
105. Winsor, Ina Veldor. A study of the validity of 
the psychological corporation entrance 
examination for schools of nursing as a selection 
tool and predictor of success for nursing 
candidates. St. John's, 1974. 83p. Thesis (M.Sc.N.) 
- Memorial University. R 


Audio-visual Aids 
106. Association des médecins de Langue 
française du Canada. Sonomed, séne 3. no. 11. 
Montréal, 1973. 1 cassette. Contents: - Côté A. La 
dyspareunie, - La frigidité et Ie dysfonctionnement 
orgasmique. - Cõté B. L'infertilité. 
107. -. Sonomed, série 3, no. 12. Montréal, 1973. 
1 cassette. Contents. - Côté A. Le dlabète. - 
Indications et effets secondaires des anabolisants. 
- Côté B. - La céphalée migraineuse. 
108. Educational Film Distributors. Film catalogue, 
Toronto, 1976. 1v. 
109. Ubrary research: the nursing indexes. 
(Filmstrip) New York, American Journal of Nursing 
Co., 1976. 4 rolls col. and 4 audio cassettes 20 mins. 
Contents. - Overview. - Nursing Studies Index. 
International Nursing Index. - Cumulative Index to 
Nursing Literature. R 
110. L'offlce de la télécommunication éducation de 
I'Ontario. La boite TVO. Toronto, VIPS/OTEO, 
1975. 1v. (loose-leaf) 


West Coast Opportunity 
Director, Nursing Service Division 


A challenging opportunity exists for an individual with strong 
management skills to assume full responsibility for the Nursing 
Service Division of a Hospital in Vancouver, B.C. 
The hospital. which consists of approximately 500 beds, is a fully 
accredited acute care teaching hospital functioning as a Regional 
Referral Center. 
Applicants must have a Master's Degree in Nursing, a record of 
successful experience as a senior Hospital Nursing Manager, and 
the capacity to provide professional leadership and to share in the 
decision-making process as part of the senior hospital 
management team. 
Applicants should be familiar with innovative approaches to the 
provision of nursing service and be interested in working in a 
progressive and stimulating environment. 
The salary, with an attractive fringe benefits program, will be of 
interest to those currently in the $27,000-$28,000 range. 
Reply in confidence, giving full personal details, to W F. Forrest 


Woods, Gordon & Co. 
MANAGEMENT CONSULTANTS 
BOX 10101, PACIFIC CENTRE, 
700 WEST GEORGIA STREET. 
VANCOUVER, BC. V7Y 1C7 
A member of the Canadian Association of Management Consultants 
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AN 
OPEN 
INVITATION 
FROM 


FORT WORTH 
TEXAS 


To our Canadian colleagues to 
obtam some more experience In 
nursing - American Nursmg It s 
different. more relaxed and very 
challenging. We would like you to 
have an insight mto our way of 
doing things. 
The Tarrant County Hospital DIs- 
trict is located In the Ft Worth- 
Dallas area, the center of excltmg 
Texas irving and WIll astonish you 
with ItS wealth of entertainment 
restaurants. theaters concerts 
museums. rodeos, parks etc 
Only hours away from the Gulf 01 
Mexico. Las Vegas. New Orleans 
and Mexico The Tarrant County 
Hospital District IS a progressive 
450-bed county teaching hospl 
tal dedicated to complete 
community care: it offers the op- 
portunity to see a total picture of 
American medicme The hospital 
provides an extensive orientation 
to the American way of nurSing 
and the American way of lI,e 
through an especially preparei 
"acclimatization program de 
signed for our Canadian co 
leagues Reciprocity In the state 
of Texas is dependent on a score 
of 350 points on the fmal SRN e 
ami nation in English only or L 
the Board eligible For those v,ho 
qualify for employment we '^ . 
provide temporary housmg lib- 
eral salaries, holidays and an 
emergency medical plan 
Interviews will be held during the 
months of August and September 
so contact us for informatoon and an 
application. 
Write to: 
George R. Jennings 
Director of Personnel 
Tarrant County Hospital District 
1500 S. Main 
Fort Worth. Texas 76104 U.S.A 



52 


The Canadian N urlle 


('I.IHH i (1(>>(1 

 \(1'-(>>1-. iH(>>lllelltH 


British Columbia 


Psychiatric Head Nurse required for a 16-bed Psychiatnc Unrt 
located In the Northwest of B.C. R.N A.B.C. contract IS In effect. 
Qualilications: Must be eligible for reglstrabon In B.C. Previous Head 
Nursing expenence essential. Baccalaureate degree preferable. Ap- 
ply in wnting to: Mrs. F. Quackenbush. R.N., Director of Nursing, Mills 
Memonal Hospital, Terrace, Bnbsh Columbia, VBG 2W7. 


Operating Room Nurse requred for an 87-bed acute-care hosplta: 
located In Northern B.C. R.N.A.B.C. contract is in effect. ResIdence 
accommodations available. Apply In wnting to: Mrs. F. Quackenbush, 
R N., Director of Nursing, Mills Memorial Hospital, Terrace, Bnbsh 
Columbia. V8G 2W7. 


Experoenced Nurses (eligible for B.C. regIStration) required for 
409-bed acute care, teaching hosp
allocated In Fraser Valley, 20 
mnutes by freeway from Vancouver. and within easy access of 
vanous recreational facIlities. Excellent onentatlon and continuing 
educabon programmes Salary. $1184.00 to $1399.00 per month. 
ClinICal areas Include Medicine. Surgery, Obstetncs. Pedlatncs. 
Coronary Care. HemochaJysls. Rehabilitation. IntenSive Care, 
Emergency. Apply to Nursing Personnel, Royal Columbian Hospital, 
New Westminster, Bntlsh Columbia, V3L 3W7. 


Registered Nurses - required Immediately tor a 340-bed accredited 
hosplfalln the Central Interior of B.C. Registered Nurses Interested in 
nursing positions at the Pnnce George Regional Hospital are invited to 
make inqulnes to: Dlredor of Personnel ServiceS. Prince George 
Regional Hospital, 2000 - 15th Avenue, Prince George, Brillsh Col- 
umbia, V2M 1 S2. 


Positions Vacant - Registered Nurses requred lor a 16-bed 
Psychlatnc unrt located In Northwest B.C., opening in June 1977 
Psychiatric training or experience essentlaJ. RNASC contract IS In 
effect. Apply In wnbng to: Mrs. F. Quackenbush, R.N., DIrector of 
Nursing, Mills Memonal Hospital. 4720 Haughland Ave., Terrace, 
Bnbsh Columbia, VBG 2W7 


General Duty Nurses for mode'n 35-bed hospital located in soulh- 
ern B.C. 5 Boundary Area wl1h excellen1 recreation facililies. Salary 
and personnel policies In accoraance wrth RNASC (.;ömfortablè 
Nurse.s home Apply. Director 01 Nursing, Boundary Hospital, Grand 
Forl<s, Bntlsh Columbia, VOH 1 HO. 
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Nursing 
Instructors 
and 
Public Health 
Nurses 


Are needed to work 
in AFRICA 
Sierra Leone - Tutor to teach State 
Enrolled Community Health Nurses and a 
Public Health Nurse to promote a Nutrition 
Health Programme for pre-school children in 
60 State Clinics. 


Ghana - Tutor to teach Medical-Surgical 
Nursing to students of 3 year SRN 
programme. 
For more information, please contact: 
CUSO Health - 14 
151 Slater Street 
Ottawa, Ontario 
K1P 5H5 


British Columbia 


Experienced General Duty Nurses required for 134-bed hospital. 
BasIc Salary $1,122 - $1,326 per month. Policies in accordance with 
R.N.A.B.C. Contract. Residence accommodation ava
able. Apply in 
writing to: Director of Nursing, Powell River General Hospital, 5871 
Arbutus Avenue, Powell River, British Columbia. V8A 453 


Manitoba 


Director 01 Nursing for new 32-bed Heanh Centre. 12 acute and 20 
personal care bed. on Boissevain. Manitoba. Qualifications: must be 
eligible for regis1ration in Manitoba Preference gven to aPJ?ligants 
with university prepara1ion in nursing or nursing adminIStratIVe ex- 
perience. Salary in accordance with Manitoba Heanh Services Com- 
mission aftowance. POSition open July IS, 1977. Apply in writing giving 
resume to: Ms. H. Fletcher, Administrator, Boissevain Heanh Centre, 
Box 899, Boissevain, Manitoba, ROK OEO 


Ontario 


Help Wanted - Supervisor Pubic Health Nursing required lor a 
generalized Pubic Health Nursing Programme. Degree in Nursing 
Science preferred, generous fringe benefits, salary commensurate 
wrth experience and qualifications. Forward resume to: Miss E.L 
Flaxman, Director, Pubic Health Nursing, Haliburton, Kawarlha, Pine 
Ridge District Health Unit, P.O. Box 337, Cobourg, Ontario, K9A 4K8. 


RN or RNA. 5'7" or over and strong, withOul dependents, to care tor 
160 pound handicapped execubve with s1roke. Live-in, 1/ 2 yr. In To- 
ronto and '/2 yr_ in Miami. Preferably a non-smoker. Wage: 5200.00 to 
$220.00 weekly NET, depending on experience plus Miami bonus. 
Send resume to: M.D. C., 3532 EglintonAveoue West, Toronto. 0,,- 
taoo, M6M IV6. 


Public Heslth Nurlle (qualified) required lor generalized program in 
Ontario's vacationland. Allowance for degree in nursing and usual 
Ionge benefits. Apply to: Director of Nurses, Muskoka.Parry Sound 
Health Uni
 P.O. eox 1019, Bracebridge, Ontario, POB ICO. 


Quebec 


Registered Nurse required beginning of Septamber 1977 In COoed 
Boarding School in country. Applicant mustlive.in and share dulies 
with another resident nurse. Apartment with maid service provided 
Excallent worlung conditions. Liberal holidays. Applications stating 
qualifications and experience to: Comptroller, Bishop's COllege 
School, Lennoxvilla, Quebec, JIM IZ8. 


Australia 


We have many vacancies lor Registered Nursing Sisters and other 
para-medcal staff For details please write to: HospItal Staff 
Agency, 388 Bourl<e Street, Melbourne. VIctoria 3000, Australia. 


United States 


Reglatered Nursea - Dunhlll, wrth 200 offices in the U.S.A., has 
exciting career opportunities for both new grads and expenenced 
R.N.-s. Send your resumé to: Dunhtll Personnel CorIsullants, No. 805 
Empire BUilding, Edmonton, Alberta, TSJ 1 V9. Fees are patd by 
employer. 


July 1977 


United States 


Registered N ursea - Flonda and Texas -Immediate hospital ope- 
nings in Miami, Fori Lauderdale, Palm Beach and Stuart, Flonda and 
Houston, Texas. Nurses needed lor MediæJ-SurgiæJ, Critical Care, 
Pediatrics, Operating Room and Orthopedics. We will provide the 
necessary worl< Visa. No lee to applicant. Medical Recruiters of Ame- 
rica. Inc., 800 N.W. 62nd SI., Fort Lauderdale, Florida 33309, U.S.A. 
(305) 772-3680. 


Come Southl Warmth & Beaches - Mild Wlntsrs. We represent 
hundreds of clients that are seeking Canadian nurses to join their stall. 
These situations are varied, and Income levels are excellent up to 
$14.000 (U.S.) for ICUICCU supervisors; $13,500 lor shill super- 
visors, and up to $12,000 for general duly staff nurses. SituabOns may 
require state licensure exam; however, temporary permits are availa- 
ble wrthoul examination. Our lee IS paid and H-1 Visa assistance 
proVldad. For complete details send your resume and lull particulars 
to: Medical Search, 3274 Buckeye Road, Atlanta, Georgia. 30341. 
(404) 458-7831 


Registered Nurlles Needed -114-bedJoint Comrrisslonapproved 
hospital located in Sardls, Mississippi. Ideal clmafe with large recrea. 
tional area nearby and large metro area 72 km. a.vay. Competitive 
salary and benefits, with relocallon loan available Contact: Jeanna 
Hams, R.N., Assistant Director of Patient Care Servoces, North I 
Paoola Regional Hospital. P.O. Drawer 180, Sardis, Mississippi, 
38666. 


Nurses - RNs -Immediate Openings In Florida - California - 
ArI<ansas - II you are experienced or a recent Graduate Nurse we 
can offer you positions With excellent salanes 01 up to $1300 per 
month plus all benefits. Not only are there 00 lees to you whatS06ver 
lor plaCIng you, but we also provide complete Visa and licensure 
assistance at also no cost to you. Writa immediately for our application 
even il there are other areas of the U.S. that you are interested in. We 
will call you upon receipt of your application ìn order to arrange for 
hospital interviews. Windsor Nurse Placement Service, P.O. Box 
1133, Great Ned<. New Vorl< 11023. (516-4B7-2818) 


HEAD NURSE 


INTENSIVE CARE 
UNIT 


Applications for the above position are 
now being accepted by this 300 bed fully 
accredited General Hospital. We offer an 
active Staff Development Programme, 
Competitive Salaries and Fringe Benefits 
based on Educational background and 
experience. 


Apply sending complete resume to: 
Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6 



ASSOCIATE 
DIRECTOR 
OF NURSING 


Applications are invited for the position of Associate Director of 
Nursing in a 500 bed accredited general hospital. 


THE POSITION: 


As a member of the Nursing Administration team, this position 
requires a nurse with innovative qualities and ability to organize, 
delegate, and direct the work of others. 


The applicant must have an enthusiasm for initiating and following up 
new ideas, projects and programmes. 


MINIMUM QUALIFICATIONS: 


Must be currently registered in the Province of Ontario Preference wdl 
be given to candidates with a B.Sc.N. and experience in Hospital 
Administration 


Apply In writing to: 


Director of Personnel 
Belleville General Hospital 
Belleville, Ontario 
K8N SA9 


LAMBTON COLLEGE 


DIRECTOR, NURSING PROGRAMS 


The diploma nursing program has approximately one 
hundred full-time students. The program philosophy is 
centered on the nursing process and the acceptance by 
students of personal responsibility for their learning. Major 
responsibilities of the Director include program evaluation 
and development, ongoing student development, full 
integration of an extensive learning resources complex as 
a major teaching resource, and a continuing program of 
staff development. 


The Director reports to the Academic Vice President. 
Salary is commensurate with the responsibilities of the 
position. An advanced degree is preferable but successful 
experience and demonstrated results as a nurse, teacher 
and administrator are important criteria. An Ontario 
registration is mandatory. 


Resumes should be submitted In confidence to the 
Personnel Officer, Lambton College, Sarnia, Ontario, 
N7T 7K4. 
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Make )'ourself at home 
in Philadelphia... 


Art. History. Good restaurants and theatre. 
Universities. An active social life. They're 
all here in Philadelphia. And so are we. 
Temple University Hospital serves a large 
urban community in the midst of the city. 
It's a teaching hospital where a nurse can - , " , 
really get involved. At Temple. a nurse's 
life is anything but routine. And your life 
after hours? That's up to you. a .' 
So if you're looking for a place to call 1 
home, consider Temple. We're now . :=....,....,,
 
offering a Nurse Internship Program for ill. .
 iJC 
those nurses with no more than six -;j;. =." 
months' clinical experience. It 
 .L-=; . 
enables you to meet your 6 
month clinical requirement for 
transfer to Special Care 
Units while you are working. 
 _ 
Get in touch with ;t.J 
Ms. Judy May, Temple 
University Hospital, 3401 North 
Broad Street, Philadelphia, Pa. 19140. (215) 
221-3152. We're an equal opportunity employer. 


Temple University Hospital 


NURSING EDUCATION CHAIRPERSON 
required by 
CARl BOO COLLEGE 


RESPONSIBILITIES 
Organization and administration of an education program leading 
to nurse registration. Development and administration of a 
curriculum which will make available to enrolled students a high 
standard of nursing education. Acquisition, allocation and 
development of faculty expertise. Estab
shment and maintenance 
of relationships between community health agencies and the 
nursing education program. 


QUALIFICATIONS 
Master's Degree or equivalent experience. Experience in 
administration in nursing practice and/or education. Experience in 
nursing practice of at least five years duration. Demonstrated 
teaching ability. Eligibility for nursing registration in British 
Columbia. 


Cariboo College is a comprehensive community college located in 
the British Columbia interior offering university transfer, career, 
vocational and continuing education services. The Chairperson of 
Nursing must provide leadership for the Nursing Program. both 
within the College and the supporting community health agencies. 


Send applications with supporting resume to: 
The Principal 
Cariboo College 
P. O. Box 860 
KAMLOOPS, British Columbia 
V2C SN3 
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Associate 
Executive Director 


Applications are invited for the position of 
Associate Executive Director, Canadian 
Nurses Association, Ottawa. 


Candidates must be members of the 
Canadian Nurses Association, have a 
master's degree or equivalent and have at 
least five years' administrative 
experience. Bilingualism an asset. 


Interested applicants are asked to submit 
their curriculum vitae, in confidence, to: 


Executive Director 
Canadian Nurses Association 
50 The Driveway 
Ottawa, Ontario 
K2P 1 E2 


Advertising 
rates 
For All 
Classified Advertising 
$15.00 for 6 lines or less 
$2.50 for each additional line 
Rates for display 
advertisements on request 


Closing date for copy and 
cancellation is 6 weeks prior to 1 st 
day of publication month. 
The Canadian Nurses Association 
does not review the personnel 
policies of the hospitals and agencies 
advertising In the Journal. For 
authentic information. prospective 
applicants should apply to the 
Registered Nurses Association of 
the Province in which they are 
Interested in working. 


Address correspondence to: 


The Canadian Nurse 


50 The Driveway 
Ottawa, Ontario 
K2P 1 E2 


. 
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UNITED STATES 
OPPORTUNITIES 
FOR REGISTERED NURSES 
AVAILABLE NOW 


IN CALIFORNIA 
FLORIDA 
MISSISSIPPI 


NEW ORLEANS 
TEXAS 


WE PLACE AND HELP YOU WITH: 
STATE BOARD REGISTRATION 
YOUR WORK VISA 
TEMPORARY HOUSING - ETC. 
A CANADIAN COUNSELLING SERVICE 
Phone: (416) 449-5883 OR WRITE TO: 
RECRUITING REGISTERED NURSES INC. 
1200 lA WRENCE A VENUE EAST, SUITE 301, 
DON MillS, ONTARIO M3A 1C1 


NO FEE IS CHARGED 
TO APPLICANTS. 
OPEN 7 DAYS A WEEK. 


Director of Nursing 
Applications are invited for the position of 
Director of Nursing in a 22-bed active 
treatment hospital. The town is located on a 
major highway 85 miles northwest of 
Edmonton. 


This position carries responsibility for the 
co-ordination direction and supervision ofthe 
activities of all nursing service departments. 


Applications should be in writing including 
age, qualifications and experience, with 
references and date of availability. 


Salary commensurate with qualifications and 
experience. 


Please apply to: 
Administrator 
Mayerthorpe General Hospital 
Mayerthorpe, Alberta 
TOE 1 NO 


Applications for the 
position of 
Supervisor 
Operating Room and 
Recovery Room 
are now being accepted by this 
300 bed fully accredited hospital. 
We offer an active staff 
development programme. 
Salaries and fringe benefits are 
competitive, based on 
educational background and 
experience. Temporary 
accommodation available. 
Apply sending complete 
resume to: 
The Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6 


Co-ordinator-Obstetrics 


including Neo-Natal ICU & Case Room 
Nursery 
The Victoria General Hospital, a 398-bed 
acute care facility, seeks applications for the 
challenging management position of 
Co-ordinator - Obstetrics. 
The successful applicant will be responsible 
for the total management of the Obstetrical 
Unit. Will represent nursing in the planning 
and development of a new hospital with a 
66-bed Regional Obstetrical Unit. 
B.Sc.N. degree or equivalent plus 
demonstrated competence in obstetrical 
nursing and administration. 


Apply to: 
Personnel Department 
Victoria General Hospital 
841 Fairfield Road 
Victoria, British Columbia 
V8V 386 


Head Nurse 


with preparation and/or 
demonstrative competence in 
Psychiatric Nursing and 
Management functions, required fOI 
Head Nurse appointment. To be 
responsible for participation in the 
organization, initiation, and the 
management of a New Psychiatric 
In-patient Unit. 


Please apply, forwarding 
complete resume to: 
Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6 


Foothills Hospital, Calgary, 
Alberta 
Advanced Neurological- 
Neurosurgical Nursing 
for Graduate Nurses 


A five month clinical and academic 
program offered by The Department of 
Nursing Service and The Division of 
Neurosurgery (Department of Surgery) 
Beginning: March, September 


Limited to 8 participants 
Applications now being accepted 
For further Information, please write 
to: 
Co-ordinator of In-service Education 
Foothills Ho.pitat 
140329 St. N.W. Calgary, Alberta 
T2N 2T9 



The Canadian Nurse July 1977 


55 


ASSIST ANT DIRECTOR OF NURSING 
GERIATRIC NURSING SERVICES 
AND 
ASSIST ANT DIRECTOR OF NURSING 
LONG TERM PSYCHIATRIC NURSING 
SERVICES 
(2 positions) 


YOUR FUTURE IS HERE 


AIt:Dra 


GO\'ERIIIÆNT CJ' AlBERTA 


NURSES 


The Department of Health, Psychiatric Services Branch, 
Saskatchewan Hospital, North Battleford, requires two Assistant 
Directors of Nursing. Under the supervision of the Director of Nursing, 
the Assistant Directors will be responsible for all areas of 
administrative and clinical nursing services within their specific units. 
This will include the co-ordination of planning between the clinical 
disciplines to provide both quality nursing care and rehabilitation 
programs and to establish objectives, policies, and procedures for 
their units. 


Alberta Hospital Ponoka, 60 miles South of Edmonton, has 
positions available for General Duty and Psychiatric 
Nurses. This hospital, an active treatment psychiatric 
facility of the Alberta Social Services and Community 
Health Department, requires nursing staff to provide all 
aspects of professional nursing care on a rotating shift 
basis. 


The successful applicants will have a Bachelors or Masters degree in 
nursing, supplemented by several years expenence at the 
administrative level. 


Qualifications: Graduation from an approved school of 
nursing. Must be eligible for registration with the respective 
professional Alberta Associations. Salary range from 
$11,748 to $13,812 per annum. (Currently under review) 


Salary: $14,604 - $17,736 (Nurse 4 - B.Sc.N.) 
$15,156 - $18,456 (Nurse 4 - M.Sc.N.) 
$17,028 - $20,868 (Nurse 5 - B.Sc.N.) 
$17,736 - $21,744 (Nurse 5 - M.Sc.N.) 


Competition No. 9184-4 


To remain open until suitable candidates have been 
selected. 


The level of these positions is currently under review but will be either 
at the Nurse 4 or Nurse 5 level. 


Apply to: 


Competition Number: 604114-7-584 Closing Date: As soon as 
possible. 
Forward your application forms and/or resumes to the Public 
Service Commission, 1820 Albert Street, Regina, S4P 2S8, 
quoting position, department, and competition number. 


Alberta Government Employment Office 
5th Floor, Melton Building 
10310 Jasper Avenue 
Edmonton, Alberta 
TSJ 2W4 


The following positions are available now for a 450 bed active treatment hospital situated in a 
year-round recreational area: 


1. 


PATIENT CARE CO-ORDINATOR 


The Patient Care Co-Ordinator is responsible to the Director of Nursing Services for the daily administration of 
selected patient care areas. 


The successful applicant must be eligible for registration in the province of New Brunswick. Post Basic 
Preparation preferred. Minimum of 5 years experience in a supervisory capacity. 


Salary: $1,089.00 - $1,219.00 per month 
(allowance for post basic preparation). 
Excellent fringe benefits. 


--------------------...--------------------------------------------------------------------------------------- - ------------------------------------------------------ 


2. 


RN-INSTRUCTOR-GN5 
STAFF EDUCATION 


Qualifications: Eligible for registration in New Brunswick with practical experience in hospital work. Bachelor of 
Education or Baccalaureate degree in Nursing. 


Salary: $1,089.00 - $1,219.00 per month 


The purpose of the job is to plan or implement workshops. courses, and programs related to staff orientation and 
education under the direction of the Director of Staff Education. 


-
-----------------------------------------------------------------------------
---------------------------- - ------------------------------------------------------. 


On any of the above positions - please apply in writing with a complete resume: 


Employment Manager 
Saint John General Hospital 
P.O. Box 2100 
Saint John, New Brunswick 
E2L 4L2 
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can go a long way 
. . . to the Canadian North in fact! 
Canada's Indian and Eskimo peoples in the North 
need your help. Particularly if you are a Community 
Health Nurse (with public health preparation) who 
can carry more than the usual burden of responsi- 
bility. Hospital Nurses are needed too... there are 
never enough to go around. 
And challenge isn't all you'll get either- because 
there are educational opportunities such as in- 
service training and some financial support for 
educational studies. 
For further information on Nursing opportunities in 
Canada's Northern Health Service, please write to: 


........, 
Medical Services Branch I 
Department of National Health and Welfare 
Ottawa, Ontario K1A OL3 
I 
I 
I 
I 


I 
I Name 
I Address 
I City 
I. . Health and Welli!!t1 
Canada 
..... 


Provo 


Sante el Bien-ëlre social 
Canada 


... 
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Member of Canadian 
Circulations Audit Board Inc. 


CLINICAL SPECIALIST 
(Medical - Surgical Nursing) 


Required by a 240 bed acute care hospital 


RESPONSIBILITIES: 


- To assist with a Quality Assurance Program 
- To plan, implement and evaluate a primary nursing 
program 


QUALIFICATIONS: 


- Must be eligible for registration in Manitoba 
- Masters Degree in Nursing preferred 
- B.N. with experience will be considered 


Inquiries may be directed to: 


M. Willard 
Administrative Assistant - Nursing 
Victoria General Hospital 
2340 Pembina Highway 
Winnipeg, Manitoba 
R3T 2E8 
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Continued health 
protection for Canadians 
from Connaught 
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New Fluvar 
Bivalent Influenza Vaccine 


The National Adyisory Committee on Immuniz- 
ing Agents recommends th'at a bh"alent (A/Victoria/ 
3/í5-like and B/Hong Kong/5/72-like) inacth"ated 
influenza yaccine be made ayailable for use in 
Canada for the 19ì7-19í8 influenza season. 
A/Victoria strain, in particular, has caused 
many deaths world\\ide since it was first identified in 
1975'. In anticipation of Canada's need, CDnnaught 
\\ill no\\ prO\ide Fluyal. a high quality, bivalent 
influenza yaccine. 
Fluyal is designed for those most vulnerable to 
the comp1ications of flu: the elderly. the debilitated, 
the diabetic and those \\ith chronic cardiac, pulmo- 
nar, and renal disease" It can also be used for other 
groùps or indÏ\-iduals in essential ser\Ìces for whom 
influenza yaccine may be desirable, 
La..<:.t year the dèmand for a yaccine \\-ith an 
antigenie rontent of A/S\\-ine flu \irus was especially 
great. CDnnaught was the major Canadian company 
that supplied the yaccine to eyery pro\ince in the 


country. This year and in the years to come, Canada 
can continue to depend on Connaught to fill its need 
for proteetion against flu \iruses. 
With FIU\"al, Connaught expands its \\ide range 
of immunizing agents to include a readily ayailable 
and competith"ely priced mccine for toda
 's must 
preyalent influenza strains. 
Supplies of FIU\"al \\ill be ayailable in time to 
meet the e:
..pectt:d demand for flu immunization. 
New from Connaught 
Fluval 
In keeping with our tradition of 
professional responsiveness. 


æ Connaught Laboratories 
lí55 Steeles Avenue West 
Willowdale, Ontario, Canada }12X 51'8 
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BUTTERFLY * 
the original and universally accepted 
winged infusion set. 


ABBOTT 
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Au dioVIsual 
Books 
Library Update 


The official journal of the Canadian 
Nurses Association published 
monthly in French and English 
editions. 
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Cover photo: When a group of nurses 
from Tokyo Women's College Medical 
Hospital wanted to say "welcome to 
Japan" to their counterparts from 
around the world attending the 16th 
Quadrennial ICN Congress, they 
chose a program of traditional music 
performed on instruments such as the 
koto - the 13-stringed Japanese 
zither. Dressed in the traditional 
Japanese kimono, some of the 
performers are pictured during a 
reception hosted by the Japanese 
Nurses Association. (Photo courtesy 
International Council of Nurses). 


The views expressed In the articles 
are those of the authors and do not 
necessarily represent the policies of 
thp Canadian Nurses Association. 


ISSN 0008-4581 


Indexed In International Nursing 
Index. Cumulative Index to NurSing 
Literature. Abstracts of Hospital 
Management Studies. Hospital 
Litelature Index Hospital Abstracts. 
Index Medlcus The CanadIan Nurse 
is available In mlcrofolm from Xerox 
University Microfilms. Ann Arbor 
Michigan. 48106. 


The CanadIan Nurse welcomes 
suggestions for articles or unsolicited 
manuscripts. Authors may submit 
finished articles or a summary of the 
proposed content. Manuscripts should 
be typed double-space. Send original 
and carbon. All articles must be 
submitted for the exclusive use of The 
CanadIan Nurse. A biographical 
statement and return address shoule 
accompany all manuscripts. 


,"-. Canadian Nurses AssoCIation, 

 50 The Drlvewav Ottaw Canada 


Subscription Rates: Canada: one 
year 58.00: two years. 515.00. 
Foreign: one year 59.00, two years. 
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ake chequQs or money orders 
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Change of Address: Notice should be 
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With apologies to Wolfgang von 
Goethe and to Hans Schmitz... 
Our family being inveterate readers- 
the kind who for lack of anything else, 
are sometimes reduced to reading the 
small print on bread wrappers - it was 
not really surprising to find myself 
poring over a garden catalogue at 
three o'clock on a recent night that 
proved too warm for sleeping. What 
was surprising or at least 
thought-provoking were some of the 
comments that the author, a 
landscape artist for 20 years in this 
country, had to make about the 
relationship between successful 
gardening and character 
development. 
"Gardening," as Hans Schmitz 
sees It, is "a great teacher, not only in 
skills and knowledge but more so in 
virtues. A garden reveals the 
character of Its owner. Without 
sincerity, a searching mind and 
devotion, one will not be able to 
develop his garden to maturity. 
Maturity ... an attainment that seems 
to have lost its value in these days of 
over-emphasis on staying young. 
Gardening teaches patience, finding 
of truth, refming of taste and, in the 
long run, influences the character of 
nations. " 
On reflechon, it seems to me that 
a strong case could be made for the 
existence of a close parallel between 
tending plants and caring for people. 
Perhaps "gardenculture" and health 
care have more in common than 
might, at first, seem likely. And 
perhaps health professionals like 
nurses have something to learn from 
Hans' words of advice to 
would-be horticulturists. For example, 
reading on, we find: 
on knowledge - "it is wise to inform 
yourself diligently to avoid 
disappointment. " 
on patience and timing - "Don't 
uncover too early any rose. Wait till 
lilacs bloom or birches sprout " 
on solicitude - "Your plants will very 
quickly reward you for any extra care 
you give them." 
on health promotion - "Remember, 
to prevent is better than to cure. " 


Finally, Hans has a few 
comments on the occupational 
hazards of his profession, some of 
which must sound familiar to nurses. 
Summers are short in Ottawa, he 
says, and during the "rush season" his 
staff wor\( under tremendous pressure 
... too much to do, not enough time to 
do it properly and not enough 
adequately trained people. In the 
winter, there is always the threat of 
unemployment. 
On "bad days," the frustrations 
and uncertainties of this type of 
existence must seem overwhelming 
What is it that gives him the 
incentive to keep on? One of his 
inspirations, he says, comes from a 
quotation by German philosopher 
Wolfgang von Goethe that has some 
bearing on the wor\( that each of us 
has chosen, whether it involves caring 
for plants or people, '" know well 
enough that one does not receive 
thanks for what was made possible 
after the impossible was demanded- 
still and however,l will not refrain from 
undertaking the best I can." 


-M.A.H. 
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This month CNJ takes an informed 
and informative look at the care of the 
burn patient. The series of three 
articles starts on page 16. 


In this issue, too, is something 
just a little different - an article that is 
intended only indirectly for CNJ nurse 
readers. "Laryngectomee Leallet" 
was written by Deborah Vandewater 
for patients undergoing surgical 
treatment for cancer of the larynx. We 
hope that you will make use of this 
teaching tool in pamphlet form by 
passing it along to any of your patients 
who might use it. 


Diabetes is a universal disease 
that is encountered most frequently in 
urban and industrialized countries. 
among older populations and 
generally in more affluent societies. In 
Canada. approximately 5% of our 23 
million people are or will become 
diabetics in their lifetime. Next month. 
. Elizabeth Laugharne describes 
Tri-Dec, the Tri-Hospital Diabetes 
Education Centre in Toronto and 
shows how three hospitals can pool 
their resources to provide a 
shared-cost educational program for 
diabetics and those who care for them. 
. Author Elizabeth Crosby 
::Iiscusses the program at the 
Edmonton General Hospital Diabetic 
and Metabolic Centre and looks at the 
emotional adjustments of the parents 
and the diabetic child to the disease. 
. Carol Polowich and Ruth Elliott of 
the University of British Columbia 
explore the unique problems of the 
adolescent diabetic. 
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September 


I 
., 


New Directions in Children's 
Mental Health International 
Symposium, co-sponsored by 
Thistletown Regional Centre for 
Children and Adolescents and tt'e 
Department of Psychiatry, University 
of Toronto and The Hospital for Sick 
Children Foundation, on Sept. 14-16, 
1977 at the Skyline Hotel, Toronto, 
Ontario. Contact: Orville C. Green, 11 
Farr Ave., Rexdale, Ont., M9V 2A5. 


The Nursing Process in Mental 
Health and Psychiatric Nursing to 
be held on Sept. 28-30, 1977 at the 
University of Toronto. Fee: $75. 
Contact: Dorothy Brooks, ContinUIng 
Education Programme, Faculty of 
Nursing, University of Toronto, 50 St. 
George St., Toronto, Ont. 
M5S 1A1. 
Infection Control: Basic 
Techniques. A one-day seminar 
sponsored by the Infection Control 
Nurses Calgary Group to be held in 
Calgary, Alta. on Sept. 30, 1977. 
Contact: Ursula Ruskowski R.N., 
Infection Control and Staff Health 
Nurse, Alberta Children's Hospital, 
1B20 Richmond Rd. S.w., Calgary, 
Alta. 


Sexuality and the Disabled. A 
seminar sponsored by Planned 
Parenthood Newfoundland/Labrador. 
A three-day seminar to be held in St. 
John's, Newfoundland on September 
22, 23 and 24. Resource persons are 
Beverley Thomas and Dr. Michael 
Barrett. Contact: Barbara Collier, 
R.N., Planned Parenthood 
Newfoundland /Labrador, Fort 
William Building, Factory Lane, St. 
John's, Nfld. 


October 


35th Annual Convention and 
Educational Programme of the 
Canadian Health Record 
Association to be held at the Four 
Seasons Hotel, Vancouver, British 
Columbia on Oct. 12-17, 1977. 
Contact: Janet Milner, Executive 
Director, Canadian Health Record 
Association, 1B7 King Street East, 
Oshawa, Onto L1H 1C3. 


Ontario Occupational Health 
Nurses Association Annual 
Confer
nce to be held at the 
Connaught Hotel, Hamilton Ontario on 
Oct. 26-28,1977. Theme: We believe 
in tomorrow. Contact: Lorna Roche, 
Medical Centre, BP Refinery Canada 
I frl ():::tkt
illo ()nt:::trln 


The Executive Nurse - a three-day 
program for nurses in management 
positions in acute-care facilities. 
chronic-care facilities, public health 
and occupational health 
organizations. To be held in Calgary, 
Alta. on Oct. 3-5, and in Toronto on 
Oct. 19-21, 1977. Tuition: $150. (Tax 
deductible). Contact: R.M. Brown 
Consultants, 1115 - 1701 Kilborn 
Ave., Ottawa, Ontario, K1 H 6MB. 
(613) 731-097B. 


American School Health 
Association 51 st Annual 
Convention to be held in Atlanta, 
Georgia on Oct. 12:16, 1977. Contact: 
American School Health Association, 
ASHA National Office, P.O. Box 70B, 
Kent, Ohio, 44240. 


Annual Joint Meeting of the 
Canadian Heart Foundation, 
Canadian Cardiovascular Nurses 
and the Canadian Cardiovascular 
Society to be held at the Inn on the 
Park Hotel, Toronto on Oct. 17-18, 
t 977. Contact: Mr. E. McDonald, 
Canadian Heart Foundation, One 
Nicholas St., Suite 1200, Ottawa, 
Ont., KIN 7B7. 


7th Annual Calgary Interagency 
Pediatric Seminar - "Their Future 
- Our Responsibility." A two-day 
seminar to be held on Oct. 20-21, 
1977 in Calgary. Alberta. Fee:$25. 
Contact: Nancy Clyne, Pediatric 
Nursing Coordinator, Foothills 
Hospital, Calgary, Alberta, T2N 2T9. 


The Treatment of Skin Disorders in 
Occupational, Ambulatory and 
Hospital Settings to be held at the 
University of Toronto on Oct. 20-21, 
1977. Fee: $50. Contact: Dorothy 
Brooks, Continuing Education 
Programme, Faculty of Nursing, 
University of Toronto, 50 St. George 
St., Toronto, Ont., M5S IAI. 


The Management of Motivation. A 
two-day program for all health care 
managers to be held in Calgary, Alta. 
on Oct. 6-7, 1977 at the Holiday Inn 
and in Toronto on Nov. 10-11, 1977 at 
the Royal York Hotel. Tuition: $120. 
(Tax deductible). Contact: R.M. 
Brown Consultants, 1115-1701 
Kilborn Ave., Ottawa, Ontario, 
K1 H 6MB. 


Getting Through to People. A 
two-day program for anyone who 
wants to become better at establishing 
personal relationships through the use 
of more effective communicating 
procedures. Enrolment limited. To be 


presented on Oct. 26-27, 1977 at the 
Royal York Hotel in Toronto. Tuition: 
$120. (Tax deductible). Contact: R.M. 
Brown Consultants, 1115-1701 
Kilborn Ave., Ottawa, Ontario, 
K1H 6MB. 


International Conference on 
Cancer and Environment to be held 
on Oct. 13-14, 1977 at the Hotel 
Bonaventure, Montreal, Quebec. 
Contact: The Secretariat of the 
Conference, Institut d' 
hemologie-onco/ogie de Montreal, 
Hópital du Sacre-Coeur, 5400 Gouin 
BOulevard w., Montreal, Quebec, 
H4J IC5. 


November 


17th Annual Conference of the 
Operating Room Nurses' Group of 
Quebec to be held at the Skytine 
Hotel, Côte de Liesse Road, Montreal 
on November 1-3, 1977. For further 
information contact: Mrs. J. 
Verronneau, The Montreal General 
Hospital, Operating Room, 1650 
Cedar Avenue, Montreal, Quebec. 
Critical Care Symposium sponsored 
by the Toronto chapter of the 
American Association of Critical Care 
Nurses to be held in Toronto on 
November 14-15, 1977. Contact: 
Conference and Seminar Services, 
Humber College of Applied Arts and 
Technology, P.O. Box 1900. Rexdale, 
Ont.,M9W 5L7. 


21st Annual Symposium on 
Rehabilitation, co-sponsored by the 
Ontario March of Dimes and the 
Ontario Sodety for Crippled Children 
on Nov. 5, 1977 in Toronto. Contact: 
The Ontario March of Dimes, 90 
Thorncliffe Park Drive, Toronto, Ont., 
M4H IM5. 


Role Playing as a Teaching Method 
and a Therapeutic Technique to be 
held Nov. 3-4, 1977. Fee: $60. 
Continuing Care of those who have 
come into End Stage Renal Disease 
to be held on Nov. 17-18, 1977. 
Fee: $50. 
Intrauterine Assessment of the 
Fetus to be held on Nov. 15, 1977. 
Fee:$25. 
Counselling the Emotionally 
Mentally Disturbed Patient Part 1 te 
be held Nov. 28 to Dec. 2, 1977. 
Fee: $125. 
All courses to be held in Toronto. 
Contact: Dorothy Brooks, Continuing 
Education Programme, Faculty of 
Nursing, University of Toronto, 
Toronto, Ont., M5S 1A1. 



HAVE YOU 
GOT YOUR 
COpy OF THE 
13th? 
It's four years better 
than ever . . . 
the all new 13th Edition 
of TABER'S 
Cyclopedic Medical 
Dictional1' 


Medical science has taken giant strides during the past 
four. years.. And .th
 new 1
th edition of TABER's. Cyclo- 
pedic Medical Dictionary will keep you in pace with all of 
It. Now more than ever, Taber's is one of the most useful 
reference works in print for professionals in the field of 
health care. 


The more than 48.000 entries In the new Taber s are the 
result of four years of continuous and painstaking review 
to make sure they are up to the minute for scientific accu- 
racy and meaning. A great many definitions have been 
revised to conform better with current usage. There are 
over 800 new entries - words meticulously gleaned from 
present-day literature that you need to know and under- 
stand. Taber's is as truly modern as a medical reference 
book can be. 
Over 150 new illustrations 
In this 13th edition, everyone of the illustrations is new. 
superbly executed in remarkable anatomical detail by the 
renowned illustrator, Wadsworth Hine (Illustrator of the 
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1784 pages 
Illustrated 
Thumb.indexed, $17.95 
Plain, $15.95 
G & C Merriam 3rd International Dictionary). And for the 
first time in Taber's 37 year history, there is a second color, 
judiciously and skillfully used to clarify and highlight 
portions of the drawings. 
Improved readability 
Entry words are slightly larger and bolder for easier finding 
and re
ding. Also, definitions are in slightly larger type 

nd while th.e b
ok contains more information. the change 
In overall size IS barely perceptible. You can still hold 
Taber's comfortably in one hand for easy use. 


Possibly the IIIOSt useful 
book you could o\\'n 


Order Your Copy Today! 


The person 
IIlost responsible 


CUT ALONG DOTTED LINE 


McGRAW.Hlll RYERSON LIMITED 
College Division - H. Somerville 
330 Progress Avenue 
Scalborough, Ontario M1 P 2Z5 
Canada 


Please send my copy of the New 13th Edition of Taber's Cyclopedic 
Medical Dictionary. 
D Bill me. I will remit for book(s) I keep or return books postpaid. 
D Cheque enclosed. 
copies, Thumb-indexed @ $17.95 
copies. Plain ({L $15.95 


Taber's editor, Clayton L Thomas. MD. 
MPH, is a distinguished medical prac- 
titioner with broadly ranging activities In 
obstetrics and gynecology. pathology. 
gastroenterology. public health. sports 
medicine. human reproduction. popula- 
tion studies. sex education and aviation 
medicine. He is, or has been. associated 
with Boston City Hospital. Harvard 
Medical School. Harvard School of 
Public Health. New York Hospital and 
Cornell Univelsity Medical School. 
His leadership and prestige have 
attracted the assistance of an impressive 
body of respected medical and scientific 
_ _ _,,_.L... _ . 


Name 


Address 
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More than 12,000 nurses from all corners of the world attended the 16th 
Quadrennial Congress of the International Council of Nurses staged by 
the ICN in Tokyo from May 30 to June 3, 1977. The Congress theme, New 
Horizons for Nursing, gave participants and observers an excellent 
opportunity to discuss the latest trends in nursing education and 
practice and to explore how the nursing profession can increase its 
contribution to the overall planning and delivery of health care for all 
people. 


ICN meets in Tokyo 


Viviane Subervlola 


In an atmosphere of friendliness and 
hospitality established by ICN's host 
association - the Japanese Nursing 
Association - registered nurses and 
students gathered in the huge Nippon 
Budokan Hall to witness deliberations 
of the Council of Representatives and 
hear papers and panel discussions 
presented by nursing leaders of the 
world. 
The opening ceremony was held 
in the presence of Their Imperial 
Highnesses Crown Prince Akihito and 
Crown Princess Michiko and other 
Japanese dignitanes. The presidents 
and secretaries of ICN member 
associations, many of them wearing 
their native dress, were led in the 
traditional proæssion by Japanese 
nursing students. 
Nine new member 
associations were formally 
welcomed to ICN membership: Fiji, 
Mauritius, Puerto Rico, Swaz
and, St. 
Lucia, Paraguay, Sudan, Western 
Samoa and Honduras. "The 
significance of admitting these new 
associations to ICN membership 
reaches far beyond merely swelling 
the number of members ," said ICN 
plesident Dorothy Cornelius. "It 
means that the influence and 
colleagueship of nurses united in an 
international community has 
penetrated new territory, thus 
benefiting not only ICN and the new 
member associations, but also the 
people of their countries to whom they 
provide nursing services." 
Following the admission 
ceremony for the nine new ICN 
members, 68 of ICN's 87 member 
associations responded to 
the roll call. Congress participants, 
who packed Budokan Hall to the top of 
its three tiers of balconies, were then 
aware that their congress had begun. 
Congress participants were able 
to view nursing practice and talk with 
Japanese nurses at a series of visits to 
hospital and health facilities including 
a general hospital, ICU and CCU 
units, a children's hospital, a hospital 
for the elderly, a maternity hospital. a 
health center and a cancer center, as 
well as to educational facilities for 
basic, post-basic and specialized 
programs. Nursing exhibits arranged 
by the JNA, other member 
associations and ICN were displayed 
at the Science Museum, where films 
and video-tapes were also shown 
daily. 
The busy week of speeches, 
debates, reports, questions and 
reactions of nurses from around the 


globe ended as Dorothy Cornelius 
passed the ICN chain to newly elected 
president Olive E. Anstey and left 
Accountability as her watchword for 
ICN. 
Wearing the gold chain of office, 
composed of medallions beanng the 
watchwords of her predecessors, 
Anstey announced her two goals for 
the next quadrennium: the 
improvement of the social and 
economic welfare and status of nurses 
and nursing, and the promotion of 
more resources both financial and 
human to the further development of 
primary health care. 
The 17th Quadrennial Congress 
is to be held in Kansas City, U.S.A. 
Three plenary sessions on 
issues that confront the profession 
today took place during the congress. 
The sessions - on practice, 
education and professional 
responsibility - attracted capacity 
audiences and stimulated 
considerable sharing of information 
among the representatives of the 
various countries in attendance. 
A report on two of these sessions 
- What's New in Nursing Pracfjce 
Around the World and New 
Dimensions of Professional 
Responsibility - begins on page 38 of 
this issue. 
The session concerned with 
Changing Direcfjons in Nursing 
Education was broken into two parts, 
a debate and a panel discussion. 
Debate centered on the assigned 
topic. "Resolved that 
technologically-oriented laboratories 
(programmed instruction, films, 
video-tapes, etc.) are superior to 
traditional forms (lecture, discussion, 
demonstration, etc.) for teaching 
nursing procedure." 
Speaking for the resolution were 
M. Josephine Flaherty, dean and 
professor, Faculty of Nursing, 
University of Western Ontario, 
London, Ontario, and Hiroko Usui, 
professor, Department of Nursing 
Principles and Practice, School of 
Nursing. Chiba University. Chiba, 
Japan. 
Speaking against the resolution 
were Rosette-Aline Poletti, director, 
Le Bon Secours School of 
Nursing, Geneva, Switzerland, and 
Syringa Marshall Burnett, lecturer, 
Advanced Nursing Education, 
University of West Indies. 
Leading off the debate. Flaherty 
and Usui said that technology gives 
students an opportunity to pursue 
learning activities at their own speed 
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and when they are ready to learn. This 
helps prevent boredom on the part of 
the quick students and frustration on 
the part of students who require more 
time for certain segments of their 
learning experienæs. This method of 
teaching also gives students an 
opportunity to learn how to continue 
their education independently. 
They also argued thattechnology 
provides an opportunity for teachers to 
use their time more effectively in order 
to meet needs of individual students 
and to put additional emphasis, if 
appropriate, on certain aspects of the 
curriculum. 
Finally, it was felt that 
technological materials cost less and 
that the potential for use, re-use and 
combination with various types of 
materials are limitless. 
Poletti and Marshall Burnett 
argued that in the field of nursing, it is 
not the techniques which are difficult 
to master, but rather tt'e application of 
these techniques to human beings. 
Demonstration by a "flesh and blood" 
teacher and countet-demonstration 
under the guidance of the teacher 
make for individualized teaching. The 
teacher is able to be a role model, to 
act in the here and now, within the 
reality of the situation that the student 
is sharing and which is not always 
ideal. 
The results? No official winner 
was announced but, as one of the 
Judges remarked in her summary of 
the proceedings: "Traditional teaching 
methods and technology, used wisely, 
should complement each other. 
Technique is an extension of the 
human personality - not a 
replacement of it." 
For the nurses in the audience, 
the session gave them the opportunity 
to share the reactions of 
representatives of a broad 
cross-section of countries and 
delegates. At one point, more than 30 
nurses were lined up waiting for a turn 
at the mike. 


Nursing education 
Primary health care - what it is, 
its effect on the people who receive it 
and the preparation of primary care 
providers - was the subject under 
discussion by three panelists during 
the second half of the education 
session. The basic distinction 
between primary and secondary 
health care and the implications for 
nursing education were outlined by 
first panelist Alice Akita, Nursing 
Department, University of Ghana, 
Legon, Ghana. She defined primary 
health care as an approach that 
provides comprehensive, simple, 
inexpensive and effective services 
that are easily accessible to all 
members of a community, both sick 
and well, to improve their living and 
health conditions. 
In contrast, secondary health 
care was defined as being a second 
level and specialized health care 
which operates within a referral 
system where patients are referred 
from the primary health care level for 
tt'e attention of higher cadre 


personnel. It demands more 
sophisticated material and manpower 
resources and therefore is 
comparatively expensive. 
"In contrasting primary and 
secondary health care, it has become 
obvious that in the face of world-wide 
economic crisis. primary health care 
appears to be the required approach," 
Akita said. 
The panelist suggested that lural 
sociology, community organization, 
principles of community and health 
care be incorporated into the nursing 
curriculum, that nursing education 
shift its emphasis from urban to rural 
setting and that the nurse's role be 
redefined to correspond with the 
change of focus. 
Two new types of nursing care 
that deal less with caring for the sick 
and more with keeping people well 
were described by Madeleine 
Leininger, dean and professor of 
nursing, University of Utah, Salt Lake 
City, USA. 
Called primary and transcultural 
nursing care, the new methods "draw 
on the social sciences, tt'e liberal arts 
and humanities to learn about normal, 
healthy and people-centered 
behaviors and to integrate or 
incorporate these knowledges into 
nursing instruction." 
Concerning transcultural nursing, 
Dr. Leininger said "Nurses are 
beginning to discover that health care 
is largely culturally-determined, 
culturally-defined and requires 
cultural knowledge about people's 
values, beliefs and plactices in order 
to provide effective, safe and 
satisfying nursing care to people of 
different cultural backgrounds." She 
predicted tt'e full impact of 
transcultural nursing will not be 
realized in the US and elsewhere for I 
another decade. I 
"Both primary and transcultural 
nursing have a generalist approach to 
assist people with their nursing and 
health concerns. Both should be 
based upon community and cultural 
life patterns to meet the diverse needs 
of people," she added. 1 ' 1 
Areas in which primary health 
care nurses should be skilled and the 
problems associated with their 
preparation were the topics of 
discussion by Mo-Im Kim, first 
viæ-president of the Korean Nurses 
Association. "The nurse giving 
primary care must have broad-based 
skills in such areas as a knowledge of 
health and major deviations from it; an 
orientation to the family and 
commumty; a sense of colleagueship 
and accountability along with critical 
judgment which recognizes 
knowledge and the need for 
knowledge. 
"In addition, skills in supervision 
and administration, an understanding 
of the primary health care delivery 
system and the roles of each of the 
professionals in it, and the ability to 
collect and analyze data and utilize the 
techniques of evaluative research are 
skills which the primary health care 
nurse must possess," she said. 
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USSR observers 
Although the Soviet Union is not a 
member of the ICN, since there is no 
national nursing association as such 
in the USSR, two health professionals 
from behind the Iron Curtain did attend 
the ICN Congress in Tokyo as 
observers. 
Natalia Vorobrva, a physician by 
education but now a 'trade unionist" by 
her own description, was one of them. 
At a press conference during the 
Congress she outlined the basic 
principles of health services in her 
country. "The aim of health care in the 
Soviet Union," she said, "is the 
promotion of active longevity." 
Prevention was a major theme of 
Vorobrva's comments. 
Socioeconomic and medical 
undertakings emphasize the 
prevention of diseases and the 
elimination of their causes. Much 
attention is devoted to the way of life, 
to the environment (air and water 
pollution, conditions of labor and 
humanization of industrial 
environment), to opportunities for rest 
and recreation and to higher spiritual 
standards of people. "The future 
belongs to preventive medicine; only 
social hygiene can cope with ailments 
of society," she said. 
Health care was described as a 
team approach, with physician. nurse 
and other health care workers. Each 
territory has one or more polyclinics, 
according to population needs. A 
dispensary system has also been 
established as a special preventive 
measure for the ear1y detection of 
disease, especially in those employed 
in industry. "It is easierto preventthan 
to cure." she commented. 
"The salaries of doctors and nurses 
are parallel to those of heavy industrial 
labor workers, "the observer said, "but 
we are trying to convince lay people 
that our work is more stressful than 
lifting in industries." 
Programs leading to the basic 
nursing diploma are the only types of 
nursing education offered in the Soviet 
Union atthe present time. The lack of 
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university education for nursing is 
seen as a problem which has caused 
many people to turn away from 
nursing because they have the 
potential and desire for a university 
education. Vorobrva said that they 
hoped to learn from other ICN 
participants in the area of nursing 
education. 
There is no separate national 
nursing organization in the USSR, but 
nursing is just one part of the total 
Medical Workers Union. Therefore, 
the Soviet Union has been in contact 
with ICN for a number of years, but is 
not a member of the Council of 
National Representatives. 
Joining Vorobrva on the ICN visit 
was Ilga Bisenieik, matron at Paul 
Stradin Latvia Republic Clinical 
Hospital and chairman of the Council 
of Nurses, Latvia. 
A grand total of 180 nurses 
including 15 Canadians took part in 
the 12 special interest sessions held 
during the Congress. Topics for these 
sessions were chosen to complement 
the plenary sessions on nursing 
practice, education and professional 
responsibility. 
Representatives of the nursing 
profession in Canada served as 
moderators and panelists at several 
sessions, including two all-Canadian 
presentations on The Changing Role 
of the Nurse and The Need for Higher 
Education among Nurses. Panelists 
at the discussion on the changing role 
01 the nurse included: 
Irmajean Bajnok, assistant 
professor, University of Western 
Ontario school of nursing, London, 
Ontario; Stephany Grasset, 
community health nurse, Vancouver, 
B.C.; Rita Lussier, consultant in 
continuing education in nursing, 
Montreal, Quebec; Gladys Smith, 
director of nUl"3ing service, Glace Bay, 
N.S. and moderator, Rose Imai, 
acting principal nursing officer, Health 
and Welfare Canada, Ottawa, 
Ontario. 
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"In order that educational 
programs continue to be relevant to 
the needs and desires of the 
population, nursing educators are 
faced with the dual responsibility of 
responding to the many different 
social, political and economic forces 
affecting nursing and also preparing 
nurses who can practice in the 
present, as well as in the year 2030," 
according to panelist Irmajean 
Bajnok. 
Bajnok identified some of the 
factors that have affected and will 
continue to affect nursing education in 
Canada: the economic problems of 
providing health care to the masses, 
the increased focus on 
professionalization, consumerism, the 
increased political nature of Canadian 
society, and changing health needs of 
the population. 
She outlined how nursing 
education has developed in the light of 
these external factors. "Our students 
are a more heterogeneous group: they 
are being prepared from a nursing and 
a health focus. More attempts are 
being made to teach collaboration or 
health team approaches to care. 
"More than ever before, our nursing 
students are focusing on working 
together, respecting patients' rights 
and value systems, and promoting 
patient involvement in health care 
decision-making. " 
Panelist Stephany Grasset 
identified teamwork and technology 
as "cornerstones on which modern 
health care services are built - 
teamwork to provide adequate 
medical and health services for the 
lorty million people who will populate 
Canada by the year 2000; technology 
to make the miracle of the computer 
work for medicine and bring safer. 
surer treatment to the masses. 
"If nursing is to survive and grow as 
a profession, it has to keep abreast of 
technological advances, for tt'e day is 
gone when the doctor was the only 
competent person to whom t t'e patient 
could be entrusted," she said. 
Referring to teamwork, Grasset 
explained that recognition of the many 
facets of primary health care has 
resulted in the proliferation of 
paramedical health workers, the nurse 
assuming a major role, both in the 
hospital and in the home. 
Grasset identified some of the 
reasons and circumstances leadi ng to 
the changing role of the nurse 
including: the lack of primary 
physicians, the Increased proportion 
of elderly people, rapid urbanization 
and large areas of sparsely populated 
countryside, the widespread abuse of 
drugs and alcohol, increased violence 
and suicide, psychological disorders 
among both adults and children, the 
trend toward hospital admission for 
investigation and the use of hospital 
emergency departments for 
non-urgent and minor illnesses. 
"Some nurses still think we should 
avoid change," she said, "But this is 
not possible. Nursing as a profession 
will ch .nge - eithel becoming more 
responsive to the people's needs for 
health car_ or go the way of all 


changing condtions and become 
extinct. 
"In recent years, Canadians have 
come to regard government services 
not as a privilege, but rather as a basic 
right," accordi ng to panelist Gladys 
Smith who supported her statement 
with vivid examples. 
"I submit that if we place our 
emphasis on the area of human 
responsibility, introduce more 
monitoring and control, a positive 
approach to solving many of the 
inequities and injustices in the area of 
human rights could be achieved," said 
Smith. 
"The nurse, in her many settings 
and skills, in collaboration with others 
in the health field, and provided a 
framework within which to move, is in 
a key position to act as a monitor anda 
counselor in health related 
responsibilities," she contended. 
Fourth panelist Rita Lussier 
described continuing education as 
"the four corner meeting place" for 
nurses in order that they may better 
understand their role and identify the 
needs of the community they serve. 
"Nurses must be able to identify 
what they need to learn" the panelist 
explained "as most nurses have 
trained in a hospital base. tt'e 
orientation has been to hospital care. 
However, emphasis has shifted 
toward an expanded role of the nurse, 
both in the community and the hospital 
settings. More money is being spent 
for inservice education; it is up to the 
individual to take advantage of it:' 
Higher education 
Panelists in the discussion on 
higher education consisted of 
Canadians: Odile Larose, director of 
the nursing sector, Order of Nurses of 
Quebec, Nicole David, clinical nurse 
specialist, Centre Hospitalier 
Maisonneuve Rosemont Montreal; 
Marie- Thérèse Choquette, director 
of professional education, Montreal: 
Jeannine Peltand-Baudry, associate 
professor, Faculty of Nursing, 
University of Montreal; and 
moderator, Jeannine Tellier 
Cormier, president of the ONQ. 
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Retiring ICN president Dorothy 
Cornelius of the USA (above right) 
hands over the chain of office to 
Australian Olive Anstey who will 
serve as president for the 1977-81 
quadrennium. In the photo on the left, 
Soviet observer Natalia Vorobrva 
(center) is pictured with ANA 
president, Anne Zimmerman (right). 
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The Council of National RepresentatIves (CNR) is the governing bod yof C . N . R 
the International Council of Nurses and consists of the president (or 
proxy) of each of the ICN member associations - 87 as of June 1977. The 
CNR discusses international nursing issues and sets policy for the 
nursing profession. It operates on the democratic principle of one vote 
for each country represented. 


CNR holds policy 
session 


Highlights of the action taken by the 
CNR in Tokyo this year included: 
. approval of a policy statement 
encouraging career mobility within the 
nursing profession (see box): 
. approval of a policy statement on 
intemational migration of nurses (see 
box): 
. approval of an operational 
statement and guidelines concerning 
the action of the nurse in safeguarding 
the human environment; 
. approval of a revised statement 
on nursing research (see box); 
. approval of a recommendation 
that ICN member associations study 
the (1974) WHO Expert Committee 
Report on Community Health Nursing 
and that assodations undertake 
cooperative action with health 
authorities in order to further the 
provision of health care within the 
needs and resources of individual 
countries. 
The statements and guidelines 
were presented to members of the 
Council of National Representatives 
as part of the Report of the ICN's 
I Professional Services Committee on 
I activities during the last half of its 
four-year term of office. 
The operational statement on 
safeguarding the human environment 
approved by the CNR reiterates the 
ICN conviction that the contribution of 
nurses in this area is of such 
importance that national nurses 
assodations should use every 
opportunity to encourage nurses at all 
levels to involve themselves, both as 
professionals and as citizens. in 
preserving and improving the 
environment. The guidelines that 


accompany the statement are 
directed to "nurses as practitioners, 
educators, administrators and 
dtizens." The guidelines and 
operational statement support a policy 
statement on the rote of the nurse in 
safeguarding the human environment 
adopted by the CNR in Singapore in 
1975. 
Other action 
As the governing body of the 
International Coundl of Nurses, CNR 
members elected the 15-member ICN 
Board of Directors for the 1977-1981 
quadrennium (see September CNJ). 
In addition, the CNR acted to: 
1. continue its present system of dues 
assessment rather than adopt a 
sliding scale. 
2. accept a resolution endorsing 
collective bargaining by nurses and 
recommending that member 
assodations promote and maintain 
programs to prepare nurses "to utilize 
effectively the collective bargaining 
process as a means of resolving their 
employment concerns:' 
3. accept a proposal from Ca nada that 
the ICN consider the development of a 
position statement on "the role and 
responsibility of the nurse in alerting 
appropriate authorities to the high risk 
of disease transmission due to 
increased intemational travel." 
4. accept a report from Cleo Doster, 
chairperson of the Student Assembly 
that met during the Congress. 
5. Take note of a request from Canada 
that the Board review ICN's statement 
of purposes, objectives and functions 
to assess its relevancy and that the 
Board take whatever action is 
necessary . 


INTERNATIONAL MIGRATION OF NURSES 
Migration of nurses is an intemational phenomenon. Along with migration are 
the important issues of unequal economic and sodal developments which 
lead ICN to believe that measures should be taken to formulate realistic 
polides and plans of action. 
ICN and its member associations support and promote high standards of 
nursing practice and therefore recognize and are concerned about the 
, Impact that international migration of nurses may have on the quality of health 
care. 
The reasons and consequences of international movement differ from 
country to country. 
ICN urges nurses assodations to initiate and/orparticipate in a study of 
t:-le phenomenon and examine national policies in regard to immigration and 
emigration of nurses, in order to: 
. assess requirements for nursing manpower; 
. maintain the high level of health care in the country: 
. ensure that foreign nurses have qualifications equivalent to those 
required of nationals for Icensure: 
. assure that foreign nurses have conditions of employment whICh are not 
less favorable than those of nationals in posts involving the same duties and 
lI"esponsibilities; 
. assist nurses with their problems in regard to intemational migration and 
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NURSING RESEARCH 


The I ntemational Coundl of Nurses is convinced of the importance of nursing 
research as a major contribution to meeting the health and welfare needs of 
people. The continuous and rapid sdentiflc developments in a changing 
world highlight the need for research as a means of identifying new 
knowledge, improving professional education and practice and effectIVely 
utilizing resources. 
ICN believes that nursing research should be sodally relevant. II should 
look to the future while drawing on the past and being concerned with the 
present. 
Nursing research should include both that which relates to a total 
research plan and that which may be undertaken independently. In nursing 
research available resources of different levels of sophistication should be 
utilized and research should comply with accepted ethical standards. 
Research findings should be widely disseminated and their ut
ization and 
implementation encouraged when appropriate. 
ICN believes that nurses should initiate and carry out research in areas 
spedfic to nursing and collaborate with related professions in research on 
other aspects of health. Nursing research should involve nurses practising in 
the area under study. 
National nurses assodations are urged to promote the development and 
utdization of nursing research in cooperation with other interested groups. 


CAREER MOBILITY IN NURSING 


Career mobility in nursing is the movement of nurses to more advanced 
levels of nursing practice, to different levels of nursing practice. ortopositions 
in which different functions predominate. It must be supported and sustained 
by means of a related educational system. 
There are advantages in career mobility for the individual. the nursing 
profession and society. Career mobility enables nurses to achieve personal 
career goals within the limits of their ability. It contributes to the nursing 
profession by raising the competency of its members. Career mobility can 
forward sodety's aims of meeting the identified needs of the specific country 
by modifying or ex pandng the composition and supply of nursing personnel. 
The increasing number of nurses interested in other nursing positions. 
the efforts of the nursing profession to promote expanding roles and the 
interest of governments in improving the level of nursing care in their 
countries - all carry an inherent commitment to provide the means for 
mobility in nursing. It is therefore essential that nurses associations, 
governments and other bodies facilitate the attainment of career goals by 
means of an articulated educational system that provides opportunity for 
nurses to move from one type or level of nursing to another. At the same time 
it is important not to lower the ultimate standards but to have a system that 
permits nurses to progress on the strengths of previous education and 
experience. 
For such an educatIOnal system It is necessary to identify the core of 
knowledge, skills and scientific principles for first level nursing practice. The 
programs should be flexible and enable second level nurses to fill the gaps in 
their preparation in order to meet the requirements for first level nursing 
practice. First level nurses should be able to build upon their preparation in 
order to qualify for upward or lateral mobility into other cfinical or functional 
areas. 
fCN believes in the importance of career development within the 
profession. ICN calls upon its member associations to examrne the systems 
of practice, service and education in their countnes and to initiate or 
cooperate in the development of an educational system which will promote 
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Offers a firm gripping 
surface for easy handling and attachment 
to administration sets. 
Has rigid markings and a 
clearly defined meniscus for accurate 
determination of fluid level. 
Stores upright, with easy-to-read 
labels for quick, sure identification. 
Provides vacuum for sterility 
assurance, ease in adding medicaments. 
Is safe from accidental puncture. 
Allows accurate visual check for 
particulates. 
Has a record of proven reliability 
in the hospital, proven compatibility with 
virtually all IV solutions and additives. 
Provides safety and convenience you 
can depend on. 
Only glass is acceptable for Cutter's 
Saftisystem TM IV System. Because it's 
clearly better. 


Saftisysterii ß! System 
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West Coast nurses 
stage 65th annual 
RNASC meeting 


Health services, according to British 
Columbia's Minister of Health Robert 
McCletland, are among the things we 
take for granted now but may not be 
able to afford in the future unless we 
plan wisety and spend well. 
McCletland, who was keynote 
speaker at the 65th annual meeting of 
the Registered Nurses Association of 
B.C., was making his first major 
address to the nurses in that province 
since assuming office two years ago. 
"The health care system has been 
under great pressure, especially in 
terms of cost containment," said 
McClelland, "and many of your 
members are aware of that. I must let 
you know that I recognize the pressure 
that many of you have been working 
under." 
But while acknowledging that 
"cost containment postures had some 
unpleasant effects," he asked nurses 
to "recognize that as a government we 
had few options. Our options still are 
somewhat restricted if we expect the 
health system to maintain its present 
shape and objectives." 
McClelland described his ministry 
as "extremely interested" in the 
RNABC Quality Assurance Program 
which got underway a year ago. The 
health minister asked for "clear 
evidence that patients themsetves are 
involved in the authorship of some 
standards. If we are serious about 
consumer participation, we have to 
involve the patient who, until recent 
times at least, has been assumed to 
lack the capacity to understand the 
complex basis of the illness and the 
treatment. " 
McClelland described the 
RNABC action in setting up a Labor 
Retations Division in 1976 as 
"absolutely essential" and noted "how 
pleased I am that RNABC has gone 
such a long way toward separating its 
professional and economic interests:' 
He said that the association's 
professional interests, as defined by 
the Registered Nurses Act, coincide 
with the public interest - the act 
reflecting the legislative view that 
RNABC is the best mechanism to 
govern nursing in B.C. 


But McClelland declared that 
professional concerns should not be 
tied too closely to "economic interests, 
wages and salaries, working 
conditions, and so on. It is not really 
acceptable any more in the View of 
anyone responsible for the 
administration of public policy that 
there be an intertwining or 
intermingling of public and private 
interests. " 
"I appreciate that the separation of 
the labor relations responsibilities may 
have been painful, but it really was the 
only responsible route. I hope that 
those of your members who feel 
somewhat antagonized because of 
this move will realize that the only 
other option might have been total 
public control with the licensing 
authority vested directly in 
government. " 


Resolutions 
Among the resolutions approved by 
voting delegates attending the annual 
meeting were ones dealing with the 
provision of emergency aid, public 
health programs, health promotion 
and health care planning. Delegates 
committed the association to: 
. urge the Attorney General's 
Department of B.C. to introduce an 
"Emergency Medical Aid" Act, 
otherwise known as the "Good 
Samaritan Act," to protect those 
rendering emergency aid at the scene 
of an accident from liability. 
. make known its belief that the 
quality of public health nursing 
services in the Province of British 
Columbia is severely affected by the 
restrictions placed on the hiring for 
vacated public health nursing 
positions; and request the Ministry of 
Health to lift the hiring "freeze" for the 
vacated public health nursing 
positions. 
. seek from the Premier of B.C. a 
statement outlining the direction that 
health care for the province will take in 
the future 
. urge the provincial governmentto 
notify the RNABC of any intent to 
create new facilities for housing both 
the well and ill elderly 
pulation. 
. consider a move to make 
experience in specialty areas, namely 
the operating room and the 
emergency room, compulsory in all 
programs preparatory to nurse 
registration in B.C. 


Executive committee 
Three Vancouver nurses will hold top 
offices in the RNABC over the next two 
years. They are president Sue 
Rothwetl; first vice-president, 
Stephany Grasset; and second 
vice-president Lois Blais. 
Under by-law amendments 
adopted at the annual meeting, a new 
executive structure. expected to take 
effect later this year will see Rothwetl 
continue as president, Grasset 
serving as vice-president and Blais 
becoming a director-at-Iarge. 
The trio was elected in a 
province-wide mail ballot this spring 
that drew the highest association voter 
participation in recent years. Some 37 
per cent of the membership voted this 
year, compared to 26 per cent in 1973, 
the most recent contested election. 


President's address 
Retiring president Thurley Duck, 
addressing RNABC members at the 
conclusion of her term of office 
focused her remarks on the ' 
relationship between the professional 
association as a whole and the newly 
established Labor Relations Division. 
Although there are differences in 
priorities, role definitions and 
strategies, she pointed out, the two 
facets of organizational life reflect 
"very necessary efforts towards the 
general goals of increased eamings, 
professional autonomy, prestige, high 
quality work performance, and a 
sincere concem for service to 
individuals and groups of people in our 
province. 
"It would be ludicrous to believe that 
the union side of our organization (and 
yes, union is a legitimate word to use) 
does not have any interest in 
standards of nursing practice, 
safety-to-practice, education of 
nurses both basic and continuing, 
relationships with government, 
discipline, and all of those other 
matters of concern to the association. 
It would be equally absurd to believe 
that the so-called professional arm is 
not at all interested in the regulation of 
relations between employers and 
employees through collective 
bargaining. To adopt either of these 
stances, one in prime favor over the 
other, would have the very definite 
effect of denying reality." 


Quality assurance 
off to flying start 


Close to 1000 Saskatchewan nurses 
have participated in a series of 
workshops and meetings connected 
with the SRNA quality assurance 
program since it was launched ten 
months ago. 
The goal of the five-year program 
is the improvement of nursing 
practice. The long-range plan is to 
establish standards and critena of 
nursing practice, implement ongoing 
evaluation, and effect improvement 
action. Professional accountability will 
be demonstrated. 
Since September, 1976, a total of 
989 nurses have attended either the 
one-<Jay or two-hour sessions on 
quality assurance given by SRNA 
nursing consultant, Marjorie Hewitt. 
Workshops are on a voluntary basis 
and are sponsored by individual 
hospitals, regions or local chapters 


Pediatric audiology 
workshop aids nurses 


A workshop on pediatric audiology, 
attended by public health nurses and 
RNA's from Ontario, Québec, New 
Brunswick and Prince Edward Island, 
was held at Queen's University in 
Kingston, Ontario early in June. 
Coordinator of the event was 
Marie Heintzman, head audiologist, at I 
Kingston General Hospital. This 
year's workshop was the fourth to be 
organized. The 1978 workshop is 
scheduled for the week of June 5th. 
The week consisted of 20 hours 
of intensive lectures on such topics as 
anatomy and physiology of the ear, 
pathology and treatment, 
psychological implications of 
deafness, embryology of the ear, 
genetics of deafness, audiological 
assessment of children from birth to I 
six years, optimal usage of hearing 
aids, and interdisciplinary assessment 
of the additionally handicapped child. 
The nurses also received 
approximately 15 hours of practical 
training in hearing screening of 
elementary school children, babies, 
hearing impaired children and 
mentally and physically handicapped 
children. 
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DuGAS: Introduction to Patient Care: 
A Comprehensive Approach to Nursing. 
:\"ew Third Edition 
"Comprehensive" is the word for this outstanding volume. This 
revision contains all new chapters on Nursing Practice, Com- 
munication Skills, and Sensory Disturbances. Material on the 
Nursing Process has been expanded to form an entire unit. giving 
you the most detailed coverage available in an introductory vol- 
ume. 
In addition, Du Gas features expanded and updated information 
on such important topics as: the health care system, major health 
care problems, the expanded role of the nurse, home care by the 
nurse, problem-oriented medical records (POMR), and movement 
and exercise, rest and sleep, and comfort. A Teacher's Manual is 
available. 
By Beverly Witter Du Gas, RN, BA. MN. EdO. llO, Health SCience 
Educator. Pan Amencan Health Organ.. Barbados, Regional Allied Health 
Project; wIth special assistance from Barbara Marie Du Gas. BA About 
690 pp., 240 figs. (78 in color). Just Ready. About $14.05. 
Order #3226-2. 


\tARLOU': Textbook of Pediatric Nursing, 
New Fifth Edition 
MARLOW-a book nursing professionals everywhere know and 
trust! Now in its fifth edition, you'll find this outstanding text 
maintains its tradition of detailed, up-to-the-minute coverage of 
children's nursing care needs from birth through adolescence. 
All material has been significantly expanded and updated. The 
book features careful organization of information by age 
groups-each section is then structured to describe: 1) a normal 
child of that age group; 2) medical conditions requiring immediate 
or short-term care; and 3) medical conditions requiring long-term 
care. It's an exceptionally quick and easy-to-use reference! 


Look for these noteworthy additions to the fifth edition: a com- 
pletely new chapter entitled The Nursing Process; many other 
exciting new topics: expanded coverage of sex education; several 
new color plates; and numerous new figures and illustrations. 
By Dorothy R. Marlow, RN, EdO. formerly Oean and Prof. of Pediatric 
Nursing. College of Nursing. Villanova Univ. About 975 pp.. 395 figs. 
(3 color plates). Just Ready About $17.30. Order #6099-1. 


Plus Two Recent Favorites 
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SIGNATURE 
\. _ WB. Saunders Compan'l, Canada LTD. 


REED &- SHEPP.-\RD: Regulation of Fluid and 
Electrol}1e Balance: A Programed Instruction in 
Clinical Physiology, :\'ew 2nd Edition 


Individual self-study units progress from the least complex as- 
pects of fluid and electrolyte balance gradually to the more 
difficult, giving your students a better understanding of these 
problems and the appropriate patient care measures. 


By Gretchen Mayo Reed, BS. MA (Ed). MA (Bio). Univ. of Tennessee 
Center for the Health SCIences; and the late Vincent F. Sheppard. MEd, 
PhO. 322 pp. lIIustd. Soft cover. $8.60. March 1977. Order #7513-1. 


check enclosed-Saunders pays postage 


send C.O.D. 


B,lIme- 
I have .n open .ccount with Saunder. 
My credit c.rd or b_nk .ccount reference is. 


1# 


Dorland's Pocket Medical Dictionary, 
Nen' 22nd Edition 
Completely up-dated, this 22nd edition has been developec under 
the editorial supervision of 84 internationally recognized author- 
ities in medicine and the health scie:1ces. It presents a wealth of 
new definitions, and a thorough revision of existing terms to 
conform with today's most accepted medical knowledge and 
usage. Obsolete terms have been deleted. The dictionary includes 
16 color plates, and a helpful list of word elements from classical 
roots. 
741 pp. 16 color plates. Soft cover. ApnI1977. 
Indexed Version: $11.35. Order #3162-2. 
Plain Version; $9.70. Order #3163-0. 
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NS nurses attend 
68th annual meeting 


"The responsibilities and demands 
may be heavy but the rewards for 
active participation in your 
professional association far outweigh 
the contribution,"Gladys Smith, 
president of the Registered Nurses 
Association of Nova Scotia told 
members attending the association's 
68th annual meeting in Sydney in late 
June. 
"Health Care in Nova Scotia - Is 
There a Crisis?" was the theme of the 
meeting and was the topic discussed 
by a symposium consisting of 
representatives of government, 
hospital administration, and the 
nursing and medical fields. It was the 
consensus of nurses participating in 
the discussion that government 
planners of health care are not taking 
the long-term view nor are they 
consulting with those who form the 
largest body of health professionals, 
the nurses. 
Rose Imai, acting Principal 
Nursing Officer for Health and Welfare 
Canada, spoke on the new 
federal-provincial financing 
arrangements and their implications 
for health care and also outlined the 
proposed federal Social Services Act. 
She faced a barrage of questions from 
those present. A resolution passed 
later by the RNANS asked that the 
association keep members well 
informed on the implications for 
nursing of all intended or actual 
legislation concerning health matters. 
Glenna Rowsell, recently 
appointed director of Labour Relations 
Services for the Canadian Nurses 
Association, spoke on "The 
Professional Assoaation and the 
Union:' 
"Perhaps the most vital question to 
be answered is how can we wear two 
hats and look well in the eyes of the 
profession and the public," she said 
and described the real Issue as "how 
can the professional organization and 
the union function in their respective 
roles and also work together in the 
name of nursing?" Working together, 
she emphaSIzed, can give strength to 
both groups. 
Three amendments to RNANS 
by-laws were passed. These had to 
do with raising the current registration 


fee from $50 to $75, requiring all 
members to carry malpractice 
insurance, and empowering the 
executive to levy an additional fee 
each year as a premium for the 
insurance. 
Life Membership was bestowed 
on Florence Gass, who recently 
retired as Director of Nursing Services 
at the Victoria General Hospital, 
Halifax after more than twenty years 
service. 


The Award of Merit was given to 
Dr. Jane Haliburton for her 
contribution to nursing education in 
the province. 
Ten resolutions were passed; 
three requested government to make 
seat belts mandatory, to establish 
standards for ambulance vehicles and 
training of ambulance attendants, and 
to upgrade standards for fire safety 
procedures for senior citizens 
wherever they may reside. Other 
resolutions called for a petition to be 
prepared for the Minister of Health and 
the Minister of Social Services to 
utilize more effectively registered 
nurses in the promotion and 
maintenance of health in N.S., and a 
request to be sent to the Minister of 
Health that when opportunities 
become available that the skills of 
qualified women in high level positions 
be utilized on Boards and 
Commissions in the health sel"Vlce. 


Did you know ... 
Cases of leprosy - once considered a 
world scourge - have tripled in 
Canada within the past 12 years. A 
total of 99 cases were reported in 
Canada in 1976, up from 38 in 1965. 
Two-thirds (68) of the cases were in 
Ontario, with the remainder distributed 
across the country from B.C. to 
Newfoundland. 


The Canadian Nurses Association is 
holding its annual meeting and 
biennial convention for 1978 on June 
25-28 in Toronto's Royal York Hotel. 
For information contact: The 
Canadian Nurses Association. 
50 The Driveway, Ottawa, Ontario, 
K2P 1 E2. 


Margaret Nixon heads 
Manitoba interest group 


Nurse practitioners in Manitoba have 
joined forces to create an active 
organization that, within the past year, 
has prepared a brief addressed to the 
govemment of that province and 
organized three educational 
seminars. Although membership in 
the group remains small 
(approximately 16 prepared nurse 
practitioners and 10 nurses 
functioning as primary care 
providers), the seminars have been 
enthusiastically received. 
Speakers at the most recent 
seminar covered a variety of problems 
occurring in primary care settings 
including: pregnancy, rape, 
emergency care, alcoholism and child 
abuse. 
Dr. John Warrington, Department 
of Allergy and Immunology, Health 
Sciences Centre, Winnipeg, 
discussed present trends in the 
identification and treatment of patients 
with allergy. He pointed out that 
allergy desensitization is still fraught 
with many problems, the most serious 
being the possibility of an anaphylactic 
reaction; treatment now 
recommended includes 
desensitization only after more 
conservative management has not 
been effective. 
Child abuse was the topic of an 
address by Dr. Ken McRae, director, 
Child Development Clinic, Children's 
Centre, Winnipeg. He encouraged 
nurses to consider early identification 
of a potential abuse situation, e.g. 
during the pre- or immediate 
post-natal period, protection of the 
child and rehabilitation and support of 
parents, as primary objectives in 
dealing with this problem. 
Dr. Bill Davidson, associate 
professor, Department of 
Therapeutics and Pharmacology, 
University of Manitoba, related the 
recent research experience involving 
the use of Antabuse implants in the 
treatment of alcoholics. His study to 
date has demonstrated promising 
positive results with the experimental 
group of alcoholics with implants 
reacting to alcohol intake and a hlQh 
percentage subsequently staying dry, 
the control group not reacting and 
returning to drinking again. 


Many nurses in rural Manitoba 
proVIde emergency care at the scene 
of roadside and other accidents. Dr 
Gerry Bristow, Director, 
Casualty, Health Sciences Centre, 
Winnipeg, discussed trends in 
emergency care emphasizing 
maintenance of the airway in 
unconscious accident victims, the 
value of expertise in cardiopulmonary 
resuscitation and safety when moving 
patients. 
Christine Rollo from Pregnancy 
Information Service, and Francis 
Karpa, Rape Crisis Centre, explained 
the services of these Winnipeg-based 
groups. Nurses were encouraged by 
both speakers to contact their groups 
for either consultation or referral when 
dealing with patients requiring help. 
The seminar concluded with a 
business session during which 
Margaret Nixon accepted 
chairmanship of the group, 
succeeding Lynn McClure. The group 
plans to hold their next seminar in 
November, 1977. 


ICN seeks director 


The International Council of Nurses is 
now accepting applications for the 
position of executive director of the 
ICN. The successful candidate will be 
expected to assume the position by 
January 1, 1978 and to reside in 
Geneva while filling the position. 
Criteria for eligibility include: 
_ membership in a national nurses 
organization (fCN member); 
_ fluency in English and good 
working knowledge of French or 
wilfingness to learn; 
_ up-to-<Jate nursing knowledge; 
_ international work experience; 
_ managerial and leadership skillS 
and experience. 
Applications should include a 
detailed statement of experience, 
education and professional activity 
and give the names of three referees, 
including the present employer and 
the national nurses association. 
Applications, typed in duplicate, 
should be addressed to: Miss Barbara 
N. Fawkes, Executive Director, 
International Council of Nurses, P. O. 
Box 42, CH-1211, Geneva 20, 
Switzerland, and the envelope 
marked: "Application - Executive 
Director. .. 
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What you need to know about burns 


Sandra LeFort 
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You are a nurse working in a small rural hospital. Your head nurse has 
been asked to send one of her staff to the emergency department to 
help care for patients who are on their way in from a fire. You are sent. 
Going down in the elevator, you try and remember what is most 
important about treating these patients. Your contact with burn pa- 
tients has been minimal, though - in fact, you recall that only once as 
a student did you have to look after a patient with a severe burn. The 
most vivid memory is the smell of a pseudomonas infection growing 
under the eschar - an odor so strong that it seemed to permeate the 
whole room. But what else? You recall some priorities of care - 
patent airway, LV. fluid ,lots of it- but still as you step offthe elevator, 
you ask yourself - what is really happening to the patient with a 
severe burn? 


Caring for a patient with burns is a task that requires you to have some 
knowledge of the fundamental pathological, physiological and psy- 
chological changes that can occur. There is no mystique about good 
burn nursing, only a need to understand and to be aware of what is 
going on. The proper utilization of this knowledge will enable you to 
give good nursing care to patients with burns. 
If you are that nurse in the elevator wondering what happens to a 
burn patient, what the priorities of care are, what treatment he should 
receive, this article should be of some help. It is a review of the basics 
of burn care with some new ideas on treatment and nursing care. We 
might all be that nurse one day. 
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Burn Update 
gUll I ulJuau:::: 
__a a a _....__._ 


First Aid 
The most common burns are thermal, 
those caused by fire, hot objects Or hot liquids. 
If you are the person at the scene of a burn 
accident, your immediate management of the 
burn or scald will depend on the site of the 
burn injury and the setting in which it occurs, 
whether at home, place of work or outside. 
Rememberthat the most important factors are 
the area and extent of the burn rather than the 
depth. Also, burns in the very young or very 
old, even though small, should be considered 
serious and hospital treatment should be 
sought. 
In general, the following guidelines should 
be followed: 
1. Eliminate the cause of the burn by 
smothering the flames, switching off the 
current etc. 
2. Check the respiratory status of the 
person. If the fire was in an enclosed space, 
suspect respiratory problems. Listen to the 
person breathe. Is he wheezy? Does his chest 
feel tight, SOre Or burning? Is he coughing and 
gasping for air? Are his face and nostrils 
singed with soot? Are nasal hairs singed? If 
the answer is yes to any of these, then smoke 
has probably entered the lungs, a condition 
that can result in irritation, pulmonary edema 
or respiratory failure. Removal of the person to 
a fresh atmosphere and/or mouth-to-mouth 
resuscitation may be necessary. Be sure that 
clothing does not restrict chest movements. 
3. Make the victim comfortable. If the burns 
are extensive, the victim should lie down. If 
there is respiratory involvement, elevate his 
head. 
4. Treat the burn wound. If the burn is small 
such as a scald from hot liquid, immediately 
immerse the part in cold water or flood it with 
water. This is the only treatment that has been 
found to decrease the degree or depth of a 
burn. It will also ease the pain. At all costs, 
avoid smearing the area with greasy Or 
powdery preparations such as butter, soap or 
flour. These trap heat and may increase the 
severity of the burn. If blisters are present, do 
not break them. 
When the person feels some relief, 
remove the part from the water and cover with 
a dry dressing Or anything clean such as a 
towel. Bandage the area securely but loose 
enough to allow for edema. Before bandaging, 
remove any jewellery Or anything restrictive 
that will impair circulation in edematous areas. 
If fingers Or toes are burned, bandage each 
digit separately leaving the tips exposed. 
Check for warmth of fingertips. 
If the patient has deep burns, do not try to 
remove charred particles Or clothing. To 
relieve pain, apply cold, wet compresses. 
If a large body area is involved, treat for 
shock by keeping him warm. Wrap the victim in 


clean sheets and blankets to prevent chilling, 
to reduce the risk of contamination and to 
conceal bad burns from him. 
5. Give oral fluids in limited quantities only if 
the person has severe burns, is conscious and 
not vomiting and if medical assistance will be 
delayed. Often, victims will be very thirsty. The 
ideal solution to give is Haldane's solution- 
one teaspoon of salt and one-half teaspoon of 
sodium bicarbonate (baking soda) in one quart 
of water. Give only one ortwo ounces at a time. 
Check for vomiting and aspiration. 
6. Stay with the patient and provide 
emotional support until an ambulance Or other 
assistance arrives. 


Chemical burns 
Accidents involving corrosives are met most 
commonly in industry and can be very severe. 
In all cases, seconds count. Remove any 
saturated clothing while flooding the area 
repeatedly with water. Prolonged drenching 
under running water is essential to remove the 
corrosive. Most industrial plants also provide 
buffer solutions that can be applied after the 
water. 
Eye burns are also treated by drenching 
with water. The eyelids must be opened to 
allow the water to be poured into the eye. Eye 
burns are particularly frightening and the 
patient needs to be told that the water will ease 
the pain and that help is on the way. Bandage 
both eyes with a dry sterile gauze if available. 


Electrical burns 
Electricity can cause burns or burn-like tissue 
damage from the heat generated from 
electrical sparks and arcs, or by an electric 
current passing directly through the body. 
Electrical burns may cause cardiac arrest due 
to ventricular fibrillation. Muscle spasm may 
throw the victim away from the point of contact 
and cause other injuries such as broken 
bones. Initiate CPR if breathing and heartbeat 
have ceased. Otherwise, treat as for thermal 
burns. 
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Skin 
A severe burn constitutes a major threat 
to life. It disrupts the integrity of the skin and 
consequently can have an effect on every 
major body system. As the largest organ in the 
body, the skin is a complex combination of 
tissues that serves: 
. to protect the body from infection and 
injury 
. to prevent loss of body fluids 
. to regulate body temperature 
. to excrete wastes through perspiration 
. to synthesize vitamin 0 and absorb drugs 
. to provide a cosmetic effect for the 
individual, playing a large part in his 
self-identity and body image 
. to act as a sensory organ. 
A severe burn results in decreased function or 
complete loss of the two most important 
life-preserving functions of the skin: 
protection from infection and fluid loss. 
The skin Or integument consists of two 
main layers: the epidermis and the dermis. 
The thin surface layer of the skin is the 
epidermis. It is non-vascular consisting of 
distinct layers of epithelial cells, which when 
mature, cornify to form a protective layer of 
dead cells. In burns, excessive fluid and 
electrolytes are lost due to damage of the 
stratum corneum, the outer epithelial layer. 
The innermost epithelial layer, the stratum 
germinativum, provides for the natural 
regeneration of epithelial cells. These cells 
must be present if new skin is to grow. (See 
Figure 1) 
The epidermal appendages - the hair 
follicles, sebaceous glands and sweat glands 
- extend into the dermis, the second 
anatomical layer of the skin. These 
appendages are surrounded by a thin layer of 
epithelial cells from the stratum germinativum 
that can provide fOr skin regeneration. 
As the supporting and nutritional layer for 
the epidermis, the dermis contains a large 
blood supply and nerve endings; it is composed 
mostly of collagenic fibers. If this layer is 
injured, perception of pain, temperature and 
tactile sensation is destroyed or impaired. If a 
burn reaches this level, collagen leaks from I 
the surface of the burn wound providing a rich 
nutritional medium for bacterial growth. 
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Assessment of burns 
One of the first considerations in caring for 
the patient with burns is to determine the 
extent and severity of the injury. Treatment of 
the burn is directly related to severity which is 
influenced by five factors: 
1. Size of the burn. This IS expressed as a 
percentage of the total body area. The "Rule of 
Nines" is a quick method of estimating the 
extent of body burns in the adult. The head and 
each arm cou nt as 9%; each leg, anterior tru nk 
and posterior trunk count for 18%; perineum 
counts for 1 0 0. This method however tends to 
be an overestimation of the size of the burn. 
A second method by Berkow, is more 
accurate and accounts for change in 
proportion by age. For example, Berkow's 
chart takes into account that a child's head is 
proportionately twice as large as an adult's. 
Both these methods require the use of 
diagrams, shading the burned area, both 
anterior and posterior, and from that, 
calculating the percentage of body burned. 
All emergency departments should have 
charts available for quick assessment. 
2. Depth of the burn. Current terminology 
expresses depth of burn as full-thickness or 
partial-thickness, rather than the old 
classification of first, second, and third degree 
burns. Apartial-thickness burn can involve the 
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epidermis and p
rt of the dermis and is able to 
heal without grafting. New skin can resurface 
from epithelial cells. This is equivalent to a first 
or second degree burn. A deep dermal burn is 
a partial-thickness burn that freq uently has the 
gross appearance of a third degree or 
full-thickness burn. It can heal without grafting 
since epithelial cells remain around hair 
follicles and sweat glands in the dermis. Often, 
infection, trauma or a decreased blood supply 
converts the burn to a full-thickness burn if skin 
grafting is not done. A full-thickness burn 
always requires grafting. The entire dermis is 
destroyed along with possible damage of 
muscle and bone. (Figure 2) 
3. Location of the burn. Burns to the face, 
hands, neck, external genitalia and joint 
surfaces are considered severe burns. Any 
burn to the upper body is more serious than to 
the lower body. 
4. Age. The young and old are particularly 
susceptible to the complications of burns such 
as septicemia, respiratory problems, renal 
failure etc. If a young person sustains burns 
but was previously healthy, he has a good 
chance of surviving no matter how large the 
burn. 
5. Presence of other diseases such as 
respiratory and heart disease, as well as any 
chronic condition will complicate treatment. 


Depth 


Appearance 
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The severity of the burn, the treatment 
initiated and the patient's chance of survival 
are dependent on all these factors. In general, 
a burn of more than 10% of the body which 
includes face, hands, feet or genitalia is 
considered a major burn and will necessitate 
hospitalization. 
Most often, the initial assessment of a 
burn patient will take place in the emergency 
department. If there is a burn unit in your 
hospital or if private rooms are available for 
burn patients, he will be transferred after the 
initial assessment. If you receive the patient 
from emergency, be sure that tetanus 
prophylaxis has been given. 
Hospital personnel tend to be 
overwhelll1ed when confronted by a severely 
burned patient, perhaps because of his 
appearance. However, forthe burn victim who 
has' no other injuries, treatment is not difficult 
to initiate because priorities of care can be 
anticipated in the immediate post-burn phase, 
sometimes called the emergent phase. Some 
emergency departments have pre-established 
regimes of treatment and may have a 'burn 
cupboard' or cart that contains all the 
necessary equipment for immediate burn 
care. Certain wards in hospitals that are set up 
for burn victims also have a burn supply 
cupboard for easy access. 


Healing 


First degree partial-thickness epidermal layers - red or pink Epidermis peels in 3-6 days. 
burn caused by exposure to sun, - slight edema No scarnng. 
hot liquids. 
Second degree partial-thickness epidermis and dermis 1. Superficial 10-14 days with no scarring if It 
burns caused by intense flash - mottled. pink or red has remained clean and 
heat, contact with hot liquids or - blistering and edema untraumatized. 
objects. - moist 
2. Deep dermal Several months to heal on its 
- varied appearance red, dull own. Often, grafting done to 
white, tan in color. provide more durable skJ/1 
- reddened areas blanch on coverage and better function 
fingertip pressure and then 
refill 
Third degree full-thickness burn no visible epithelial cells left. - blistered Grafting required with split 
caused by fire, chemicals. Down to the dermal and - can be moist or dry thickness skin grafts. 
sub-dermallevel - white, tan, brown, black or red 
in color Skin grafts done as soon as 
- red areas do not blanch on condtion is stable and skin is 
pressure available. 
- wet or dry and has a sunken 
appearance 
- due to surface dehydration, 
eschar (leathery covering) 
may appear 
- black networKs of coagulated 
capillaries seen 
Fourth degree full-thickness subcutaneous fat, faSCIa, - blackened and depressed To achieve a granulating surface 
burn muscle and bone - when the burn includes bone on which to apply a skin graft, 
it appears dull and dry fenestration must be done 
(multiple perforations reaching 
into the marrow cavity of the 
bone). 


To test for depth of burn injury, try the HAIR TEST. If hair can be pulled out, then it's probably a full-thickness burn. 
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Priorities of Care 
1. Respiratory needs are the first priority. If 
the patient inhaled smoke or if he has burns to 
the face and neck, anticipate respiratory 
difficulties. Gas or smoke inhalation can result 
in irritation to the lungs, pulmonary edema, 
pneumonia and respiratory failure. Check vital 
signs frequently especially noting changes in 
the respiratory or pulse rates. If the patient is 
not "shocky" and experiences difficulty in 
breathing, place him in the Fowler's position, 
give humidified oxygen and suction gently as 
necessary to remove secretions. Have the 
patient cough and deep breathe to keep the 
lungs well oxygenated. Blood gases should be 
taken to assess respiratory function. 
If a patent airway cannot be maintained, 
the insertion of an endotracheal tube may be 
necessary or a tracheotomy may be 
performed as a last resort. Within 24-48 hours, 
edema resulting from a circumferential burn to 
the neck or chest may squeeze the trachea 
and rib cage and thus compromise breathing. 
Any circumferential burn (a burn that 
completely encircles an area) can act as a 
tourniquet and impaircirculation or, in the case 
of a neck burn, close off the trachea. An 
escharotomy may be done to relieve the 
pressure. In this procedure, the doctor cuts the 
skin along the neck lines until bleeding occurs, 
thus releasing the pressure of the edema on 
underlying structures. 
2. Check for hemorrhage. Patients who have 
sustained burns from automobile or other 
accidents must be checked for inj uries that can 
result in hemorrhage. The burn wound itself 
causes only minimal blood loss, so if bleeding 
is evident, suspect a laceration or internal 
bleeding. X rays and other tests may have to 
be done at this time. 
3. Prevent shock by meeting fluid needs. By 
the time a burn victim arrives atthe hospital, he 
may already have lapsed into primary or 
neurogenic shock. Lasting only for about 20 
minutes immediately following an injury, it can 
manifest itself as intense fear, terror and pain. 
Vasodilation causes a fall in blQod pressure 
and an increased heart rate. This state 
frequently occurs in adults with severe burns 
and may be fatal. 
The more common cause of shock in burn 
patients, however, is hypovolemia or loss of 
circulating fluid, a state often called "burn 
shock." It is the most crucial period during burn 
treatment and is characterized by a major shift 
in body fluid and electrolytes from the 
intravascular and intracellular spaces into the 
interstitial spaces. 


Why a fluid shift? 
In the body, 50-70% or two-thirds of body 
weight is water, distributed into three 
compartments: the intracellular, interstitial and 
intravascular spaces (See Figure 3). 
Normally, the fluid in these compartments is 
constantly exchanged through a process of 
diffusion and fiftration that occurs in the 
capillary bed. It is at this level that oxygen and 
nutrients are exchanged for waste products. 
The capillary membranes through which this 


exchange takes place are freely permeable to 
salt and water and selectively permeable to 
proteins and other matter. 
Maintenance of fluid volume within each 
compartment is due to: colloidal osmotic 
pressure - a pulling force exerted by proteins 
on one side of the membrane that tends to 
keep fluid in the intravascular space or blood 
vessels; and hydrostatic pressure - a 
pushing force at the arterial end of capillaries 
that tends to drive fluid into the interstitial 
spaces. These two opposing forces prevent 
undue loss of fluid from the capillaries. 
Electrolytes, found in all the fluid 
compartments, playa large role in maintaining 
the fluid balance as well. 
In a burn injury, capillary dilation and an 
increase in capillary permeability occur, 
resulting in a fluid shift. Plasma, electrolytes 
and plasma proteins escape from the 
intravascular space into the interstitial space. 
Edema is the end result with blister formation 
in some areas. The lymphatic system, usually 
able to take away the increased tissue fluid, 
quickly becomes overloaded and is unable to 
remove the excess. 
This fluid shift continues for 24-48 hours 
depending on the extent of the burn. The body 
tries to compensate for the loss of blood' 
volume by vasoconstriction, increased heart 
rate, decreased cardiac output, decreased 
blood flow and oliguria. It is essential that fluid 
replacement be initiated before shock occurs. 
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On admission, one or more intravenous 
lines are started and fluid therapy is initiated. 
Many different formulas have been developed 
to calculate the approximate fluid 
requirements but most use a combination of 
colloids, crystalloids and water solutions. 
Often, Lactated Ringer's solution (which has a 
similar electrolyte balance to blood) and 
albumin (to increase colloid osmotic pressure) 
are used. Vitamins Band C are often added to 
the I.V. 
If possible, weigh the patient or ask a 
family member the pre-burn weight of the 
patient. This helps in calculating fluid 
requirements. Well treated burn patients often 
show a weight gain of 10-15% during initial 
treatment. 
The most important indicator for deciding 
on how much fluid should be given is titration, 
that is, maintaining a careful balance between 
intake and output to maintain normal vital 
signs. In other words, you need to give enough 
fluid to keep the urine output at 30 cc/hr. 
In the initial post-burn period, a severely 
burned patient may need massive amounts of 
fluid e.g. up to 1,000 cc of fluid in one hour to 
establish adequate intravascular volume. 
On admission, a catheter must be 
inserted and urine output al")d specific gravity 
of the urine checked every hour. 
Hematocrit should also be taken every four to 
six hours to determine red blood cell 
concentration. The hematocrit rises 
immediately after a severe burn and then 
decreases to preburn levels with adequate 
fluid replacement. Anemia may develop later 
as a result of RBC destruction due to thermal 
injury. 
In two to five days, this fluid process will 
reverse. The capillary endothelial cells 
regain their normal permeability and edema 
subsides as the fluid returns to the 
intravascular space. At this point, a massive 
diuresis occurs. There is a subsequent rise in 
blood volume, an increase in cardiac output 
and a decreased hematocrit due to 
hemodilution. There is a danger of pulmonary 
edema or cardiac fail ure at th is time due to fI uid 
overload and change in electrolyte balance. 
This diuretic phase is a sign that the body is 
starting to repair the damage. . 
Although fluid replacement is of primary 
importance, patients with major burns should 
not be given fluid by mouth for the first two 
days. Burn patients tend to develop a paralytic 
ileus and may develop a stress ulcer, called 
Curling's ulcer. Frequently, a naso-gastric 
tube is inserted and Maalox given every 
two-three hours. 
After diuresis there is a period of negative 
nitrogen blance and a reduction of protein 
levels in the blood. A high-protein, high-calorie 
diet should be started as soon as the patient 
can tolerate it, usually by the fourth or fifth day 
post burn. 
During the initiation of life-saving 
measures, the burn patient and his family need 
reassurance about his condition. Burn patients 
are conscious (unless there are other injuries 
that render them unconscious) and are often 



extremely fnghtened, and in pain. Although 
full-thickness burns are painless, most 
patients have a mixture of partial and 
full-thickness burns, and thus require pain 
medication. Small doses of morphine I.V. are 
given to reduce the pain and to act as a 
sedative. Large doses of sedatives and 
analgesics are avoided since they will mask 
signs of respiratory depression. The patient 
also neeás frequent explanations about what 
is being done and reassurance that the pain 
will ease. 
An initial dose of antibiotic, usually 
penicillin (unless the patient is allergic to it) is 
given on admission as prophylaxis against 
B-hemolytic streptococcus. 
4. Care of the burn wound. Sepsis or 
infection rates high as a cause of mortality in 
burn patients. With the loss of skin integrity, 
these patients are extremely susceptible to 
massive infections. All staff must maintain 
strict sterile technique when in direct contact 
with the patient. Good handwashing cannot be 
stressed enough. 
Local care of a burn wound is often left 
until the patient is transferred to a unit or a 
private room. Local wound care can be 
delayed up to four hours post-burn. If 
cleansing is left until then, the patient should 
be wrapped in a sterile sheet and covered with 
a blanket. 
On arrival to a ward Or unit, the patient is 
put on protective isolation. If possible, the 
patient is placed in a bathtub (or hydrotherapy 
tub or Hubbard tank) for cleansing. Special 
plastic liners for tubs are now available. The 
wounds can be washed in the tub with water 
and mild detergent. Washing should be done 
gently to remove debris. Never scrub a burn 
wound since this could convert a 
partial-thickness to a full-thickness wound. 
Dead skin that can be removed is debrided in 
the tub at this time but blisters are left intact 
unless they interfere with joint function. If 
necessary, the blisters can be punctured and 
deflated but do not unroof them. Also, hair near 
the burn wound should be shaved since it 
tends to harbor bacteria. 
This initial cleansing of the wound 
provides an opportunity to re-evaluate the 
burn wound itself - its size, extent and 
appearance. Look closely for circumferential 
burns that may require an escharotomy. This 
is a good time to weigh the patient if this has 
I not been done before. A weight increase is 
I expected due to fluid replacement. Swabs of 
the nose, throat, rectum and all burn sites are 
taken for culture and sensitivity. 
Once the wound has been well-cleansed, 
topical therapy is in itiated to control the 
number of organisms. Almost all burn wounds 
become infected to some degree. Most 
frequently, infections are caused by 
pseudomonas, staphlococcus aureus, 
candida albicans and B-hemolytic 
streptococcus. In the past few years, a number 
of new topical antimicrobial agents have been 
introduced. They have in a sense 
revolutionized burn wound care and have 
succeeded in reducing the mortality rate of 
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burn patients, especially those with 40-60% 
body burn. Systemic antibiotics are of 
relatively little use in the treatment of burn 
wound sepsis because of the decreased blood 
supply to the area. However, antibiotics may 
be given for other infections - pneumonia, 
urinary tract infections or a full-blown 
septicemia . Always monitor temperature 
closely and be alert for complications such as 
septicemia and septic shock. These can OCcur 
anytime. They are a constant threat until 
healing has taken place. 
The choice of an antimicrobial agent 
depends on the characteristic of the burn 
wound and on the stage of care (See Drug 
Chart). Be aware of the untoward symptoms of 
each drug and be alert forthem in your patient. 


Dressings 
There are th ree basic types of burn wound 
dressings: 
1. Open or exposure method. This leaves the 
burn wound open to the air with or without the 
use of antimicrobial agents. Temperature and 
humidity in the room are important as well as 
the maintenance of isolation techn iq ue. Partial- 
thickness wounds dry to form a protective 
crust while full-thickness burns develop a dry, 
leathery eschar. These serve to protect the 
developing granulation tissue underneath. 
If topical antimicrobials are used, a thin 
layer of gauze can be applied for multiple 
dressing changes. Wounds are cleansed and 
medication reapplied at least daily. 
2. Closed or occlusive dressings. This method 
is rarely used except for some pre-graft and 
post-graft stages. These dressings are left on 
a burn wound for several days, preventing 
observation by staff and encouraging bacterial 
growth. 
3. Wet dressings. These can be used 
effectively only if the dressing is kept wet and 
not allowed to dry out. Dry dressings are 
placed over the wet dressing. 
In all burn wound care it is most important 
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that the wounds be kept clean and that the 
patient is comfortable. The prevention of 
contractu res essential for the patient's 
rehabilitation is another area of concern. In 
relation to this problem, the following areas 
deserve special mention: 
Hands: must be dressed and splinted into a 
position of function from the very beginning. 
Burned fingers must be bandaged separately, 
being sure that no skin surfaces touch. The 
thumb, whether burned or not, must always be 
wrapped separately. Since it is harder to 
correct a contracture than to prevent one, a 
resting splint should be made on admission 
(plaster of paris) until one can be obtained 
from physio or the aT department. 
A good splint should do the following: 
- exaggerate wrist extension (since this is the 
first hand function to be lost through 
immobilization) 
- emphasize the web space between the 
th umb and the hand 
- exaggerate flexion of the hand by keeping 
the fingers straight. If the fingers are not 
affected, a wrist cock-up splint can be used. 
It is important that the splint is on the hand 
snugly but not too tight. Watch for the 
development of pressure sores. During the 
early period of a bad burn, the patient's hand 
should be splinted for 24 hours except for 
dressing changes. 
Feet: Again, wrap burned toes separately and 
place the feet in a resting foot splint. 
Knees: If knees are burned, check that they 
are extended when the patient is in bed. 
Patients with knee burns tend to develop knee 
contractu res easily. 
Hips: In patients with extensive burns that 
include the groin area, be sure that the hips 
are abducted approximately 15 0 . 
Neck: Neck contractu res develop quickly. A 
burned neck must be hyperextended 
preferably in a splint or by the use of a roll 
under the napeofthe neck with no pillow. (See 
Figure 4). 
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Mechanical debridement of the eschar with forceps 
and scissors. 


Debridement 
When dressings are changed, the leathery 
eschar of a full-thickness burn and the slough 
of a partial-thickness burn need to be 
removed. Mechanical debridement of this 
dead tissue can be done with forceps and 
scissors by the nurse at the bedside or when 
the patient is in the tub. Only dead tissue that 
can be cut free without causing excessive 
bleeding is removed. (See Figure 5). 
Patient reactions to the pain of 
debridement and dressing changes vary. 
Generally, all patients need an analgesic 
one-half hour prior to this procedure. Some 
patients, anticipating that the pain will be 
severe and feeling that they have no control 
over the situation, become very tense during 
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debridement. Here are a few suggestions fr9m 
nurses who work with burn patients at the 
Montreal General Hospital on how you can 
help your patient deal with his pain. 
. First of all, make a contract with the 
patient by telling him exactly what you are 
going to do. Trace out the area that you will 
debride at this particular dressing change. 
. Do not deny his pain. Tell him that you 
know that it is going to hurt but that it is 
necessary. Explain that the granulation bed 
must be clean before it will accept a skin graft 
. Give him some control over the situation 
by giving him a watch and saying something 
like "I'm going to debride the eschar for 10 
minutes. You tell me when the time is up." 
Remember to keep your part of the bargain. 
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Although debridement is not pleasant for the 
patient, this approach can help in easing his 
anx iety. 
Debridement can also be done surgically 
in the operating room instead of at the bedside 
To prevent excessive blood loss, surgical 
debridement is usually done soon after 
admission. Various chemical enzymatic 
debriding agents are being used in some 
centers in Canada. One such agent, T ravase, 
selectively digests necrotic tissue by a 
proteolytic action. Those who favor its use say 
that it hastens the formation of granulation 
tissue and wound healing. Others against its 
use feel that its side effects outweigh its value 
(See Drug Chart). When it is used, an 
antimicrobial agent is also used. 


Grafting 
As we have seen, the ability of a burn 
wound to heal and to produce new skin is 
directly dependent on the depth of burn 
damage. In full-thickness burns, grafting is 
necessary for wound closure and should be 
done as soon as possible to min imize infection 
and loss of function. Grafting is often done in 
partial-thickness burns as well, to provide 
more durable skin coverage and better 
function. 
The source for a permanent skin graft is 
the patient's own skin, called an autograft. 
This skin can be taken from any area of the 
body that is intact. Ifthere is no available skin 
for grafting, as in cases of large burns, 
temporary grafts are used until the patient's 
own skin is available. These temporary grafts 
can be homografts - skin histiologically 
compatible with the patient's and obtained 
from family members or human cadavers or 
heterografts - skin coverings from animal 
sources such as bovine, canine and porcine 
tissue or those from synthetic materials such 
as Teflon, and nylon-velour. These temporary 
grafts serve to prevent evaporative water-loss 


by acting as semi-permeable membranes and 
to reduce the pain of healing. 
There are two basic types of skin grafts: 
1) split-thickness grafts which tend to take 
better than a thicker graft and are most 
frequently used in the initial management 
phase,and 
2) full-thickness grafts which produce a good 
cosmetic appearance and are used more 
commonly during later treatment. 
When the granulation bed (burn wound 
area) is clean, free from infection and has 
developed a good blood supply, the area is 
ready to be grafted provided that the patient's 
condition is stable and he is in a good 
nutritional state. The donor site can be 
prepped as in any operative procedure or th is 
may be done in the operating room. Skin is 
harvested from the donor site with a 
dermatome. An occlusive dressing such as 
"Scarlet Red" can be applied 
to the donor site and left on for 7-10 days or the 
site can be left open. With good care, donor 
sites heal with in 1 0 days to two weeks and can 
be used many times. In the case of 
full-thickness grafts, the donor sites will 


themselves require a split-thickness skin graft 
to heal. 
Skin grafts may be applied in the OR or in 
the patient's room. Dislodgement is the most 
critical problem in the care of a skin graft. 
Some hospitals have found that there is an 
increased possibility of dislodgement during 
the patient's trip back to his room after surgery 
and in his transfer from the stretcher to his bed 
At the Montreal General Hospital, skin grafts 
are applied by the staff nurses on the patient's 
return from the OR. (See Figure 6). 
Graft sites can be left exposed or covered 
with a wet or dry dressing. The exposure 
method allows for close Qbservation of how 
well the graft is taking. With the exposure 
method however, the patient may need to be 
immobilized with splints, slings or traction to 
prevent dislodgement. If occlusive dressings 
are applied, these are removed only on 
specific order. A graft that is taking well will 
appear pinkish-red and adhere smoothly to the 
granulation bed. A graft that appears white or 
darker than the original tissue indicates that 
the graft is not taking. 



 



Ie 
GI 
... 

 
CI 
ü: 


, 



- 



.'t 


--
 .. 


II" \.rIIOMJ..n nur.. Augu.-: n" f 


1. A leg ulcer that is ready for graftjng. 


" 


I 
.
 


" 


--- 


2. Skm graft positioned on the ulcer bed with the 
shiny side down. 
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3. Trimming the s/{jn graft for an exact fit 
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4. S/{jn graft in place. 
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5. Application of Steri-strips' to hold the graft in 
place. 


. Ster
st"ps ,s a regJslered /Tildemark 01 /he 3M Company 



24 


The Canadian Nurse Augu
 1977 


Burn Update 
CUI I I uf.luau::: 
__a a a _,...__._ 


Emotional reactions 
The person who suffers a severe burn will 
need help and understanding to cope with the 
tremendous problems he will have to face. He 
will have to deal with disfigurement, possible 
disability, unemployment, separation from 
family, and perhaps loss of family members. 
He will have to cope with a long period of 
hospitalization and all that it entails - 
tubbings, exercises, debridement, grafting 
and chronic pain. Although all illnesses seem 
to involve some expression of anxiety, 
regression and depression, these reactions 
are often markedly exaggerated in the burn 
patient. Painful treatments on a long-term 
basis tax his emotional resources and can 
accentuate any psychological problems he 
may already have. Pain can also distort his 
sense of reality. 
His relationship to the nursing staff is 
often a love-hate relationship. No other aspect 
of nursing requires the staff to inflict so much 
pain in patients in the course of necessary 
treatment. Obviously, this causes ambivalent 
feelings in both the patient and the nurse. The 
patient knows that the procedures are 
necessary and realizes that the nurse is 
helping him improve, but at the same time, he 
sees her as the cause of his pain and may 
express his anger in verbal abuse towards her. 
Staff's reactions to this kind of behavior can 
vary. Some nurses may feel that their nursing 
skills are inadequate, that they should not be 
causing so much pain. Others may mirror the 
patient's emotion and become angry 
themselves. Often, manifestations of this 
anger can be seen when nurses withhold pain 
medication or label the patient as a "baby" or 
"difficult." In dealing with this situation, it is 
important that staff nurses objectively analyze 
the reasons why the patient acts in a certain 
way and then try to find ways of helping him 
cope with all the things that are going on. Staff 
meetings and consultations with psychiatrý 
are ways that can be used by the staff to 
ventilate their own feelings and to discuss 
approaches that might be used. 
Families of burn patients also experience 
intense emotions and need a great 
deal of support to cope with their feelings. One 
of the most effective means for the staff to 
provide this support is to teach the family about 
the situation. They need to know what is 
happening to the patient and what to expect. 
Knowing that the patient is receiving good care 
does a great deal to alleviate their anxiety. 
Effective and thorough teaching forthe family 
takes not only time and planning but also a 
sense of caring on the part ofthe nursing staff. 
Nursing the burn patient is not an easy 
job. It demands specialized knowledge, good 
technical and observational skills and insight 
into human behavior. The quality of nursing 
care the burn patient receives will in large part 
determine the extent to which he will heal 
physically and adjust emotionally to this crisis... 
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..J SULFAMVLON 10% 
:g; 
II: Generic Name 

 Mefenide 
(J 
<[ 
m 
. 
i= 
z 
<[a 


Indications 
. a topical anti-bacterial agent 
used for Z' and 3" burns. 
diffuses through avascular 
burn tissue to control infection. 


Effectiveness 
. effective against many 
gram-negative and 
gram-positive organisms 
including some anaerobes 
. helps prevent partial - 
thickness wounds from 
converting to full-thickness 
wounds because of infection. 
. helps prevent bacterial 
invasion of unburned tissue. 


Precautions 
. safe use has not been 
established dúring pregnancy. 
. fungal colonization in and 
below eschar may occur. 


Side Effects 
. pain or burning sensation on 
application is common. 
. allergic manifestations such as 
rash, itching, facial edema, 
swelling, hives. erythema. 
. respiratory problems e.g. 
tachypnea, hyperpnea, 
hyperventilation due to 
acidosis. Sulfamylon inhibits 
carbonic anhydrase which in 
turn causes t excretion of 
sodium bicarbonate leading to 
metabolic acidosis. 


Application 
. apply directly to burn wound 
surface uSing a steriie tongue 
blade, sterile gauze or by 
sterile gloved hand. 
. apply enough cream so that the 
burn wound is not visible. 
. may be left on the wound 
uncovered or, it can be covered 
with fine mesh gauze. May also 
be used in occlusive dressing. 
. usually applied twice daily and 
as necessary. 


Nursing Considerations 
. cleanse wounds thoroughly 
before new application e.g. 
tubbing is the best way to 
remove cream or soak with 1/2 
warm normal saline and 1/2 
hydrogen peroxide to facilitate 
easy removal. 
. sedate 20 minutes before 
dressing change due to 
stinging sensation on 
application. 
. eschar takes longer to slough 
because eschar separation is 
dependent on the proteolytic 
action of bacteria. 


;;l FLAMAZINE, SILVADENE 
m Generic Name 

 1% Silver Sulfadiazine Cream 
S:? Indications 
=F. a topical anti-microbial agent 
i= for adjunctive treatment and 
Z prevention of infection in 
<[ severe burns. 


Effectiveness 
. best results obtained if applied 
as soon as possible on a burn 
wound that is well cleansed to 
prevent subsurface bacterial 
penetratIOn. 
. effective against 
gram-negative, gram-positive 
organisms as well as candida 
albicans. 


Precautions 
. caution with hepatic or renal 
impairment. Kernicterus may 
develop. 
. fungal colonization in and 
below eschar may develop. 


Interaction 
. if used In conjunction with a 
topical enzyme, the silver may 
inactivate such enzymes e.g. 
travase. 


Contralndlcations 
. sulfonamide sensitivity. 
. do not use during pregnancy or 
with newborn infants. 


Side Effects 
. although flamazine is painless, 
such reactions as burning, 
rash, itching, and one case of 
interstitial nephritis have been 
reported. 
. toxic reactions associated with 
sulfonamides. 


Application 
. apply topically 2-4 mm 
thickness with sterile gloved 
hand or sterile tongue blade. 
. store in a cool place away from 
the light. 
. wound may be left exposed or 
an occlusive dressing may be 
used. 


Nursing Considerations 
. cleanse wounds thoroughly 
before new application. This 
agent has a tendency to form d 
crust if not removed at time of 
dressing change. 
. check carefully for signs of 
purulent accumulation in 
subeschar space and remove. 
. dressings may have a slimy, 
greenish-gray appearance but 
this is not necessarily indicative 
of gross infection. Check 
cultures and clinical status of 
patient. 



..J BETADINEOINTMENT AND 10"10 

 SOLUTION 

 Generic Name 
" ProVidone-lodine N.F. 
Z 
æ Indications 
c. a topical bacteriocidal ointment 
Z that can be used in conjunction 
<[ with betadine 10% solution 
..J during all phases of burn 

 wound care to prevent sepsis. 
C3 Effectiveness 
Q. effectIVe against a wide variety 
ffi of gram-negative and 
t- gram-positive organisms, 
o fungi, yeasts, protozoa and 
< viruses. 
m 


. most effective for a 6-hour 
period after application. 


Contra indications 
. iodine allergies. 


Side Effects 
. allergy reactions such as 
imtation, redness, swelting. 
. possibility of T3 and T 4 
elevation. Iodine levels will 
return to normal after cessation 
of therapy. 


Application 
. apply ointment with sterile 
gloved hand or sterile tongue 
blade so that burn wound is 
completely covered. 
. ointment is applied twice dady 
at dressing changes. At 6-hour 
intervals between dressing 
changes. wet the dressing with 
betadine solutton. 
. can also be used over fresh 
skin grafts or on areas that are 
clean and healmg. 
. useful for the treatment of 
burned ears. Apply q8h. 


Nursing Considerations 
. give pain medication 20 
minutes before dressing 
change. 
. stinging or burning aSSOCIated 
with application is of relatively 
short duration. 
. betadine has a tendency to 
bUIld up a crust, therefore. 
cleanse areas well e.g. 
tubbing, shower Or bedbath. 
. debride loose tissue, then 
apply ointment. 
. check for side effects. 
. tendency to stain material. 


..J SILVER NITRATE 0.5% 

 SOLUTION 
C3 Generic Name 

 Silver Nitrate 

 Indications 
O. a bacteriOCIdal agent used for 

 continuous wet dressings on 
burn wounds and over skin 
grafts. 


Effectiveness 
. penetrates only 1 to 2 mm of 
burn eschar, therefore, 
controls only surface bacteria 
on the wound. 
. treatment must be initiated 
early before deep colonization 
of the wound develops. 


Interaction 
. if used in conjunction with a 
topical enzyme, the silver may 
inactivate such enzymes, e.g. 
travase. 


Side Effects 
. depletion of serum potassium 
and sodium levels. 


Application 
. use 6-8 layers of 4-ply gauze 
dressings. all thoroughly wet 
with sliver nitrate solution. 
. debridement done at time of 
dressing change. 
. dressings must be kept wet 
with silver nitrate solution at all 
times between dressing 
changes. If dressing becomes 
dry, concentrated solution can 
cause damage to underlying 
tissue. - 


Nursing ConsIderations 
. amount of time spent on 
dressing changes and staining 
are problems. 
. ....arm. soapy water helps 
remove some stains from skin. 
Tubbing helps. 
. keep patient warm. Body heat 
is lost through evaporation. 
. once eschar is removed, 
exposed areas of deep, 
partial-thickness burns wrll be 
painful during dressing 
changes. Give sedation. 
. essential that patient receIVes 
supplemental calcium, 
potassium and sodium. 


t- TRAVASE 
Z 
W 
" GenerIc Name 
<[ Sutllains Ointment N.F. 

 Indications 
is. a topical enzymatic agent used 
ä: to dissolve and remove 
m necrotic tissue in 2' and 3 0 
W burns. 
C 
o EffectIveness 
t=. selectively digests necrotic soft 
<[ tiSSue by proteolytic action and 

 facilitates removal of burn 
N eschar and purulent exudate to 
Z hasten formation of granulation 
W tissue and hasten wound 
healing. 
. appears to have no effect on 
normal tissue. 
. treatment starts either 
immediately or 3 days 
post-burn and continues for 5-7 
days. 
. optimal activity level at body 
temperature with a pH 01 6.0 - 
6.8. 


. effectiveness seen within 
24-48 hours. 


Precautions 
. do not allow enzyme to come in 
contact with eyes. Flush eyes 
with copious amounts 01 water 
if this occurs. 
. do not use on more than 15% of 
body surface at a time 


Interaction 
. enzyme may be rendered 
inactive if applied in 
conjunction with certain 
detergents and antiseptics e.g. 
silver nitrate, flamazine. 
However, sulfamylon and 
flamazine are often used 
concurrently with travase with 
apparent success. 


Contralndications 
. not to be applied if wounds 
communicate with major body 
calli ties or near exposed major 
nerves or nerve tissue. 
. pregnancy. 


Side Effects 
. mild, transient pain probably 
due to friction on nerve 
endings. 
. paresthesia 
. bleeding. 
. transient dermatitis. 


Application 
. apply agent with a sterile 
gloved hand as a thin layer 
making sure to go into the 
crellices of the wound and to 
overlap 1/4 inch of skin all 
around the wound. 


. apply wet dressing of stenle 
water or normal saline o\lerthe 
ointment. THE DRESSING 
MUST BE KEPT MOIST AT 
ALL TIMES FOR THE 
ENZYMATIC ACTION TO 
OCCUR 
. apply travase 1-4 times daily as 
ordered. 
. if wounds are infected, a layer 
of topical anti-microbial can be 
used over the travase. Wet 
dressings are applied as usual. 
Nursing considerations 
. refrigerate travase to maintain 
potency. 
. clean wound area welf and 
keep area moist e.g. tubbmg, 
shower or wet soaks before 
applicatIOn. 
. give medication at least 20 
minutes before procedure. 
. wet the dressings prn to keep 
moist. 
. observe patient for cOnical 
srgns of sepsis. 
. observe patient for dermatitis 
or unusual bleeding. 
Discontinue drug. 
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Clinical Wordsearch no. 8 


This is another in a continuing series of clinical 
wordsearch puzzles relaüng to different areas of 
nursing, by Mary Elizabeth Bawden (R.N., 
B.Sc.N.) who presently works as Team Leader 
in the Rheumaüc Diseases Unit, University 
Hospital, London, Ontario. 


Solve the clues. The bracketed number 
mdlcates the number of letters In the word or 
words in the answer. Then find the words in the 
accompanying puzzle. The words are in aI/ 
direcüons - vertically, horizontal/y. diagonally, 
and backwards. Circle the letters of each word 


found. The letters are often used more than once 
so do not oblfterate them. Look for the longest 
words first. When you fmd aI/ the words, the 
letters remaining unscramble to form a hidden 
answer. This month's hidden answer has five 
words. (Answers page 31). 


SEPRNKSERUTCARTNOC 
T I LWTNFFSSHSSHHHSB 
FSLCTAR I H I I HSOETLU 
AODVITERYSMOOTFIAR 
RLECEDEEPOUCLASNLN 
GABHSREEORIKRTOPLS 
OTREGASPVCDGEI LNOI 
TIIMNBCUOEORTAIMGL 
UODIIBIELNSISASRRV 
ANECSUTEEFNMPFHCAE 
PSMASHPXMGAMEDEOFR 
RCELESES I RRDEEARTN 
OANSRKSUAEROIERREI 
TLTKDIANEDINEATOKT 
EDGRANULATIONOZSAR 
INOITCEFNIRRACSITA 
NSSENKC I HTT I LPSVNT 
HYPONATREM I AR I AE I E 


1 Robert or George (5) 
2 Type of tissue formed when soft tissue 
wounds heal. (11) 
3 Decreased amount of circulating fluid in the 
body. (11) 
4 May result from being too close to the flame, 
or new shoes. (8) 
5 Excess of fluid in intercellular spaces. (5) 
6 The temperature that must be reached in 
order for a substance to burst into flame (8) 
7 What's burning in a Class "S" fire. (8) 
8 The effect of a strong alkali. (9) 
9 Too little blood or too much electricity causes 
this state. (5) 
10 Necessary to make cauldrons bubble. (4) 
11 Includes both oral and parenteral fluids. (6) 
12 Removal of foreign material and devitalized 
tissues. (11) 
13 Pertaining to the absence of disease-causing 
microorganisms. (7) 
14 AgNO" (6, 7) 


15 A graft of skin in which three sides are freed 
from donor site and fourth remains attached 
to maintain blood supply. (7) 
16 Deficiency of sodtum in the blood. (12) 
17 An odorless cream applied to burns which 
does not precipitate CI as readily as AgNO" 
and has the antibacterial action of 
sulfonamides. (6, 12) 
18 Caused by the invasion of pathogenic 
organisms. (9) 
19 Special tub for bathing burn patients. (7,4) 
20 Death of a cell or group of cells. (8) 
21 Deformities which may result from healing of 
third deQree burns. (12) 
22 A graft taken from the patient's own skin. (10) 
23 Graft not attached to donor site. (4) 
24 A morbid condttion resulting from the 
presence of pathogenic bacteria and their 
products. (6) 
25 Skin transplant from a person other than burn 
victim. (9) 
26 Segment of skin taken from an animal such 
as a pig or a dog. (10) 
27 Render burns occlusive. (9) 
28 Food substance necessary for building new 
cells and tissue. (7) 
29 Source of blood or transplants. (5) 
30 The chief cation of extracellular body flUids. (6) 


31 What is decreased in #3. (6) 
32 There's none off my back. (4) 
33 This burn is relieved by antaCIds. (5) 
34 Often necessary as a protective measure for 
badly burned patients. (9) 
35 There is usually a - of body fluids in burn 
victims. (4) 
36 Often results from upset saucepans. (5) 
37 Cause of ultra-violet burns. (3) 
38 What's left of last year's burn. (4) 
39 Sometimes felt more with 1 st degree than 3rd 
degree burns. (4) 
40 "Warm to touch" - as we say in the 
profession. (3) 
41 Appearance of burn of #37. (3) 
42 One factor used in assessing the severity of a 
burn (3) 
43 As necessary. (3) 
44 A graft of skin between 0.010 - 0.035 
inches. (5, 9) 
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Coping with pain: 
Strategies of severely burned children 


Marilyn Savedra 


l 
I 


For the severely burned child awareness of 
pain soon becomes all encompassing. 
Because no previous experience he has had 
could in any way prepare him to understand 
what is happening, he "exists in a state of 
confusion, fear, panic and hurt. "\ Pain may not 
only be present as the child lies quietly in bed, 
but accompanies almost every move he 
makes, every nursing measure utilized in his 
care, and every therapy ordered by the 
physician. It is weeks and months before 
helping no longer involves hurting. Anxiety 
resulting from the traumatic situation and 
communicated by concerned parents may 
enormously increase the pain. Pain relieving 
medication is limited forthe child must be alert 
enough to cooperate with treatments and to 
maintain adequate food and fluid intake. 2 
Nurses and others responsible for the 
care of the burned child are constantly 
involved in procedures which inflict pain, 
attempting to get the child to cooperate in pain 
producing experiences, and coping with the 
child's response to pain. While nurses who 
work with such children expect to cause pain 
and to experience outbursts from the child they 
are often unprepared for the intensity and 
duration of the child's response. 3 
The question was asked, how does a child 
cope with the intense, seemingly never ending 
pain of an extensive burn? The answer came 
from observation of five children hospitalized 
with severe burns. Observations were made 
several times a week at varying times of the 
day and evening during the major portion of 
the hospitalization. 


Coping 
As defined by Lazarus 4 coping refers to 
strategies for dealing with threat. When threat 
is perceived the child's actions are directed 
toward reducing the anticipated harm the 
threat engenders. MurphyS suggests: 
"When a situation involves some threat, the 
child's action in relation to the threat may move 
in anyone of several different directions; he 
may attempt to reduce the threat, postpone, 
bypass it, create distance between himself 
and the threat, divide his attention, and the 
like. He may attempt to control it by setting 
limits, or by changing or transforming the 
situation. He might even try to eliminate or 
destroy the threat. Or he may balance the 
threat with the security measures, changing 
the relation of himself to the threat or to the 
environment which contains it, but which also 
includes sources or reassurance." 


The Children 
The children studied ranged in age from 
6.0 years to 9.5 years. All burns were primarily 
second and/or third degree and covered 
30 percent to 65 percent of body surface area. 
In all cases the child's clothing had caught fire. 
(See Table 1). Ofthe five, Sherri alone did not 
survive, dying nine and one half weeks 
postburn as the result of infection. One of the 
children (Jane) was hospitalized in a private 
room of a children's hospital. The other four 
received care on a burn unit and for the major 
portion of their stay were together in a six-bed 
ward. 


The Pain 
The most intense pain occurred with the 
direct care of the burn wound. 6 . 7 Regardless of 
the therapy, all of the children responded, 
particularly during the first weeks, with 
hysterical screaming while their burns were 
being dressed. As grafting proceeded the pain 
from the burn wound decreased but the donor 
site became an additional source of pain. 
As time progressed, some children 
became less tolerant of the pain. Fifty-two 
days postburn Jane screamed with greater 
forcefulness than had been previously 
observed. She said it hurt more. It was 85 days 
postburn that Larry screamed during his 
dressing change that he wanted to die. He kept 
repeating "Oh God, I love you," and cried for 
God to heal his skin. 
Sherri associated screaming with pain 
and burns. Once when she heard someone 
scream on a television show in another part of 
the ward, she asked if I thought someone was 
being burned and if the house was on fire. I 
asked if she had screamed when she had 
been burned. She replied that she had. a little, 
because it hurt. 


Strategies for Coping 
Several strategies for coping with pain 
emerged from the data. Categorization in part 
was based on the work of Murphys. 


Reduction of Threat 
Reduction of threat was a strategy used 
consistently by two of the children. Pain was 
anticipated and efforts were made to lessen 
the expected pain. 
My introduction to Jane came at the time 
of a dressing change. Her nurse was removing 
dried Sulfamylon with saline soaked gauze. 


Jane was lying In bed naked, trembling, with 
face drawn, hitting the bed with her foot. 
Between her piercing screams, she pleaded, 
"Don't hurt me Connie, I don't want you to hurt 
me. Do it lightly." During painful procedures 
she would repeat over and over, "Don't hurt 
me." 
Shern, too, used reduction of threat as a 
strategy. At the time of tubbing and dressing 
change she pleaded with nurses, "Go easy. 
Go very, very easy." 


Postponement 
Postponement was a frequently used strategy. 
Jane regularly stated a need to sleep or rest 
when tubbing and/or dressing changes were 
announced. When Sulfamylon was removed 
by hand she pleaded to be allowed "to dry" 
before more was applied. She also insisted at 
times that she had to go to the bathroom just as I 
she was to go into the tub. On one occasion 
her mother participated in Jane's postponing I 
strategy by counting to 25 before the treatment t 
was allowed to begin. 
Jennifer was heard pleading with her 
nurse not to be the first person to be put into 
the tub. Sherri once wanted to wait six weeks 
before having her dressing changed. Larry 
tried to postpone pain producing situations by 
asking if nurses were acting on doctor's 
orders. 


Bypass 
An attempt to bypass a procedure was a 
strategy used less frequently than 
postponement. Jane once asked her nurse to 
"just pretend" to do the dressing change 
When told this was not possible she said she 
wished to die. Asked why, she replied that she 
did not want to be hurt. Once Jane asked if I 
thought she would have to have a bath if she 
prayed to God When asked what she thought 
she replied that she would have the bath 
because people were praying that she would 
get well. 
Jane, Sherri, and Larry most often used 
the bypass strategy when routine care, 
including position change, was to be carried 
out. Sherri once said she did not need to go I 
into the tub. She reasoned that she did not II 
have a bath every day at home. 


Creating Distance Between Self and Threat 
Immobility of all of the children during a major 
portion of their hospitalization made creating 
distance between self and threat an 
impossible strategy to be used. 
Larry, toward the end of his 
hospitalization, made an attempt to utilize it. 
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Table 1 


Names 


Data on Children 


Severity 


Length of 
hospitalization 


Age (years) 
at time of 
accident 


Body surface 
area burned 


710 


45% 


Pnmarily 
3rd degree 


114 days 


When told that his dressing needed to be Jane 
changed, he screamed that he did not want it 
done because it hurt. He asked me to remove 
his covers and pillows so he could get out of 
bed. Jane on two occasions, involving a Larry 
dressing change attempted to keep her nurse 
at a distance by kicking her legs. 


Dividing Attention 
Kenny most effectively used the strategy of 
dividing his attention when experiencing pain 
from needles. He wanted me to hold his hand 
and tell him what to talk about during the 
procedure. My suggested topic was readily 
accepted. Once he started talking and then 
stopped to check with the nurse giving the 
injection to see if it was the right time for him to 
talk. 
Jennifer also asked me to hold her hand 
during a dressing change. She still screamed 
throughout the procedure but became smiling 
and cheerful when it was completed. She 
thanked me for holding her hand stating her 
mother usually did so at such times. 
Nurses attempted to get children to use 
this strategy. Larry was urged to talk to me 
while in the tub. He ignored the suggestion. 
Jane screamed only intermittently during a 
tubbing when a nurse read a story to her. She 
appeared to listen. However, when I asked her 
if she had listened to a story when she was in 
the tub she said she hadn't because she was 
too busy screaming. 


Sleep 
Withdrawal into sleep was a behavior 
frequently used by Jane but used less 
frequently by the children on the burn unit. It 
was not always possible to determine when 
sleep was a result of physical need or was 
used to avoid a painful situation. Jane did use 
sleep as a coping strategy. Once she told me 
that if she was asleep she would not have to 
have a shot. A nurse commented that when 
Jane thought something would hurt she would 
say she needed sleep. After surgery Jane 
used sleep at least partially as a retreat. 
Jennifer, when first admitted to the burn 
I unit, spent much time sleeping. Kenny, 
throughout his hospitalization, spent 
I considerably more time dUring the day 
I sleeping than did Sherri or Larry. 
Sherri did associate sleep with absence of 
I pain. Anesthesia was given at times prior to 
the tubbing which preceded surgery. She, and 
other children on the unit, would beg to be 
asleep when they went into the tub so it would 
not hurt. 


9.5 


62% 


Primarily 
3rd degree 


118 days 


Sherri 


6.0 


65%- 75% 


Primarily 
3rd degree 


73 days 
deceased 


Kenny 


7.9 


30% 


Primarily 
3rd degree 


47 days 


Jennifer 


8.9 


32% 


2nd and 3rd 
degree 


44 days 


Responses to Crying of Others 
For the severely burned child crying and/or 
crying out appears to be associated with pain 
and discomfort. It is distressing to the child and 
he therefore attempts to control this behavior 
in others as a mechanism for coping with his 
own situatlon. 8 
Jane and Larry were both intolerant of 
other children crying. Jane while listening to a 
child across the hall stated there was no 
reason for him to cry like that. She had not 
cried that hard, she said, when she was 
burned. When Jennifer moaned and groaned, 
Larry suggested she be put in the tub room. 
When Sherri was moved from the ward to a 
semi-private room shortly before her death, 
Larry told me the move had been made 
because Sherri cried and disturbed people. 


Discussion 
All five of the children studied could be 
classified as active copers. 9 Patterns of coping 
could be identified for individual children. 
While each was severely restricted in many 
ways each made definite efforts to control the 
environment. Because of the immobility 
imposed for much of the hospitalization the 
coping style of each was essentially verbal in 
nature. The age of the children made this 
possible. 
It would appear from this limited sample 
that postponement was frequently attempted 
and was more common than attempting to 
bypass the pain producing situation. 
Strategies to reduce th reat were also common 
while devices to divert attention were 
infrequently used. Creating distance between 
self and the threat was not physically possible 
for the severely burned child. '" 
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Nutrition and the burn patient 


Providing adequate fluids and a nutritious diet high in calories 
and protein is one of the most important aspects in the 
treatment of the burn patient. Satisfactory wound healing and 
successful skin grafting are dependent on the patient's 
optimal nutritional state. Here, a dietician discusses the 
nutritional management ofthe burn patient and some aspects 
of diet planning. 


Rosemarie Repa Fortier 


Nutritional needs of the burn patient 
Hypermetabolism and hypercatabolism, 
two states which characterize the body's 
response to a burn injury, result in an increase 
in energy and protein requirements.' One 
source states that the basal metabolic rate of a 
burn patient may be increased as much as 
40-50% greater than normal. 2 To meet these 
increased energy requirements, the burn 
patient needs a diet high in calories. 
High caloric intake is also necessary to 
minimize Or prevent weight loss during the 
post-burn period. The weight loss of a severely 
burned patient during hospitalization may be 
from 25% to 33% of his pre-burn weight, 
depending on the percentage of body burn. 3 
The greater the burn, the greater the weight 
loss. 
The ideal caloric intake is determined by 
the following equations proposed by 
Pennisi: 
Adult (20 kcals x kg body weight) + (70 kcals x 
%burn). 
Child (60 kcals x kg body weight) + (35 kcals x 
%burn). 
Once the calorie requirement has been 
calculated, the protein requirement is 
calculated as follows: 
Adult (1 gm x kg body weight) + (3 gm x % burn). 
Child (3 gm x kg body weight) + (1 gm x % burn)." 
Initially, the protein requirements of the 
burn patient are increased due to the loss of 
body weight and to the great amount of 
nitrogen lost during catabolism (the 
breakdown of tissue). High protein intake is 
necessary throughout the convalescent period 
due to the continued loss of nitrogen from the 
burn wounds. s A low serum protein resulting 
either from secondary infection to the burn site 
or low dìetary intake of protein rich foods may 
decrease the rate of wound healing. 6 


Polyu nsaturated fat is necessary in the 
diet to prevent essential fatty acid deficiency, 
which may occur during the catabolic phase. 7 
Fats supply a concentrated SOurce of energy 
and are important sources of fat-soluble 
vitamins. Carbohydrates supplying energy, 
provide the remaining necessary calories in 
the diet. Fat and carbohydrate must be present 
in adequate amounts to be used as energy in 
order to prevent the channeling of too much 
protein for this purpose. This "protein-sparing 
action" of carbohydrate allows a major portion 
of protein to be used for its basic structural 
purpose of tissue building. 
Other nutrient requirements must also be 
considered in the nutrition of a thermally 
injured patient. Multivitamins should be 
administered daily. An increased ascorbic acid 
level is necessary to provide collagen 
synthesis and promote capillary strength. 
Vitamin A requirements are increased to 
maintain healthy epithelial cells, which form 
the body's primary barrier to infections. A 
suggested dosage is 500 mg of ascorbic acid 
q.i.d. and 50,000 units of vitamin A b.i.d. 8 In 
addition, others suggest 50 mg of thiamin, 50 
mg of riboflavin, 500 mg of niacin imide and 
600 mg of zinc sulphate. Y Iron rich foods 
should also be stressed, as hemoglobin levels 
often decrease following burn injury. An iron 
supplement is often necessary. 
Serum potassium is excreted in large 
quantities during the early stages of thermal 
injury. A 400 mEq supplement of potassium is 
recommended per day, to maintain normal 
serum concentrations. to Potassium depletion 
should be closely watched in cardiac patients 
and in the elderly. 


A high fluid intake is necessary to 
compensate for fluid losses through 
evaporation. A severely burned patient may 
lose between 2.5 and 4.0 litres of fluid in 
evaporation daily." High protein, high calorie 
drinks can also be given. 


Considerations in meal planning 
Until resolution of post-traumatic or 
paralytic ileus, the severely burned patient will 
remain on I.V. fluids. Clear fluids are usually 
admin istered th ree to four days post -burn. The 
progression from full fluids to a full, 
high-protein, high-calorie, high-fluid diet 
follows as soon as the patient is able to tolerate 
solid foods. 
A nutritional history, illustrating food 
preferences, should be completed with each 
patient. Diabetes, cardiac, renal or liver 
illnesses must be considered when the 
patient's menu is prepared. Meals should be 
presented attractively, considering contrast in 
color and texture, as well as providing a good 
variety in foods. A pattern of three meals \ 
supplemented by high-protein, high-calorie 
nourishments between meals is established. 
Milk or milk nourishments, such as 
milkshakes, eggnogs, vitaminized juices or 
commercial high-protein liquid supplements 
can be offered. Nourishments require regular 
variation due to the long-term hospitalization 
of these patients. They are essential in the 
early post-burn stages when the patient's 
appetite is poor. 
Soft foods are advantageous during the 
initial periods of hospitalization as they are 
more easily digested. For patients with face 
and neck burns, or burns around the mouth, it 
may be necessary to offer pureed or minced 
foods. A patient who has sustained severe 
burns to arms, hands or fingers should be 
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given foods in a form that can be easily eaten. 
Foods which are cut up or soft will eliminate 
unnecessary effort. All patients should be 
encouraged to feed themselves to help 
overcome their feelings of helplessness. A 
great deal of support is needed to overcome 
the frustration or discouragement which a 
patient may have in trying to eat his meals. 
Good nutrition must be emphasized by 
the health team throughout the convalescent 
stages. Despite the patient's depression and 
anorexia, his life may depend upon rigorous 
nutritional therapy. The high-protein, 
high-calorie, high-fluid diet continues until 
separation of the eschar and the grafting of the 
burn wounds is complete. 


Evaluation of nutritional management 
Daily caloric intakes, showing the protein, 
fat and carbohydrate intake, are required to 
evaluate the success of the diet therapy. The 
patient's weight should be recorded routinely, 
at least twice a week. For greater accuracy, 
the patient should be weighed at the same 
time each day (preferably before breakfast) 
and after the removal of wound dressings. 
Establishing a weight loss of 10% body 
weight as a limit is an important guideline for 
the nutritional care of individuals with thermal 
Injury.'2 However, this limit may not be 
possible in patients with greaterthan 40% total 
body burns. If the patient reaches a 10 0 0 
weight loss and his food intake is insufficient to 
meet his caloric needs, an alternate feeding 


method will have to be prescribed. A tube 
feeding or hyperalimentation may be used as a 
supplement or alternate feeding method. Tube 
feedings should be discontinued as soon as 
possible due to the danger of respiratory 
infection, aspiration and gastric dilation. '3 
Central venous hyperalimentation may also 
cause complications such as sepsis and 
metabolic complications and therefore should 
be used only with extreme care.'. 
In summary, optimal nutrition is extremely 
important for a patient who is burned, to 
prevent negative nitrogen balance, to 
minimize weight loss, to provide for adequate 
wound healing and skin grafting and in the 
case of children, to continue normal growth 
and development. The nutritional 
management of burn patients requires the 
involvement of the health team - physicians, 
nurses, psychologist, occupational therapist, 
social worker and dietician - to achieve good 
res ults.... 
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1 Burns 
2 Granulation 
3 Hypovolemia 
4 Bllstérs 
5 Edema 
6 Ignition . 
7 Chemical 
8 Corrosive 
9 Shock 
10 Fire 
11 Intake 
12 Debridement 
13 Aseptic 
14 Silver Nitrate 
15 Pedicle 


Clinical Word search 


Answers 


Puzzle no. 8 (appears on page 27) 


16 Hyponatremia 
17 Silver Sulfadiazine 
18 Infection 
19 Hubbard Tank 
20 Necrosis 
21 Contractures 
22 Autografts 
23 Free 
24 Sepsis 
25 Allograft 
26 Xenografts 
27 Dressings 
28 Protein 
29 Donor 
30 Sodium 


31 Plasma 
32 Skin 
33 Heart 
34 Isolation 
35 Loss 
36 Scald 
37 Sun 
38 Scar 
39 P{!in 
40 Hot 
41 Red 
42 Age 
43 P.R.N. 
44 Split thickness 
Hidden Answer: Where there s smoke there's fire 
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The International Grenfell Association 


In 1891 a young English doctor, Wilfred T. Grenfell, travelled to Labrador and was 
appalled at the living conditions he saw there. The people of Labrador. isolated by 
geography and climate, suffered malnutrition, tuberculosIs, a general lack of any 
medical care and a serious lack of schooling for their children. 
This visit prompted Grenfell's return to Newfoundland the next year. This time he 
came with staff and supplies. prepared to stay and give medical care to the Eskimo and 
white families living in the isolated communities along the coast. 
Remarkably the Grenfell International Association has had only three chiefs in its 
eighty-five year history: the founder. Sir Wilfred Grenfell from England; his successor, 
Dr Charles Curtis from the United States; and the Association's current leader, Dr. 
Gordon Thomas who is Canadian. 
Gordon Thomas first went to northern Newfoundland in 1946. At that time there 
were only four full-time doctors on the coast and only twenty-five nurses for four 
hospitals and five nursing stations. Communication was still carried out through Gerald 
S. Doyle radio news bulletins. Travel was still by foot during the spring break-up 
season, by schooner in the summer and by dog-team in the winter. 
Today. the International Grenfell Association operates on a budget of over 
$13,000,000 with a staff of more than 800 employees including some 150 nurses. 
Through its fifteen nursinp stations, four hospitals and a community health center the 
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The medical care of the people in northern Newfoundland and Labrador is 
administered by the International Grenfell Association. Primary health care is 
provided by nurses located at Grenfell Association nursing stations. One such 
station is located in Cartwright, Labrador, a town of 600, and it was here that 
co-authors Jane Graydon and Judith Hendry carried out their investigation into 
the special skills and knowledge demanded of nurse practitioners practicing in 
remote areas of this country. 


Jane Graydon 
Judith Hendry 


There are usually two nurses atthe Cartwright 
nursing station. For one month each last 
summer both Jane and I acted as the second 
nurse in this setting. We went to Cartwright to 
become more familiar with the knowledge and 
skills required of the nurse practitioner and to 
gain some experience in this expanded role 
ourselves. 
Cartwright's population falls to about 
three hundred in the summer because most of 
the townspeople leave to spend this time 
fishing in smaller communities along the coast. 
Although we were there during the summer we 


believe the situation descri bed here does 
illustrate that which exists at other times in the 
year. 
The Nursing Station at Cartwright 
Cartwright's nursing station is made up of 
a clinic, a treatment room, in-patient facilities 
for seven adults and three children, a delivery 
room and living accommodations for the 
nurses. There is a telephone and a radio 
transmitter for communication with the 
'outside' world. 
Each morning a physician in North West 
River, Labrador attempts to contact the station 
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Association serves approximately 50,000 people. The Association has moved into the 
jet age using Air Ambulances to transport patients to hospitals rather than bringing 
hospital ships to them. 
The hospitals and medical work of the Association are now financed almost 
entirely by government sources. The government of Newfoundland also provides the 
aircraft vital to the modern health care program. 
Health care work is centered at S1. Anthony, Labrador. The hospital here maintains 
a Grade A accreditation with an organized medical and nursing staff. It is affiliated with 
Memorial University Medical School and the Dalhousie University School of Outpost 
Nursing. This summer the Grenfell Association has employed students from the 
Memorial University School of Nursing as summer vacation relief. 
The Grenfell International Association provides a complex system of health care in 
a frontier area. Their system is based on the principle of multiple nursing stations that 
refer to regional hospitals. The Grenfell system has been recognized as a model for the 
delivery of health care throughout Canada's North. 
The emphasis of the program is gradually shifting from the acute care of disease, 
often in an emergency situation, to public health and preventive med!cine. The results 
of this trend towards preventive health care are just teginning to be seen. 


by radio transmitter. His job is to determine if 
there are any medical problems or concerns 
and to inform the nurse of the progress of any 
patients from Cartwright wllo have been 
hospitalized. 
A physician from North West River 
Hospital visits Cartwright approximately once 
a month. A clinic is held at this time and all 
patients who need to see him have 
appointments booked. At least once a year a 
dentist also visits the community. 
Patients who need hospitalization are 
usually sent to North West River by float or ski 
plane. The weather often poses a threat to the 
health care of the villagers because storms 
and heavy fog are common along the coast. 
Sometimes patients must wait in the nursing 
station for several days before they can be 
transferred to the hospital. 
The Role of the Nurse Practitioner 
In an isolated setting the nurse is 
responsible for providing pnmary health care 
totheentire community. In ordertodothis, the 
nurse in Cartwright sees people both in the 
nursing station and in their own homes. 
Patients are seen in the clinic on an 
ambulatory, walk-in basis at designated clinic 
times. A general clinic is held every day, 
Monday through Saturday. 
Each week the nurse holds a well-baby 
clinic and a pre- and post-natal clinic. Specific 
times are kept free of responsibilities at the 
nursing station to allow for home visits. 
In addition to these regular commitments, 
the nurse must be available at all times. 
twenty-four hours a day, seven days a week, to 
see people on an emergency basis. She can 
never be far from a telephone because she 
might be needed at any time. 
Occasionally patients have to be admitted 
to the nursing station. Theircare adds another 
dimension to the nurse.s role. Here the nurse 
has the help of local girls who work as nurses 
aides and perform some routine nursing tasks 
for these in-patients. The aides attend to the 
patient's hygenic needs, take temperatures. 
serve meal trays and are available to answer 
the patienfs bell. But the nurse has the full 
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responsibility for supervising the care and 
giving some nursing care herself. She 
monitors changes in the patient's 
condition and, as often as is necessary; she 
alters the treatment plan in consultation, by 
telephone, with the doctor in North West River. 
Depending upon the patient's condition she 
assesses him/her more or less frequently, not 
only during the day but also at night. 


Our Contacts with Patients 
In order to assess the responsibilities of 
the nurse practitioner in an isolated setting 
Jane and I recorded each meeting we had with 
patients. 
During the two months we were in 
Cartwright we saw 356 patients. All of these 
patients were seen by one of us individually or 
in the company of Jean, the regular nurse. A 
few patients were attended to only by Jean and 
they were not included in our study. Nor did we 
include patients examined by physicians 
visiting Cartwright for clinics. 
We saw some patients more than once 
and recorded each encounter as a separate 
visit even when there were several in one day. 
During the months we were there five patients 
were admitted to the nursing station; our 
numerous contacts with these in-patients were 
not recorded. 
We saw 50 of the 356 patients during 
home visits. Most of these visits were 
similar to those made by a public health nurse 
in any other part of Canada: 32 of the 50 visits 
were made to the elderly or to those 
with chronic illnesses. Here we checked the 
patient's health status and did any nursing 
interventions that were indicated. 
Another 13 visits were made to 


people with acute health problems. Some 
were for the initial assessment of a complaint 
and others were to check on patients who had 
recently been seen in the nursing station and 
were now at home. 
Several visits were made because the 
patient concerned had no way of getting to the 
nursing station whereas we had access to a 
car and could get to them. The smallest 
number of home visits, five, were made just for 
the exchange of information. We made these 
visits because some of the citizens of 
Cartwright didn't have a telephone. 


Analysis of Clinic Visits 
. Assessment and Treatment 
We saw the greatest majonty of patients, 
306, (01 87%) in the clinic. People came to the 
clinic for a wide variety of reasons. (See Table 
1) The most common reason was for 
assessment and treatment of a specific 
complaint; 134 patients were seen for this 
reason. 
We categorized specific complaints 
according to the part of the body involved (See 
Table 2) and in this way we were able to 
determine which body systems were most 
frequently assessed and treated. It was 
interesting to find that virtually all of the body 
systems were included, although the 
frequency with which they were the sites of 
complaints varied. 
The two most commonly observed 
problems were those involving the ear, nose Or 
throat (20%) and the respiratory system 
(18%). Problems in these areas were usually 
the result of infection. 
. Prescriptions 
The second most frequent reason for 
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people coming to the clinic was to get 
prescriptions refilled. This accounted for 96 
visits, (31.5%). There is no pharmacy in 
Cartwright, therefore everyone who takes 
medication has to go to the nursing station for 
it. 
People were usually given enough 
medication to last one month. This meant they 
were always seen at least once a month by the 
nurse. At this visit Jean usually did 
more than just refill the prescriptions; she 
took time to ask about the patient's general 
well-being and assessed his/her health 
status. This meant patients with a history of 
hypertension had their blood pressure 
checked, weight taken and ankles assessed 
for edema each time they came for their 
antihypertensive medications. All patients with 
a chronic illness were monitored in this way 
and therefore any problems associated with 
their condition could be discovered early and 
an appointment could be made for the 
individual to see the physician. 


. First Aid 
We saw twenty patients (6.5%) in the 
clinic for first aid including suturing of wounds. 
Most of these patients had abrasions or 
lacerations that just required cleansing and 
possibly the application of an antibiotic 
ointment. In another setting some of this might 
have been done by a family member but since 
the nurse was available she was used for th is 
service. Five of the twenty patients had 
lacerations serious enough to require sutures. 
Twenty-six patients (8.5%) were seen for 
dressing changes or the removal of sutures. 
These treatments are usual nursing activities. 
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Implications for the Nurse Practitioner 
Many of the patients we saw had chronic 
illnesses. As nurses we had to know what to 
look for when assessing a patient and the 
usual response to treatment. Occasionally a 
slight modification of the patient's treatment 
regimen was necessary and we had to be 
prepared to initiate this. But more often than 
not the role of the station nurse was to monitor 
the patient's condition, reinforce the need for 
therapy and encourage compliance with the 
treatment program. 
Not all patients had chronic illnesses. We 
also had to be prepared to give emergency 
care. As the only health professionals in the 
town nurses must be ready to treat any 
emergency, whether cardiac arrest or 
laceration requiring suturing. 
Midwifery experience would be a definite 
asset for the nurse practitioner in 
an isolated setting. Although no deliveries 
occurred while we were in Cartwnght, Jean 
had to be competent in assessing the 
antenatal patient and monitoring the progress 
of a pregnancy. She had to recognize patients 
at risk so she could make the appropriate 
referrals. 
Occasionally the equipment needed for 
laboratory tests which would confirm a 
suspected diagnosis was not available in the 
nursing station and the patient had to be flown 
to North West River for examination. Most 
laboratory specimens had to be sent away for 
analysis. It sometimes took several weeks 
before the results were returned, therefore, it 
was often necessary to commence treatment 
prior to receiving complete laboratory results. 
In these cases it was very important that we 
gather data about the patient through his 
history and physical assessment and make 
appropriate decisions about management 
based on an interpretation of this data. 
The assessment of patients required the 
utilization of the skills of inspection, palpation, 
percussion and auscultation. Because there is 
no doctor present to validate her findings. a 
n,-,rse in an isolated setting must be confident 
in her ability to use these skills and recognize 
abnormal findings. A physician can be 
consulted by telephone but his assistance can 
only be helpful if the information he receives 
from the nurse is accurate and 
knowledgeable. 
Assessment of the eye, ear and 
neurological system necessitated skill in the 
use of the ophthalmoscope, otoscope and 
reflex hammer. 
Medication was administered to, or 
prescribed for, 109 (or 81%) of the 134 
patients seen for specific complaints. We 
found that a good knowledge of pharmacology 
was essential for the nurse to function 
adequately in this setting. For example, it was 
necessary to know what bacteria caused a 
particular type of infection, the best antibiotic 
to combat this bacteria, the usual dosage and 
the preferred length of treatment. 
We found that as well as being concerned 
with the care of individuals it was essential for 


Table 1 


Care Required by Patients Seen in Clinic 


Assessment and treatment of specific complaints 
Refill of medications 
Dressing change or suture removal 
First aid including suturing 
Antenatal or postnatal check 
Advice 
Cast application or removal 
Well baby immunization 
Total 


Number 
134 
97 
26 
20 
17 
6 
3 
3 
306 


Percentage 
44.0 0 0 
31.5% 
8.5% 
6.5% 
5.5% 
2.0% 
1.0% 
1.0 0 0 
100.0"0 


Table 2 


Patients Seen for Assessment and 
Treatment of a Specific Complaint 
Chief Complaint 
Ear, Nose and Throat 
Respiratory 
Gastro-intestinal 
Integumentary 
Dental 
Genito-urinary 
Musculoskeletal 
Cardiovascular 
Eye 
Neuropsychiatric 
Total 


Number 
27 
25 
21 
16 
11 
9 
9 
6 
6 
4 
134 


Percentage 
20.0% 
18.7 0 0 
15.7 0 0 
12.0% 
8.2% 
6.7"0 
6.7% 
4.5% 
4.5 0 0 
3.0% 
100.0% 


the nurse to be concerned with the health of 
the community. She had to be cognizant of the 
health and learning needs of the community 
and prepared to take a leadership role in 
relation to these needs. 
It has long been recognized that nurses in 
outpost nursing stations require certain skills 
and knowledge beyond those usually acq uired 
in Canadian basic nursing education 
programs. 1 In Cartwright the nurse was 
responsible for diagnosing and managing 
patients' problems, performing some minor 
laboratory procedures and delivering most 
multiparous women with uneventful 
pregnancies. In order to meet these 
responsibilities she had to be skdled in 
history-taking. physical assessment and 
decision-making. She also had to be 
knowledgeable in pharmacology, community 
nursing and the management of acute and 
chronic illnesses. 
Our experience in Cartwright provided an 
excellent opportu nity for us to become more 
familiar with the knowledge and skills required 
of the nurse in an Isolated setting and to gain 
experience in the role of the nurse practitioner.... 


Jane E. Graydon and Judith M. Hendry, the 
co-authors of "Outpost Nursing in Northern 
Newfoundland," are presently assistant 
professors in the Faculty of Nursmg at the 
University of Toronto. Graydon received her 
B.Sc.N. from the University of Toronto and her 
M.S. from Boston University. Hendry (R.N., 
Hospital for Sick Children) received her 
B. Sc. N. from the University of Toronto and her 
M.Sc.N. from the Umversity of Western 
Ontario. 
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part one 
<<Professional responsibility: 
an international concern>> 
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Some of the most energetic discussions in 
nursing today focus on professional 
responsibility and expanded horizons in 
this area. Recognizing this, ICN's final _ 
plenary session was entitled "New 
Dimensions of Professional Responsibility." 
It was a discussion of some of the critical 
issues involving increased responsibility: 
Nursing Authority, Rights of Nurses and 
Individual and Collective Responsibility. 
The talks were informative, but they 
also demonstrated the International 
Congress's ability to allow nurses to share 
information of common concern to all. 
Excerpts from papers prepared for this 
session are presented here for your 
increased awareness. 
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There can be no question that nurses are in a 
unique position to speak and to act with 
authority. Nor can there be any doubt about 
the need for nurses to carry their full weight 
during the current realignment of power 
relations in the health system. The fact that 
they have not yet done so, according to 
Huguette Labelle, former president of the 
Canadian Nurses Association, must be 
attributed to lack of confidence in their own 
ideas, in the strategies they have been able to 
develop and in their ability to influence others. 
Labelle, formerly Principal Nursing Officer, 
Health and Welfare Canada, is currently 
director general, Policy, Research and 
Evaluation Branch, Indian and Eskimo Affairs, 
Ottawa, Canada. "Our capacity to influence is 
enormous if only we can develop the 
confidence to mobilize our own collective and 
individual potential. Increasing our capacity to 
influence - in other words, our power - is 
morally right and desirable to the extent that 
this power is utilized in improving the health of 
our population. 


For the individual nurse, 
accountability means 
answerability and responsibility 
for outcomes of nursing actions 
rather than being responsible to 
an immediate supervisor for these 
actions. 


"Nursing authority IS a vital tool for individual 
nurses and for the nursing collective. Four 
factors affect nursing authority, including 
knowledge, accountability, mastery of 
competent interpersonal relationships and 
power. 
'The first factor associated with authority is 
extensive knowledge of one's field along with a 
good understanding of related areas. 
Credibility as a respected practitioner comes 
from demonstrated excellence based on 
sound knowledge. We have only to recollect 
our own feelings when confronted with 
professional incompetence, in order to weigh 
the primacy of this factor. 
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'The second factor associated with nursing 
authonty is accountability. Collectively nurses 
at the level of institutions and 
professional associations foster accountability 
through the development of codes of ethics, 
standards of practice for entry into the 
profession, and evaluation criteria. For 
individual nurses accountability means 
answerability and responsibility for outcomes 
Of nursing actions rather than being 
responsible to an immediate supervisor for 
these actions. 
"To have possession of knowledge and to 
be accountable without mastery of competent 
interpersonal relationships is like owning an 
automobile and insurance without being able 
to drive. 
"Within nursing fear of each other is 
detrimental to understanding and close 
collaboration. It also leads to prejudice The 
fear of each other held by nursing service and 
nursing education, by graduates of hospital 
programs and those of university and college 
programs, by nurses working in hospitals and 
those working in primary health care settings 
eventually leads to prejudice and lack of 
openness. 
"The final factor associated with authority is 
power. Nurses must realize the importance of 
the political dimensions of public policy setting 
and of development of operational policies. In 
exploring strategies, nurses must plan to 
influence the direction in the early stages of 
development Or at best to influence initiation of 
specific policies and statutes instead of being 
reactive once these have been formulated." 


Mary E. Patten, the federal secretary of the 
Royal Australian Nursing Federation and 
former chairman of the jOint ILO/WHO 
conference on conditions of life and work of 
nursing personnel, told nurses attending the 
ICN Congress, "rights of nurses in many 
countries around the world have been 
trampled on, neglected and opposed..' She 
urged nurses to make a personal commitment 
, to human rights and to the rights of nurses. 
"The nurse as any other individual, can 
meet his or her obligations appropriately only 
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when acting in his or her own right on the basIs 
of his or her own values, beliefs and 
knowledge and not simply responding to the 
expectations of others. 
"The rights of nurses are transgressed daily 
with demands to perform procedures with 
which they are unfamiliar. demands that their 
vision of the future conform with the vision of 
others, and constant demands to stretch 
available staff to cope with caring for more 
people than is just. 


'" the rights of nurses are also 
transgressed daily by nurses 
themselves who, as individuals, 
are content to act in response to 
the expectations of others rather 
than on the basis of their own 
values, beliefs and knowledge. 


"But the rights of nurses are also 
transgressed daily by nurses themselves who, 
as individuals, are content to act in response to 
the expectations of others rather than on the 
basis of their own values, beliefs and 
knowledge. 
''This attitude has done a great deal of harm 
to nursing, and, I believe, to patients and 
clients of nurses. It stems from the 
transgression of the fundamental right of 
human beings to act on their own physical, 
psychological, ethical, moral, intellectual and 
spiritual needs. 
"Clearly, the rights of individuals are 
dependent on pre-conditions existing in 
society and from this it must follow that until 
and unless these pre-conditions exist. it is a 
mockery to speak about the rights of 
individuals, let alone the rights of nurses. One 
must conclude also that the rights of nurses in 
such societies can hardly be met without 
changing those conditions which thwart 
freedom to speak, Justice, honesty, 
orderliness of the group and so on. 
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The good nurse is selfish to the 
point of maintaining and 
developing his or her own 
character structure with no need 
to fear the unfamiliar or simply 
respond to the expectations of 
others. 


"The good nurse is selfish to the point of 
maintaining and developing his or her own 
character structure with no need to fear the 
unfamiliar or simply respond to the 
expectations of others, The selfish element is 
crucial to the ability to work with people in the 
promotion of health, the prevention of illness 
and the care of the sick; working with people 
instead of doing things for them or to them. 
"In moving to further the rights of nurses we 
have a responsibility and right as nurses to 
examme some of the issues underlying our 
planning and action, whether that planning 
and action is directed specifically towards 
improving pay, education or the social and 
cultural conditions in which nursing personnel 
work The compression of mankind need not 
give rise to increasing oppression and should 
in fact release an enormous quantity of 
psychic energy where individuals seek not 
only to enjoy more and to know more but to 
be more. The technology now at our disposal 
and in particular the advent of the computer 
can be used to this end rather than contribute 
to the "Big Brother" world of George Orwell's 
1984." 
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Anne Zimmerman the president of the 
American Nurses Association called on 
nurses of the world to each playa part in "the 
evolution from individual accountability to one 
world of nurses accountable not only to the 
consumer but to and for each other." 
Executive director of the Illinois State Nurses 
Association for several years, Zimmerman has 
served as chairman of the Commission on 
Economic and General Welfare of the 
Amencan Nurses Association and received 
ANA's honorary membership award for her 
work in promoting and defending the right of 
nurses to organize and bargain collectively. 
"As members of Our professional 
organizations and of the International Council 
of Nurses we can see the results of our 
struggle to promote health and the care of the 
sick internationally. It is a humbling thought but 
testimony to the future of the nursing collective 
- its energy, its progress and its potential as 
the universe of collectivity. 
"No matter where we practice nursing we 
are bound to certain professional 
responsibilities (both collectively and 
individually) as a result of our commitment to 
the constant improvement of health care. 
"Fulfilling these basic responsibilities and 
achieving common goals and objectives are 
dependent upon the ability of nurses, as a 
collective body, to bring about innovations and 
changes. This concept of the "nursing 
collective" gives the profession a homogeneity 
of purpose, policy and method of operation. 
Within the collective, differences can be 
debated and resolved, trends can be set, and 
nursing's authority can be strengthened. 
"The nursing collective has an obligation to 
modify and expand the scope of its practice in 
light of new demands for health services and 
technological and scientific innovations. 
Consequently,as nurses, we must assume 
responsibility for identifying significant goals 
and priorities and initiating innovative nursing 
programs aimed at satisfying projected needs 
for health and nursing care. 
"One responsibility which has always faced 
the nursing collective is developing an 
effective method of self-regulation. If the 
nursing profession is to assume a primary care 


role and have a serious impact upon the 
delivery of health care, nurses must be in a 
position to assure the public of quality nursing I .... . 
care. 
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As a health professional and 
concerned citizen, each nurse has 
an obligation to work toward 
improving the health care system. 


"Since the public holds the profession 
accountable for the competence of its 
practitioners, the nursing collective has an 
obligation to establish certain standard 
authoritative statements by which the quality 
of nursing practice, nursing service, and 
nursing education can be judged. To 
implement and enforce these standards, the 
nursing profession must be self-governing. 
"Individually and collectively, the nurse's 
first responsibility is to the consumer - our 
patient Or client. Within the nursing 
environment, we must daily make informed 
decisions and must have the autonomy 
necessary to determine our own professional 
activities. Nurses in practice must guarantee 
that patients receive professional nursing 
care. As members of the nursing collective, we 
cannot postpone accountability. 
"Closely allied with the quality of a nurse's 
practice is his or her ability as an innovator. As 
a health professional and concerned citizen, 
each nurse has an obligation to work toward 
improving the health care system. When . 
nurses have successfully integrated all these 
concepts into their daily practice and their 
approach to nursing, they can begin closing 
the gap between what really is and what ought 
to be - quality care for every person in every 
setting. But accountability begins with the 
individual nurse committed to caring for the 
patient and to carrying out the standards of 
practice. The issue demands dialogue, 
discourse and decision-making before it can 
have real meaning. We must also be 
accountable to each other - to share new 
approaches with our colleagues, to talk to 
each other and once begun, to carry on the 
dialogue." 
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part two 


(( N . · d 
urSllJ9 practlce amUD >> 
The Intematlonal Coo,.,,1 of Nu.... exists the war ld 
to serve all nurses - regardless of 
nationality, race, creed, color, politics, sex 
or social status. One of its most important 
functions as an international organization AFRICA 
is to provide a vehicle for nurses 
throughout the world to share common 
interests and work together to develop the 
contribution of nursing to the promotion of 
health and care ofthe sick. Nowhere is this 
sharing more apparent than during a 
Congress such as the one which took place 
in Tokyo last June. 
All of the Congress participants had 
much to offer their fellow nurses but one 
session in particular seemed to offer the 
nurses who attended an unparalleled 
opportunity to discover what it's like to be a 
nurse in another country, what we have in 
common and what we can do to help each 
." other. Its title was self-explanatory: 
Nursing practice around the world. 
Excerpts from the papers prepared for this 
session are presented here for your 
information. 
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Eunice Muringo Kiereini is chief nursmg offIcer of 
Kenya. A graduate of Southampton General 
Hospital in England, she obtained her midwifery 
certificate from Simpson's Memorial Maternity Unit 
in Edinburgh, Scotland and her diploma in nursing 
education/administration from the New Zealand 
school of advanced nursing in Wellington. She /s an 
ex-officio member of the Nursing Counci of Kenya 
and represented the Government of Kenya at the 
International Labor Conference in June in Geneva 


"Nursing in Afnca faces the same forces of 
change and challenge encountered by 
representatives of the profession in other 
countries around the world - but with 
important differences caused by imbalances in 
technological developments and material 
resources. Following the setback caused by 
colonialism, independent African countries are 
now beginning to establish well-planned 
health care delivery systems and independent 
nursing organizations and health services are 
a top priority since officials believe that, in 
order to be strong a nation must be healthy. 


In Africa, we have had a corps of 
'barefoot nurses' serving the 
people for many years. 


"One of the features of the new system is 
a growing emphasis on 'family health' as 
opposed to care for the individual. This new 
concept has been well accepted in Africa 
because of its practicability and also because 
of the traditional emphasis on the family and its 
extended role. 
"In A mca we have had a corps of 'barefoot 
nurses' serving the people for many years. 
Nearly every country in Africa has experienced 
difficulty in persuading doctors to serve in rural 
areas and unsuccessful efforts in this area are 
now being abandoned in favor of giving this 
responsibility to other types of health workers. 
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The nursing personnel of Africa have accepted 
the challenge and taken their position in the 
forefront of providing primary health care - in 
the jungles, mountains and desert lands. 
These are the nurse clinicians of Africa. They 
function on their own and make vital decisions 
without referral to anyone. 
"Most countries in Africa are now 
preparing community nurses both at 
registered level and at the enrolled level. This 
is happening in Nigeria. Ghana, and Kenya. 
Many other countries are planning to start this 
program. The community nurse is a 
practitioner in her own right. She is given 
formal preparation to be able to diagnose, 
prescribe and treat. Family health offers us an 
intermediate dimension that is both easier to 
grasp than public health and more operational 
than medicine applied to the individual. If we 
can find a way to apply this attractive concept 
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in practice, we might well have at our disposal 
a logical and an important link between two 
extremes and our ideal 'take-off' point for a 
coherent prophylactic and curative approach 
towards many health problems. 


In no other field has the 
emancipation of women been of 
greater importance than in 
nursing. 


"Another development which has taken 
place is the preparation of male nurses. In 
Kenya we have even gone a step further in 
preparing male nurses in the field of obstetrics 
where they are doing 'deliveries!' To begin with 
this concept was opposed even by the nurses 
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themselves, but when one argued that there 
was no difference between a male nurse and a 
male doctor doing obstetrics, the idea was 
gradually accepted. We have now male 
nurses working hard with their female 
colleagues as practising midwives. 
"In tracing the changes in nursing practice 
we are aware that the struggle for political, 
economic and educational freedom of women 
is entangled in the fight for professional 
advancement. In no other field has the 
emancipation of women been of greater 
importance than in nursing. Nurses have been 
encouraged to struggle for greater autonomy 
in practice and freedom from physicians' 
control. Nurses have demanded better terms 
of service and improved working condition a 
There has been a definite and calculated move 
by nurses to control nursing affairs in the fields 
of service, education, administration and 
research. 
"For many years, in Kenya, we have been 
unhappy with the methods used in our staffing 
I patterns, particularly in the hospitals. The 
Kenya Nursing Project,' is an attempt to 
systematize and formalize nurse staffing 
methodology. Patients are classified on the 
basis of their nursing needs as 'minimum 
care,' 'moderate care,' and 'intensive care.' 
The Project will try to come up with tools which 
will improve the quality of nursing practice in 
in-patient units of government hospitals. A 
committee known as the 'Nursing Standards 
Committee' has been set up to define 
standards for hospital nursing care. 
, Africa is a continent which has had many 
and varied developments. The scope for 
nurses is absolutely unlimited." 


EASTERN MEDITERRANEAN 


Enaam Abou- Youssef is assocIate professor at the 
Higher Institute of Nursing, University of Alexandria 
in Egypt and nurse-midwife educator at the African 
Health Training InstItutions Project, Carolma 
Population Center, University of North Carolina, 
U.S.A. She is a member of the nursing advisory 
anel for the WHO Eastern Mediterranean Regional 
Office and has served as short-term consultant to 
everal seminars and meetings on family health and 
anpower development organized by WHO 
eadquarters and by the Eastern Mediterranean 
Office. 


"Nursing practice in the Eastern 
Mediterranean countries has a definite 
contribution to make to the total development 
of each of these countries. Nursing activities, 
previously confined to the care of the sick and 


disabled in hospitals, now are extending into 
rural health centers, factories and industrial 
plants, schools, maternal and child health 
centers and nursing personnel in many 
countries are involved with other types of 
workers in health and community 
development programs. 
"The Eastern Mediterranean area 
comprises Ethiopia, Iran, Israel, Jordan, 
Lebanon, Pakistan and Egypt, an area of 4.8 
million square kilometers. Forty-five percent of 
the area's 167 million people are under 15 
years of age. 
.'Nurses have been involved in national 
health programs with community orientation 
with specific goals such as family planning 
programs in both Egypt and Pakistan, and 
primary health care programs in both Iran and 
Ethiopia. 
"In hospital nursing, changes have been 
taking place to improve the delivery of service. 
In this domain, different levels of nursing 
personnel are cooperating in the care of 
groups of patients. In both Lebanon and 
Jordan, the team approach has been very 
successful in overcoming the shortage of 
highly qualified nurses and yet maintaining the 
same quality Of care needed by the patients. 
The complexity of the care delivered in certain 
hospital units such as premature babies, ICU, 
CCU, etc.. has necessitated that nurses 
perform certain functions which require 
special knowledge and skills. New categories 
of specialized nurses are operating in these 
units and carrying out highly technical skilled 
nursing tasks such as monitoring patients. 


Nurses in the Eastern 
Mediterranean have been 
assuming the responsibility for 
certain activities traditionally 
known to be within the domain of 
medical practice. 


"With utilization of medical technology as 
well as development of nursing sciences, 
specialization in nursing practice is getting to 
be more and more a reality in the Eastern 
Mediterranean area. Nurses have been 
assuming the responsibilities for certain 
activities traditionally known to be within the 
domain of medical practice. One example is 
the administration of LV. solutions. In both 
Lebanon and Egypt legal action has been 


taken to allow nurses to perform I.V.s. It is my 
belief that, as development progresses in the 
different countries of the Eastern 
Mediterranean region, nurses will find more 
opportunities to expand their roles in order to 
meet the various health needs of the 
population. 
"Another area of nursing practice that has 
advanced greatly in this area is disaster and 
emergency nursing care. The fact that all the 
countries of this region have been involved in 
border disputes as well as encountering 
natural disasters such as floods and 
earthquakes imposed certain demands to 
which nurses did respond. Courses have been 
organized for training practitioners in the 
different concepts and skills related to 
emergency and disaster care. As a result, the 
efficiency as well as effectiveness of nursing 
staff at times of emergency has been 
acclaimed in many of the official reports. 
'Though problems and barriers do exist 
and frustrate nurses who are interested in 
change and innovation, there are also 
indications and factors which tend to be 
encouraging. Among these factors is the vital 
interest of all sectors of the population in health 
and their demands for better and more nursing 
services, of all different kinds and at all levels." 


EUROPE 


Kirsten Stallknecht is president of the Danish 
Nurses Organization and also vice-president of the 
Joint Council of Danish Public Servants and 
Salaried Employees Organizations of Denmark. A 
graduate of University Hospital in Copenhagen, she 
also holds a certificate m administration from the 
school of Post-basic Education at Aarhus University 
in Denmark. (Paper delivered by Inge Anderson, 
first vice-president of the Danish Nurses 
Organization). 


"The growth of wealth in Europe in the 1960's, 
the increasing industrialization and change in 
the demographic pattern (more people over 
65), have caused the population to increase 
their demands on the level of service of the 
social and health service systems. But the 
economic crisis has also made politicians from 
all countries look very carefully at the 
resources used. 
In Europe nurses are both divided and 
united in various groups as to social, cultural 
and political systems. and within these groups 
they work for higher quality and uniformity in 
nursing in Europe. 
One group, the oldest, covers the Nordic 
countnes (Denmark, Finland, Iceland, Norway 
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and Sweden). The NNF (Northern Nurses' 
Federation) was established in 1920. Its main 
purpose was to evaluate the education of 
nurses according to the needs of society, and 
in such a way that the education of nurses in 
the five countries would be equal. Since then, 
cooperation has expanded to include subjects 
such as professional issues, salary and 
employment conditions and research. 
"Another group, the ENG (European 
Nursing Group), was established in 1947 and 
covers Austria, Belgium, France, Germany, 
Greece, Ireland. Italy, Luxemburg, 
Netherlands, Portugal, Spain, Switzerland, 
United Kingdom and Yugoslavia. 
"The main purpose of this group is to 
collect information about the current situation 
and future trends in education of nurses in 
Europe. 
"Educational questions have been the 
most important subject for both groups, and 
following the establishment of the European 
Economic Community (EEC) it was natural for 
the two groups to contact one another. The 
first contact took place in 1969, and a third 
group, the PCNL (Permanent Committee of 
Nurses in Liaison with the European Economic 
Community), was established in 1971. The 
nine countries in the PCNL are Belgium, 
Denmark, France, Germany, Ireland, Italy, 
Luxemburg, Netherlands and United 
Kingdom. 
"During the last twenty years nurses in 
Europe have come to realize that further 
development of nursing standards and nursing 
practice depends on the establishment of 
nursing research. However, understanding of 
and steps taken towards nursing research 
have been sporadic as a whole, perhaps due 
to the fact that education of nurses has 
basically been given in nursing schools in 
hospitals, and not at the university level. 
"The economic crisis in Europe has 
caused a reduction in the resources used for 
health services. This situation naturally 
influences the service level, and nurses must, 
whether they like it or not, find new ways to 
practice if standards of nursing practice are to 
be maintained and developed. Therefore it IS 
tremendously important that nurses 
participate in decisions about priorities and the 
use of resources. 
"One might well ask 'What should nurses 
in Europe stake the future on, and how can 
they do it?' One of the answers could be that 
nurses must go on working on developing 
research programs; programs in which the 
fundamental aim is to find out how health care 


and nursing practice can be developed in 
accordance with medical and technical 
progress, but also in such a way that the 
human and social relations between nurses 
and the population are not lost. 
"Another answer could be that nurses 
should try in as many ways as possible to 
strengthen their influence both as a group and 
as individual nurses in daily nursing practice. It 
is not a question of power, but of the necessity 
of the fact that politicians in all European 
countries realize that good health care 
standards cannot be provided without a 
well-educated and freely-speaking nursing 
profession. 
"In the coming years the advance of 
medical technology should naturally be 
followed by similar advances in nursing care, 
and society should develop a health care 
system in which the population as a whole is 
covered adequately in daily life, but it should 
not be a health care system which enables a 
hospital to carry out heart transplantations 
when the ordinary working man may not have 
access to necessary care for his children." 


NORTH AMERICA 


Rozella M. Schlotfeldt /s professor of nursing, 
Case Western Reserve University, Cleveland, Ohio, 
U.S.A. She has served on numerous national 
adVIsory councils, commissions and boards in the 
United States dealing WIth nursing and health 
issues and is the author of over 90 indNiduaJ 
publicattons in profess/onal and scientific journals, 
book chapters, monographs and research reports. 


- 
. 


H 


i

 
'\f 
. 


- 
, 


\, 


.. . 



 \\ 
t' 


.. 


"There is considerable evidence that a critical 
mass of nurses in Canada and the United 
States have developed a high degree of 
professional self-awareness and have 
become increasingly assertive concerning the 
need for, the value of, and the consequential 
nature Of professional nursing practice. 
Evidence indicates a number of other 
changes: 
. Nurses are growing increasingly 
respectful of their need to demonstrate 
independence as practitioners of a 
professional discipline. They have set 
standards for and are eager to be accountable 
to those they serve for the gamut of nursing 
p,actice. 
. Nurses are increasingly concerned with 
the delivery of scientific as well as humanistic 
nursing care and are actively involved in 
seeking to establish and enlarge the 
knowledge base for the gamut of nursing 
practice. 
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Pho/os courtesy o/the Canad.an Habtlat 
Secretanat and /nternabOna/ Development 
Research Centre 
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. Nurses are experimenting with new 
organizational arrangements with a view to 
finding effective and efficient means to deliver 
high quality health care. 
. And last, nurses are becoming 
increasingly involved in the politics of health 
care and gaining in society's recognition of 
their earned right to influence the health care 
system. 
"Nurses, like other health professionals, 
have been adversely affected by people's 
fascination with illness and by their failure to 
value health sufficiently. As a consequence, 
North American society has become 
'medicalized' and the so-called health care 
system has had its resources focused 
primarily on providing illness care, in contrast 
to health care. The consequence has been to 
emphasize patients' dependence, rather than 
human beings' essential strengths. 
"The Canadian government has given 
great leadership in pointing up the need for 
emphasizing each individual's responsibility 
for seeking to be healthy and for the health 
care system to focus on health promotion as 
well as on disease detection, prevention and 
cure. That trend is also developing in the 
United States. Inasmuch as nursing's mission 
as a field of professional endeavor is. and 
always has been, to assess and enhance the 
health status, health assets, and health 
potentials of human beings, it is both inevitable 
and timely that nurses' professional 
self-awareness has been awakened. 
"Nurses' professional self-awareness 
has taken several forms. Some have claimed 
an 'expanded role' and have alleged that 
assessment skills, particularly as related to 
It is both inevitable and timely that 
North American nurses' 
professional self-awareness has 
been awakened. 
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physical assessment in 'primary care 
encounters,' represent delegated medical 
tasks; others have claimed that assessment of 
the physical, social, and emotional health 
status of people has traditionally been an 
integral part of the armamentaria of nurses 
who fulfill the professional's role. 
"There is now general acceptance that 
nursing, like all other professional practice 
disciplines, requires educated practitioners 
who can apply selectively and with judgment 
vast amounts of knowledge. It is recognized 
that properly trained assistants can work 
under the guidance and surveillance of 
professionals who are responsible for 
practice. 
"Canadian nurses recognized their 
responsibility for all of nursing practice long 
ago and their license-granting procedures 
clearly differentiate professionals from those 
who assist them. It was only a decade ago that 
nursing in the United States took the position 
that two types of nursing practitioners should 
be differentially prepared and clearly 
designated. Individual states are now 
beginning to take action so that by 1985, all 
persons entering professional nursing practice 
complete requirements for a baccalaureate or 
higher degree. 
"There is growing acceptance of the value 
and cost effectiveness of 'primary nursing' in 
hospitals. A primary nurse gives total care to a 
small group of patients on a twenty-four hour 
basis by assuming responsibility for assessing 
and planning forthe care needs, providing and 
evaluating the care, and being accountable for 
all ministrations, provided personally and by 
nurse-associates. Several evaluations have 
demonstrated the superiority of nursing care 
rendered and the enhanced satisfaction of 
patients and nurses when primary nursing is in 
operation. 
"The trend toward staffing hospital units 
entirely with professionals is in evidence both 
in Canada and the United States as a means to 
ensure acceptable quality of service to 
hospitalized patients who typically require 
sophisticated care. 
"Nurses are beginning to be recognized 
as competent, primary care providers whose 
talents can, if properly utilized, enhance the 
amount and quality of health services 
provided. Additionally, by making competent 
assessment and providing effective 
interventions, they make substantial 
contributions to reducing the costs of care 


WESTERN PACIFIC 


Hsin Hsin Chung is director of nursing service, 
National Taiwan University Hospital. She obtamed 
her diploma in nursing from St. ÚJke's College of 
Nursing, Tokyo, and studied for her B.S. at Wayne 
State University College of Nursing in Detroit, 
U.S.A., and her M.S. at Washington University 
College of Nursmg, St Louis, U.S.A. She was 
president of her national nurses assocIation from 
1971-73. 


"For the past three decades, the nursing 
profession in our country has accomplished a 
remarkable development. A new educational 
system is being adapted to meet the urgent 
shortage of nurses and many new nursing 
schools have been established. Four-year 
collegiate courses for nursing as well as 
five-year junior college of nursing and 
midwifery courses have been established both 
in the public and the private universities and 
junior colleges. All the nursing and midwifery 
schools are under the direct control of the 
Ministry of Education. New hospitals are being 
built and there is a network of health stations 
located in each township throughout the 
island. 
"However, accomplishment has been 
measured in comparison with the developed 
countries and therefore, in spite of all the rapid 
and new developments, there seems to be a 
vacuum or a gap to be filled if we wish to 
continue to grow as a profession and to 
maintain the profession's continuity. 
"Modern industrialization and the 
advancement of technology has made it 
possible for the people of our country to enjoy 
a period of relative affluence and peaceful 
prosperity. The standard of living has been 
raised; major causes of illness have changed 
from acute contagious diseases to chronic 
conditions; the people are better informed and 
finding more resources available to maintain 
healthful living. But within the culture in which 
we live and offering services to the people as a 
helping profession, we should not be ignorant 
about the folkways of maintaining healthful 
living. 
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"In looking toward the future, may we 
suggest that the Oriental way of life might be 
adopted to enrich the quality of care. Nurses 
can cultivate more sensitivity towards others' 
ways of life and learn to regard the client as a 
whole person with his particular beliefs, health 
habits and position in his family and milieu. 
Nurses who are defining a new and expanding 
role should look at their daily performance 
more closely and listen to what the people that 
they are caring for really say and ask for. 
"In the process of delivering care we have 
been mainly concerned with the way in which 
care is given and have often overlooked the 
way this care is received... Though we have 
much to learn from the West and have 
benefited a great deal, we may have 
unknowingly imposed on our people, our 
standards of good nursing, although these 
may not be exactly what people appreciate 
most as helpful care forthem. For instance, we 
think that morning care should include a bath 
for a bed patient, but there are very few 
patients in Our country who can appreciate a 
bed bath in the morning because, according to 
our custom, a bath is usually taken in the 
evening. 


In contrast to the active, exact and 
decisive Western way of life, the 
Oriental way seems more 
inclusive and has more 
appreciation for the totality. 


"The power of scientific discovery has led 
us to believe that the logical way of thinking 
should take precedence and irrational 
superstitions should be totally discarded. 
Professional performance should be in 
accordance with scientific principles which call 
for preciseness, punctuality and predictable 
consequences. The nursing profession has 
followed the path of scientific endeavor with 
some degree of success. But in the area where 
our professional members are trying to relate 
to our fellow men, in playing the role of a helper 
in restoring health for other human beings, 
scientific knowledge has not yet given us the 
full answers and we need to look for some 
other elements elsewhere. 
''The Oriental way of life appears to be 
more reserved, with appreciation of tranquility 
and a tendency to deal with others in a manner 
which is more passive and resigned. It 
emphasizes natural harmony and expects one 


to be sensitive to his position in relation to his 
surroundings. Oriental culture, on the whole, 
places a great deal of emphasis on the return 
to nature. There is no doubt that there is much 
room for further study Of the folkways of 
maintaining healthful living and helping people 
regain health. As members of a helping 
profession for health, we should take time to 
find out exactly what does help people, 
especially to keep the older age group açtive 
and alert. 
"It makes a great deal of difference in 
caring for a person whether one is loved and 
respected in a family or rejected and feared. 
We would like not only to equip our nurses with 
more scientific theories and newertechniques, 
but particularly to encourage them to become 
more alert and sensitive to the needs of others. 
The health worker without a heart and a will is 
like a person without a life and acts as though 
he or she is a living machine. We need a pair of 
hands and a bright head as well as a warm 
heart and a strong will of determination to 
become useful nurses to help in restoring 
health to others." 


SOUTHEAST ASIA 


Hilda de Silva is Chief Nursing Officer, Medical 
SeNices, Sri Lanka and president of the Sri Lanka 
Nurses Association. 
"The nursing profession was well known to the 
people of Asia long before the introduction of 
modern nursing in the 19th century by 
Florence Nightingale. Then in 1878, the first 
attempt to introduce a scientific system of 
nursing into the hospitals of Sri Lanka was 
made by the appointment of a superintendent 
and a trained nurse from England. From that 
time until 1952, the schools of nursing in Sri 
Lanka were headed by English and American 
nurses, but at present all the schools are 
administered by Sri Lanka nurses. 
"Advances in medical science have 
placed emphasis on team work in dealing with 
hospitals and patients. This team consists of 
specialists, physicians, pathologists, 
surgeons, anesthesiologists and nurses, as 
well as engineers, architects, mathematicians, 
etc. The nurse is an indispensable member Of 
this team. Both the physician or surgeon and 
nurse are expected to share knowledge, 
technology, decision-making and control of 
resources with one another, with other 
categories of health personnel, and with the 
patient and his family. 
"Present-day nurses in Sri Lanka are very 
keen on continuing their education with a view 
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to improving patient care, and refresher 
courses are being conducted regularly for 
them. Another new feature in nursing 
education is the in -service program conducted 
in some provincial hospitals in Sri Lanka. 
"In India the nursing curricula emphasize 
the integration of public health in the basic 
nursing program. This was the first step in 
attempting to meet India's health needs and 
was instrumental in spreading nursing from 
the confines of hospital care to preventive care 
and promotion and maintenance of community 
health. 
''The high maternal mortality rate in 
Thailand led to the nursing emphasis in the 
early days on maternity and infant care. 
Thailand has developed a career ladder 
pattern of nursing education from practical 
nursing programs to baccalaureate programs. 
special attention is being paid to develop 
programs which include nursing 
administration, teaching, cardio-thoracic 
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nursing as well as medical and pediatric 
nursing. Higher education programs in nursing 
administration and clinical nursing leading to a 
Master's degree are carried out for nursing 
personnel in health clinics in order to prepare 
them tor curative functions in areas where 
doctors are not available. 
"Family health is included in all courses in 
nursing and midwifery. Since the population 
explosion is one of the major problems facing 
Southeast Asian countries today and about 
80% of the population live in rural areas, 
primary health care is given high priority. In 
Thailand, nurses are allowed legally to 
perform curative functions in the rural clinics 
where physicians are not available and are 
controlled by protocols. The referral system 
has been a great success there. Insertion of 
intrauterine devices as a method of preventing 
pregnancy in family health care is also carried 
out by nurses. 
"Nurses throughout Southeast Asia are 
now working in a number of specialized fields 
- neurosurgical care units, coronary care 
units, urological care units, plastic surgery and 
burn units, and ENT units. 
"In Burma the preventive aspect and 
community care are given priOrity. Health 
education is also given more emphasis. The 
nurse is no longer confined to thE> hospital 
ward only; home visits for follow-up care and 
field work are now included in her training." 


SOUTH AND CENTRAL AMERICA 


Irma Sandoval Bonilla is associate professor and 
director of the school of nursing, University of Costa 
Rica in San José, Costa Rica. She is currently 
studying for her doctor of philosophy degree at the 
University of Costa Rica and was awarded a 3M 
Nursing Fellowship by the ICN in 1974. She was 
president of the Nurses Association of Costa Rica 
from 1972-74 and is a member of the National 
Council of Nurses of Costa Rica. 
"We cannot separate the innovations in 
nursing from the changes that have taken 
place in our societies. They are changes that in 
the health field have modified, amongst other 
things, the concepts of health, utilization and 
delivery of services and health policies. At the 
moment, nursing is passing through critical 
times, influenced by both external and internal 
factors. External changes, such as new health 
policies, the demand for more and better 
health care for all people, the need to bring 
health care to rural areas, a fuller awareness 
on the part of politicians and authorities of what 
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health means for the development of nations, 
and many other changes have obliged or are 
obliging the nursing profession to make drastic 
changes in the traditional patterns as much in 
the education of nurses as in the delivery of 
services. These outside factors which are 
independent of the nursing profession are 
more important and significant than the 
change factors evolving within our profession. 
"I believe that the new concept of health 
care, intimately linked to the factors previously 
mentioned, will be understood to the degree 
that we accept Or reject the fact that nursing is 
determined by the character of the social 
structure prevailing in our respective 
countries. 
"Within the new conceptual framework of 
the right to health, countries have proposed 
changes in their health systems. As a result, 
there have been changes in the role of the 
nurse. Primary health care has been qualified 
by national and international health bodies as 
the point of entry into the health care system. It 
is acknowledged that this care must be 
intimately related to the patterns of life and 
needs of the community and completely 
integrated with other sectors involved in the 
social, political and economic development in 
the different countries. 
"In nursing, it is hoped that the extension 
or expansion of nursing's new role will be 
fulfilled within the context of primary health 
care. Some countries have stated whom they 
consider as a primary care nurse. For 
example, in the United States and Canada this 
new kind of nurse has been designated as a 
"nurse practitioner;" she is considered as a 
specialized nurse capable of performing some 
of the functions that until recently were only 
performed by physicians. 
We cannot separate the 
innovations in nursing from the 
changes that have taken place in 
our societies. 
"In Canada, the Canadian Nurses 
Association and the Canadian Medical 
Association issued a statement in 1973 
accepting the new functions of nurses and 
establishing norms for development within the 
new spheres of activity. Primary care develops 
within the individual context of each country 
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with the characteristics and peculiarities 
typical to each one. The ideal would be for 
nurses functioning in this extended role to 
have the authority that the responsibility 
assumed demands. 
''The legal view of nursing is complex. 
More energetic action is required on the part of 
nurses to overcome the reserve expressed 
about their extended role and to bring about 
what has apparently been politically accepted 
by our governments. 
"The focus on primary care is one of the 
changes in nursing practice. It is clear that in 
some situations drastic or revolutionary 
changes are needed in the criteria applied to 
health services; in others, at least radical 
reforms. 
"Expanded nursing services are identified 
in the following areas: community health, 
pediatrics, adult health, family planning, family 
health, obstetrics and geriatrics. 
"Among the most important implications 
of the extended role of nurses are the 
following: training in primary care of 
community members and nursing auxiliaries 
coordination and integration in manpower 
planning and use of manpower reSOurces for 
the health sector, new concepts of nursing 
legislation. 
"To sum up, we will have greater 
possibilities to resolve the legal implications of 
the adoption by nurses of new functions, and 
the training of nursing auxiliaries, community 
members and other kinds of workers, to the 
degree that the nursing profession takes the 
initiative in opening dialogue with other 
professionals in the health field, with 
politicians and government authorities in order 
to obtain the legal support that, at least in Latin 
America and the Caribbean, has been 
expressed by the Ministers of Health. 
"The nursing profession as a whole needs 
to be conscious of these changes and 
stimulated, through a large variety of means, in 
order to bring about the acceptance of radical 
changes. This requires a concentrated effort 
on the part of all nurses to further the 
introduction of new types of nursing services, 
in institutions as well as in the community. The 
profession must be aware of the need to carry 
out innovative or emerging programs and 
participate actively in them. 
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Well Woman and Health Awareness Clinic 


Yarmouth Regional Hospital is a 159-bed general hospital in 
Yarmouth, Nova Scotia. Since January of this year, a health 
promotion clinic has been in operation at the hospital's Diagnostic 
Complex to meet the health needs of women in the area. Since this 
time, the clinic has seen many patients, young and old, of varied 
backgrounds. Here, the author describes the aims, approaches and 
initial experiences oft he Well Woman and Health Awareness Clinic. 


Glenda Doucet 


The purpose of our project is to use a systems 
approach in order to assess the need for 
services that are not presently provided by the 
health delivery or social welfare agencies in 
Nova Scotia. Groups of women identified 
certain gaps in the area of maintaining health 
and preventing disease - early detection and 
diagnosis of cancer orotherdiseases affecting 
the female reproductive organs and the 
absence of health counseling were major 
concerns. 
With grants from Planned Parenthood of 
Nova Scotia and the Secretary of State. a pilot 
demonstration project was established in the 
Diagnostic Complex of the Yarmouth Regional 
Hospital. Three nurses organized the Well 
Woman and Health Awareness Clinic and are 
now involved in its operation. The clinic has 
only two full-time paid employees: a nurse, 
who is the coordinator of the project, and a 
secretary-receptionist who has six year's 
experience as a medical receptionist. Both 
employees are bilingual - a necessity for 
effective service in this area of Nova Scotia. 
Volunteers Include SIX women physicians, 
ten registered nurses, a dietitian, and those 
from the community who have special skills 
needed at the clinic from time to time. 
Volunteers and staff work together and an 
interdisciplinary approach is maintained for 
the ten services provided by the clinic. 


. Screening 
Medical and cancer screening is one of 
the functions of our clinic. Initially patients are 
seen by a nurse who takes patient histories 
and blood pressure readings, tests urine for 
glucose and ketones and does fingerprick 
hemoglobin testing. The patient then sees a 
woman doctor for a breast examination, pap 
test, bimanual pelvic examination, and rectal 
examination. 
This clinic is mobile; it is held In the Clare 
District at the Women's Centre - Les 
Femmes Acadiennes de Clare - three times a 
month. Clare District is a predominantly 
French-speaking area 45 miles away from 
Yarmouth. So far, 17 per cent of the patients 
seen at the clinic have been been referred for 
diagnostic tests. Twenty-two per cent of all 
clinic patients were diagnosed as having a 
problem that needed medical attention. 
. Preparing Children for Hospitalization 
In order to help young children cope with 
separation anxiety when they are admitted to 
hospital, a service for preparing children for 
hospitalization was organized at the clinic. A 
nurse talks to parents and children about 
admission procedures and hospital routines 
and helps the parents to establish realistic 
long- and short-term goals for the child 
scheduled for surgery. Depending on the 
child's age, play therapy with a Fisher-Price 
Hospital" may be initiated by the nurse. 
The family is then taken on a tour of the 
hospital - to see the lab, x-ray department, 
operating room area, children's ward, and 
kitchen. The staff of the pediatric ward has 
been telling us that prepared children adapt to 
the hospital setting more easily, are less 


From screening to baby-sitting... 
The services provided by Our clinic 
attempt to fill a gap. to make available a place 
where people can come for testing, 
counseling, health teaching and support. So 
far, these services include the following: 


" Fisher-Price Hospital is a registered trademark of 
Fisher-Price Toys. 
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frightened and generally much happier with 
their hospital stay. 
. Family Planning 
The clinic offers family planning 
counseling to individuals or to groups. 
Teaching in this area includes evaluation of 
the risk of pregnancy to the individual, 
explanation of basic anatomy and physiology, 
and discussion of different birth control 
methods. 
. Sex Education in Schools 
According to Statistics Canada, Nova 
Scotia has one of the highest illegitimate birth 
rates in Canada. Yarmouth, at22 percent, has 
one of the highest rates in Nova Scotia. The 
Well Woman and Health Awareness Clinic and 
its supporters decided to use teaching in the 
schools in an attempt to alter this situation. 
The School Board has agreed that some 
of the volunteer professional staff be allowed 
to teach sex education in the schools, 
beginning in September, 1977. The curriculum 
will include basic anatomy of male and female 
reproductive organs, conception, pregnancy, 
birth, contraception, sex roles, venereal 
disease, drugs, homosexuality, and marriage. 
A successful sex education class for parents 
has been held in order to help them to accept 
the idea of sex education in the schools and to 
let them know what we will be teaching their 
children. 
. Growth and Development 
In order to help parents to understand and 
fulfill their role, we teach them about general 
growth and development and effective child 
rearing practices. We are very fortunate in 
having a local pediatrician who gives 
bimonthly sessions on these topics. 
. Teenage Counseling 
Counseling is also available to teenagers 
at the clinic. This service is provided by a nurse 
who talks to young people about major 
problems and concerns of everyday living. 
. Nutrition Counseling 
A volunteer nutritionist offers nutrition 
counseling to patients referred to the service. 
She interviews each patient, obtains a full 
dietary history and a nutrition recall. Most 
nutrition counseling focuses on weight 
reduction or help with special diets. Follow-up 
visits are arranged as necessary. If patients 
requiring nutrition counseling feel that they 
live too far away for easy access to the clinic, 
the clinic's nurse makes referrals to the public 
health nutritionist visiting their area. 
. Breast-Feeding 
Breast-feeding classes have been 
established at the clinic to encourage 
soon-to-be mothers to breast-feed their 
babies. This educational service is undertaken 
by the nurse coordinator and a number of 
volunteer mothers and nurse-mothers who 


have breast-fed their babies. The classes 
cover basic anatomy and physiology of the 
breast and breast-feeding, preparation and 
care of the breasts and nipples, positions and 
procedures for breast-feeding, the manual 
expression and freezing of breast milk, drugs 
that affect lactation, and possible problems, 
including sore and cracked nipples and 
engorgement. The public health nutritionist 
talks to expectant mothers at the clinic about 
their own nutrition and about weaning the 
baby, and introduction of solid foods to the 
child. 
. Ostomy Care 
The South West Nova Ostomy Chapter 
operates within the clinic to provide emotional 
and psychological counseling and skin care 
teaching to ostomates. A nurse makes home 
visits, helps patients prepare for barium 
enem[:s, and accompanies patients to the 
x-ray department. The nurse responsible for 
these services will be taking enterostomal 
therapy training in Cleveland, Ohio in August 
of this year. 
. Baby-Sitting 
The c
nic offers baby-sitting services to 
anyone using the hospital facilities. A charge 
of 50 cents per hour for each family covers the 
cost of juice and cookies for the children. 
Volunteer baby-sitters look after the children. 
Four Months 
We have also developed a questionnaire 
to assess patients' knowledge of and 
experiences with the menopausal period. This 
questionnaire is now at the pre-testing level. 
The Well Woman and Health Awareness 
Clinic has seen 744 patients in the first four 
months of its operation. Our patients have 
ranged in age from seventeen to eighty. They 
are women from high and low socioeconomic 
groups, from varied cultual backgrounds and 
from as far as 75 miles away from Yarmouth. ... 


Glenda C. Doucet, R.N., B.N., the author of 
this month's Idea Exchange, graduated three 
years ago from Dalhousie University School of 
Nursing in Halifax, N. S. Between graduation 
and a job first as one of the organizers and 
then as coordinator of the Well Woman and 
Health Awareness Clinic, she worked as a 
nurse at a center for children with learning 
problems. Of her work at the clinic, she says: 
"My role is a dual one, including both 
administration and nursing service. I 
administer the program under the guidance of 
the board of directors. Nursing tasks include: 
taking patient histories; operating the mobile 
clinics; preparing children for hospitalization; 
family planning counseling; coordinating 
classes in breast-feeding and teaching some 
sessions. .. 
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Instead of hoMing 
moisture, Pampers 
hydrophobic top sheet 
allows it to pass 
through and get 
"trapped>> in the 
absorbent wadding 
underneath. The inner 
sheet stays drier, and 
baby's bottom stays 
drier than it would in 
cloth diapers. 
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Pampers construction 
helps prevent moisture 
from soaking through 
and soiling linens. As a 
result of this superior 
containment, shirts, 
sheets, blankets and 
bed pads don't have to 
be changed as often 
as they would with 
conventional cloth 
diapers. And when less 
time is spent changing 
linens, those who take 
care of babies have 
more time to spend on 
other tasks. 
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Ethics and the Law in Practice 
Manuel Escott 
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Two areas of majol concern to nurses - ethics and 
the law - are examined in depth in a program just 
completed by Ontario's Nursing Education Media 
Project (NEMP). 
The series of 18 videotaped programs with 
briefs for teacher guidance was produced in 
response to a demand from NEMP's members, 
Ontario's 21 community colleges, the Registered 
Nurses Association of Ontario, and the College of 
Nurses of Ontario. Although the series is aimed 
primarily at student nurses, NEMP officials believe it 
wdl also be useful to all members of the health-care 
team. 
Certainly the timing of the program couldn't be 
better: malpractice suits against hospitals and their 
staffs are mounting, and the volume and nature of 
those suits raise questions about the standard of 
nursing education and health care. 
"Now more than ever it is the nurse's personal 
responsibility to be aware and informed," says 
Marilynne Seguin, NEMP's project coordinator. 
"She or he can no longer hide under the cloak of an 
institution for protection. The nurse must bear 
personal responsibility, personal liability." 
The $40,000 program was produced in 
cooperation with another NEMP member, TV 
Ontario. Professional actors are used in each film 
and the scripts are based on real-life situations. The 
hospital dramatizations were filmed on a ward at 
Toronto's Orthopaedic and Arthritic Hospital. 
Consultants were Dr. Abbyann Lynch, a philosophy 
teacher at the University of Toronto and a former 
teacher of ethics at several nursing schools, and 
Dr.T. David Marshall, a physician-lawyer and an 
internationally known authority on medical-legal 
jurisprudence. 


The law series covers topics such as consent, 
negligence, mental health, coroners' inquests and 
contractual relationships. 
"Contractual relationships are important to 
examine because nurses are often held responsible 
for advice they've given given informally - say, to a 
neighbor whose child has been injured or is ill," 
explains Seguin. 
Preceding the law series is a 58-minute 
videotape, "Charge: Incompetence, a Mock Hearing 
of the Discipline Committee of the College of Nurses 
of Ontario," that reenacts an actual hearing. 
While the legal issues seem clear-cut, it is in the 
ethical field that the lines begin to blur. Ethical 
conduct is influenced to a large extent by upbringing, 
religious belief and personal prejudices. Can a nurse 
embittered by the experience of an alcoholic father, 
for example, treat an alcoholic patient objectively or 
will her efficiency be impaired by her prejudice? 
Other facets examined in the ethics series as 
stipulated in the International Code of Nurses, 
re: 
primary responsibility, competence and continual 
learning, environment, safety, consent, truth, 
confidentiality, and behavior control. No attempt is 
made to attribute blame or define right or wrong 
responses to a given situation. All the 
dramatizations and briefs are designed to 
encourage discussion and to explore the issues 
from many standpoints. 
The ethics series corresponds directly to the 
problems confronting nurses in the working world. 
Nursing teachers will readily identify with some of 
the ethical dilemmas posed, and will be able to ask 
students: "What would you do in the same situation, 
and what are your responsibilities?" 
For example, few senior nurses have been able 
to avoid the situation where a chronically ill patient 
who is receiving a drug placebo asks: "Why is the 
medicine not helping my pain?" How does she 
reply? 
Or take the case of the terminally ill patient who 
refuses further treatment, although the health team 
thinks some new therapy will help. Does the team 
have an obligation to help change the patient's mi nd 
or to respect his wishes to avoid further suffering? 
What clearly emerges from this series is a 
challenge to students to think about their own ethical 
positions before they confront an actual situation. 
Film producers hope that students will become more 
aware of the responsibility they will have to bear on 
the job, more aware of the importance 01 their 
decisions, more aware of the quality of life. 
"All the issues raised in both the law and ethics 
series are of paramount importance to nurses," says 
Seguin. "Doctors are usually considered as making 
the larger ethical decisions, but nurses daily have to 
make many judgments of equal importance to the 
patient." 


Nursmg agencies in Ontario that are not NEMP 
members can obtain the series by contacting: VIPS, 
Ontario Educational Communications Authority, 
Box 200, Station Q, Toronto, Ontario, M4T 2T1. 
Interested agencies outside the province 
should contact: Marilynne Seguin, Project 
Coordinator, Nursing Education Media Project, 
Ontario Educational Communications Authority, 
2180 Yonge Street, Toronto, Ontario, M4S 2C1. 
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Introduction to Bowel and Bladder Care by 
Sister Kenny Institute Staff, Sister Kenny 
Institute, Minneapolis, Minnesota, 1975, 35 
pages. 
Approximate price $2.90 Reviewed by Olive 
Simpson, Assistant Professor, School of 
Nursing, University of British Columbia, 
Vancouver, B. C. 


This booklet is a much-needed contribution to 
the care of those persons suffering from the loss of 
bowel and bladder control. Preparing information 
such as this (applicable to all health professionals, 
and the client) is a difficult task. Diagrams and 
pictures are well used within the text. 
The authors intend the manual to provide basic 
information on bowel and bladder function, along 
with a general guide in the development of care 
plans for those patients who do not have bowel and 
bladder control. To assist readers to better 
understand when the need for elimination is not 
being met, the writers have included a short 
description, with diagrams of the normal anatomy 
and physiology of the urinary and gastro-intestinal 
systems. Some pathology is included in the booklet 
(eg. neurological conditions which affect bowel and 
bladder control). Descriptive diagrams showing the 
effect of trauma to the brain and spinal cord are also 
incorporated in the text. 
The development of bowel and bladder care 
plans are described with measures which may be 
used in assisting the individual to work toward some 
degree of voluntary bowel and bladder control. A 
small section is included on external urinary 
appliances and protective clothing. 
Appendix A explains the procedure for the 
insertion of aurinary catheter. Appendix B describes 
the collection of a sterile specimen of urine. The 
writers have added a short glossary for the lay 
person's benefit. 
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Publications recently received in the Canadian 
Nurses Association Library are available on loan- 
with the exception of items marked R - to CNA 
members, schools of nursing, and other institutions. 
Items marked R include reference and archive 
material that does not go out on loan. Theses, also 
R. are on Reserve and go out on Interlibrary Loan 
only 
Requests for loans, maximum 3 at a time, 
should be made on a standard Interlibrary Loan form 
or by letter giving author, title and item number in this 
list. 
It you wish to purchase a book, contact your 
local bookstore or the publisher. 


Books and documents 
,. Acute myocardial infarction; reaction and 
recovery, by Cromwell, Rue L et al. St. Louis, 
Mosby, 1977. 224p. 
2. Altschul, Annie Therese. Psychiatric nursing, 
by... and Ruth Simpson. 5ed. London, Baillière 
Tindal, c1977. 375p. 
3. American Society of Association Executives. 
Members appraise their associations. An attitude 
study conducted by Opinion Research Corporation 
for the American Society of Association Executives. 
Washington, 1972. 168p. 
4. Argyris, Chris. Theory in practice; increasing 
professional effectiveness, by... and Donald A. 
Schon. San Francisco, Jossey-Bass, 1977. 224p. 
5. Basler. Beatrice K. Health sciences /ibrarianship; 
a guide to information sources, by... and Thomas G. 
Basler. Detroit, Gale Research Co., c1977. 186p. 
6. Bernard, Paul. Manuel de l'infirmier en 
psychlatrie. 3éd. Pans, Masson, 1977. 401p. 
7. Bernhard. Genore H How to organize and 
operate a small library; a comprehensive guide to 
the organization and operation of a small library for 
your school, church, law firm, business, hospital, 
community, court, historical museum or 
association. Fort Atkinson, Wis., Highsmith Co., 
1975. 47p. 
8. Beyers, Marjone. The clinical practice of 
medical-surgical nursing, by... and Susan Dudas. 
1ed. Boston, Little, Brown and Co., c1977. 1234p. 
9. Blalock, Hubert M. Social statistics. 2ed. New 
York, McGraw-Hili, c1972. 583p. 
10. Brisou, J. An environmental sanitation plan for 
the Mediterranean Seaboard; pollution and human 
health. Geneva, World Health Organization, 1976. 
I 96p. (World Health Organization Public health 
I papers, no. 62) 
11. Campbell, John P. Managerial behavior, 
Iperformance, and effectiveness, by... et al. New 
York, McGraw-Hili. c1970. 546p. 
112. ChaJumeau, Marie-Thérèse. Precis 
I dïmmunologie. Paris, Presses Universitaires de 
France, 1976. 238p. 
1'3. Clarke, Margaret. Practical nursing. 12ed. 
I London, Baillière Tindall. c1977. 384p. 


14. Diekelmann, Nancy. Primary health care of the 
well adult. New York, McGraw-Hili, 1977. 243p. 
15. Finch, Frederic E. Managing for organizational 
effectiveness: an experiential approach, by... 
Halsey R. Jones and Joseph A. lJtterer. New York, 
McGraw-Hili, c1976. 282p. 
16. Grace, Helen K. Mental health nursing; a 
socia-psychological approach, by..., Janice Layton 
and Dorothy Camilleri. Dubuque, Iowa, Wm. C. 
Brown Co., c1977. 542p. 
17. Gribble, Helen E. Gastroenterological nursing. 
London, Bailllère Tindall, 1977. 309p. 
18. Kase, Suzanne H. Costs of hospital-sponsored 
orientation and mservice education for registered 
nurses, by... and Betty Swenson. Bethesda, Md.. 
U.S. Public Health Service, DiVision of Nursing. 
1976. 169p. (U.S. DHEW Publication no. (HRA) 
77-25) 
19. Klausmeier, Herbert J. Conceptual learning and 
development: a cognitive view, by... Ehzabeth 
Schween Ghatala and Dorothy A. Frayer. New York, 
Academic Press, 1974. 283p. 
20 Laurent, Claude. GUide du diabetique. Paris, 
Expansion Scientiflque Française, 1976. 203p. 
21. Law, law, law, by Ruby, Clayton et al. Toronto, 
Anansi, c1976. 109p. 
22. Miller, Mary Ann. The childbearmg family: a 
nursing perspective, by... and Dorothy A. Brooten 
Boston, Little, Brown and Co., c1977. 495p. 
23. The narcissistic condition; a fact of our lives and 
times, edited by Marie Coleman Nelson. New York. 
Human Sciences Pr., 1977. 300p. 
24. Nursing management of diabetes mellitus, 
edited by Diana W. Guthrie and Richard A. Guthrie. 
St. Louis, Mosby, 1977. 283p. 
25. Organization for Economic Co-operation and 
Development. OECD and the environment. Paris, 
1976. 84p. 
26. Organization of emergency medical care, 
edited by L. B. Shapiro and I.A. Ostrovskii. BaltImore, 
Johns Hopkins Univ. Press, c1975. 165p. 
27. Pipes, Peggy L Nutrition m mfancy and 
childhood. S1. Louis. Mosby, 1977. 205p. 
28. Purchese, Gillian. Neuromedical and 
neurosurgical nursing. London, Bailllère Tindall. 
c1977.342p. 
29. Readey, Helen. Introduction to nursing 
essentials; a hand-book St. Louis, Mosby, 1977. 
197p. 
30. Rothman, Daniel A. The professional nurse and 
the law, by... and Nancy Lloyd Rothman. Boston, 
Little, Brown Co., c1977. 185p. 
31. Smith, James P. Sociology and nursmg. 
Edinburgh, Churchill Livingstone, 1976. 179p. 
32. Squire, Jessie E. Basic pharmacology for 
nurses, by... and Jean M. Welch. 6ed. S1. Louis, 
Mosby, 1977. 382p. 
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Posey Footguard - rigid outer 
shell supports the foot, helps pre- 
vent footdrop. Removable "1" bar 
stabilizer helps prevent rotation. 
liner easily removed for launder- 
ing. #6412 (comp/
te with T Bar) 
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Posey Key Safety Belt-designed 
for the difficult-to-control patient. 
Set belt around the waist to a 
comfortable size and the buckles 
lock onto the webbing. Key neces- 
sary to unlock Washable. #1334 
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Posey Comfort Vest - non-slip 
waist belt adjustment won't tight- 
en or loosen. Allows patient to sit 
up in bed or roll from side to side. 
Excellent wheelchair support. 
#3614 (Breezeline) 


Send your order lodav' 
Health Dimensions Ltd. 
Commerce CIty 
2222 So. Sherodan Way 
M,..iaaauga. Ontario 
Canllda LSJ 2M4 
Phona: 1416' 823-9290 
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RITY 
T ripaque Sponges 


33. Thiessen, G.J. Effects of noise on man. Ottawa, 
National Research Council, 1976. 89p. NRCC No. 
15383 
34. Zilliox, Henny.Onlesappelaitgardiensdefous; 
la profession d'infirmier psychiatrique. Paris. Prival. 
c1976. 295p. 
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Pamphlets 
35. Association canadienne des professeurs 
d'Université. Guide des relations avec les pouvoirs 
publICS, par Jill McCalla Vickers. Ottawa. 1976. 1v. 
(loose-leaf) 
36. Association des Infirmières de I'Ontario. Soyons 
Vigilant Communiqué. Toronto, 1977. 11p. 
37. Canadian Medical Association. Statistics, 
Systems and Economic Research (Unit) 
Department of SS & R. Quickbase. Ottawa, 1977. 
1v. (various pagings. col.) 
38. Canadian Nurses Association. Report of health 
promotion program for nurses. Pilot project No. RA3 
compiled by Jean Everard, Project Officer, 
Research and Advisory. Ottawa, 1977. 1v. (various 
pagings) 
39. Donaldson, R.J. The new health service in 
Britain; its organization outlined. London, Royal 
Society of Health, c1977. 27p. 
40. Mortensen, Charles. Association evaluation; 
guidelines for measuring organization 
performance. Washington, American Society of 
Association Executives, 1975. 42p. 
41. Ontario Nurses' Association. Letus take care. A 
report to the people of Ontario. Toronto, 1977. 16p. 
42. Second liaison meeting with nursing Imidwlfery 
associations on WHO's European 
nursing Imidwifery programme, Copenhagen, 
21-23 Apri/1976. Report. Copenhagen, World 
Health Organization, Regional Office for Europe. 
1976. 18p. 


With the Distinctive Figure-Eight 
Loops for easier X-ray detection. 


The C{ ICITY TRJDAQUE SPONGE r "" , ( d a-...1 
r 0' tI e rV'l\d sLm :...rcL 01 th(> Ilrn I 
er ,mer 
T npaque S.. !I . are un f
 made .md I 
p-c\., - :I iï ten::. in wìterprouf, punc
 pr"f a -:i rr 
orga m-tmJWrme"ble trays For po ..v
 deteci.on under 
X-rau they tncorpor
te a d stmchve ngure eight"\oop 
whIch <-annot be m 
tak n for or. 
currd by new. brne 
or r)ther al1Ð' -,I de il. 


Government documents 
Canada 
43. Parlement. Chambre des Communes. Liste des 
députés avec indicatIon respectÏve de la 
circonscription é/ectorale et de /'adresse. Ottawa, 
Imprimeur de la Reine, 1977. 93p. 
44. Parliament. House of Commons. List of 
members with their respectÏve constltutencles and 
addresses. Ottawa, Queen's Printer, 1977. 93p. 


or 


United States 
45. Public Health Service. Office of Nursing Home 
Affairs. Assessing health care needs in skilled 
nursing facilitIes: health professional perspectives. 
Rockville, Md., 1976. 60p. (DHEW Publication 
number (OS) 77-50049.) 
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Studies in CNA Repository Collection 
46. Brailey, Lydia Joan. A study to identify specific 
psychosocial needs of mothers of preschool 
children with which community health nurses could 
assist. Toronto, c1977. 93p. Thesis 
(M.Sc.N.) - Toronto R 
47. Cyr, Kathleen Ann. Some differences in the self 
concept of first offenders and recidivists. Seattle, 
Wash., 1974. 69p. Thesis (M.A.) - Washington. R 
48. Hazlett, C. Employment opportunities for nurse 
practitioners in Alberta. A report submitted to the 
University of Alberta Ad Hoc Committee on 
Employment Opportunities for Nurse Practittoners, 
by... S. Stinson and J. Moore, Edmonton, 1977. 
46p.R 
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KEnDAll 
Innovators In Patient Care 


KENDALL CANADA 6 CURITY AVENUE 
TORONTO, ONTARIO M4B IX2 


Audio-visual aids 
49. Picciano, Jacqueline L. The nursing library and 
the literature. Buffalo, N.Y., Communications in 
Learning Inc., 1976. 1 audio cassette. R .., 
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British Columbia 


Reg,atered N...a - Ucenaecl PrBCticBl N..... requred im- 
meáately lor new 3O<H>ed extended eare hospital In VanCOlNer area. 
Mus! q....llfy lor B.C. registration. Write: Co-ordonator 01 Pabent Ser- 
VIceS. Queen's Pari< Hospital 315 McBnde Boulevard. New West- 
mnster. Bnbsh Columba. V3L 5Ea. 


Experienced Nursea (eligible tor B.C regIStratIOn) requred lor 
409-bed acute care teaclllng hospllallocated In Fraser Valley. 20 
mnutes by lreeway lrom Vancouver. and wlthon easy access 01 
vanous recreatoonallacdlbes. Excellent onentatoon and oonbnung 
educabon programmes. Salary $IIB400 to $1399.00 per month. 
Clnocal areas onclude MecloClne. Surgery. Obstelnes, Pedoatnes. 
Coronary Care, HemodialySis. RehabilitatIOn Intensive Care. 
Emergency. Apply to Nursing Personnel. Royal Columbian Hospital. 
New Westminster. BntlSh Columbia. V3L 3W7. 


Reg istered Nurses - required immediately lor a 340-bed acaedlted 
hospttalln the Centrallntenor 01 B.C. Registered Nurses Interested in 
nursing poS
lOns at the Pnnce George Regional Hospttal are InVIted to 
make Inquiries to. Director 01 Personnel Services. Prince George 
Regional Hosp
aI. 2000 - 15th Avenue. Pnnce George. Brillsh Col- 
umba. V2M 152 


British Columbia 


Ontario 


Grecluate nurøe requred Immecloately lor a modem. 10-bed general 
hospltallocaled ,n picturesque Slewart. B C. Salary and condlbons V1 
accordance with RNASC Contract. Accommodatoon IS available In a 
closely s
uated residence. Apply to: AdminIStrator. pnnce Rupert 
Regoonal Hosprtal. Pnnce Rupert. British Columba. VaJ 2A6 


Supervisor. Public Health NursJn'õ - Challengng pos
1()I1 lor ,n- 
novabve nurse with leadershop abollty lor communl1y health program In 
Metropolitan Toronto. QualificatIOns. ReglStratoon on Ontano and Mas- 
ters or Bachelors degree In nursing. progressIVe expenence and 
responslbllty on pooic health nurSing FOlWard resume to Dorector 01 
Nursing. Borough 01 Yorl< Department 01 Health 2700 Eginton Av- 
enue West. Toronto. Ontano. M6M IV1 


PositIOns Vacant - Registered N..ses requred lor a 16-bed 
Psyclllatric Un
 Iocaled In Northwesl B.C.. opening on June 1977 
Psyclllatnc traonong Or expenence essenbal RNASC contract,s on 
effect Apply In wnbng to. Mr. F Quackenbush. R.N.. Dorector 01 
Nursing. MillS Memonal Hosprtal. 4720 Haughland Ave Terrace. 
Bnbsh Columbia. VOG 'ZW7 


Australia 


We have many vacanaes lor RegIstered Nursing Sisters and other 
para-medeal stall For detaIls please wnle to. HOSprlal Staff 
Agency, 3B8 Bourl<e Street Melbourne Vlclona 3000 Australia 


Nova Scotia 


Community Mental Health Nurse - requred to werl< With psychoa- 
tnsls. psychologIsts. and Soaal Wor\<ers In active cinocal programs. 
These include Individual. grOl4>. and fam,ly therapy. Quail,cabons. 
Current registratoon as a registered nurse In the Province 01 Nova 
ScaM. Master s Degree In psychoalric nursong preferred. þJ least two 
years expenence ,n psychoalnc raahty or communlly mental health 
wor\<. A Baccalaureate ,n NurSing. with addtlOnai educabon courses 
,n psychoatric leld acceptable. Apply gMng cumculum VItae descnp- 
toon 01 expenence. and names of three referees to. E.C. McDonagh. 
MedcaJ Director. Cape Breton Mental Heanh Centre P.O. Box 515. 
Sydney. N S. BIP 6H4. 


United States 


Registered Nurses - Dunh
1 wolh 200 offices on the USA. has 
eXClbng career opportunoties lor both new grads and expenenced 
R.N.s Send your resumé to: Dunhtll Personnel Consunants No 805 
Empire Buldong. Edmonton. Alberta, TSJ 1 V9. Fees are paid by 
employer. 


Advertising Rates 


EXPERIENCED REGISTERED NURSES 


For All Classified Advertising 


$15.00 for 6 lines or less 
$2.50 for each additional line 


s1. Anthony's General Hospital, The Pas. Manitoba 
requires experienced registered nurses. 


Rates for display advertisements on request. 


Positions available include Staff Development, General 
Duty and Nursing Administration. 


Closing date for copy and cancellation is 6 weeks prior 
to 1 st day of publication month. 


The Canadian Nurses Association does not review the 
personnel policies of the hospitals and agencies 
advertising in the Journal. For authentic information, 
prospective applicants should apply to the Registered 
Nurses' Association of the Province in which they are 
interested in working. 


Salary and benefits in accordance with the current 
M.O.N.A. agreement. 


Apply to: 


W. D. Larson 
Personnel Director 
St. Anthony's General Hospital 
Box 240 
The Pas, Manitoba 
R9A 1 K4 
Telephone: 204-623-6431 


Address correspondence to: 


The Canadian Nurse 


50 The Driveway 
Ottawa, Ontario 
K2P 1 E2 


. 
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United States 


Challenge Awaits You at our dynarmc community medICal center. 
Huntington Memonal Hospital is a 565-bed general care hosprtal 
located In a beautrtul suburban area of Los Angeles. The emphasis IS 
on excellence___ in pallent care and In maintaining the best possible 
nursing staff through exceptIOnal onentation and in-serVIce training 
programs, continuing education. and professIOnal involvement with 
Innovators to many fie\ds of mooCln8. We're presently seeking ex- 
perienced RN's as well as new grads lor many 01 Our outstanding 
units. 1/ you'd like to enjoy the r9wards of mOr9 challenge /rom your 
career, plus the many bene/Its Our hosprtal and Southern Ca
tornla 
oller. please contact: IJnda Chavez, RN. (collect) at (213) 440-5400. 
Huntington Memorial Hosprtal, 747 S. Fa.rmount, Pasadena. Ca
Ior- 
nlS.91105. 


Nurses - RNs -ImmedIate Openings In Floride - CelitorniB - 
Tu.. - " you are experienced or a recent Graduate Nurse we can 
oller you posrtlOns with exceUent selanes 01 up to 51300 per 
month plus all benefits. Not only are there no lees to you whatsoever 
lor plaang you, but we also prO\llde corrplete Visa and Licensure 
assIstance at also no cost to you. Write immedIately lor Our applIcatIOn 
BIIen il ther9 ar9 Other areas of the U.S. that you ar9 Inter9sted in. We 
wIll call you upon r9celpt 01 your application In ordar to arrange lor 
hospital interviews. Windsor Nurse Placement SeMce. P.O Box 
1133. Great Neck, New Yorl< 11023. (516-487-2818) 


UNITED STATES 
OPPORTUNITIES 
FOR REGISTERED NURSES 
AVAILABLE NOW 


IN CALIFORNIA 
FLORIDA 
MISSISSIPPI 


NEW ORLEANS 
TEXAS 


WE PLACE AND HELP YOU WITH: 
STATE BOARD REGISTRATION 
YOUR WORK VISA 
TEMPORARY HOUSING - ETC. 
A CANADIAN COUNSELLING SERVICE 
Phone: (416) 449-5883 OR WRITE TO: 
RECRUITING REGISTERED NURSES INC. 
1200 LAWRENCE AVENUE EAST, SUITE 301, 
DON MILLS, ONTARIO M3A 1C1 


NO FEE IS CHARGED 
TO APPLICANTS. 
OPEN 7 DAYS A WEEK. 


HEAD NURSE 


INTENSIVE CARE 
UNIT 


Applications for the above position are 
now being accepted by this 300 bed full) 
accredited General Hospital. We offer an 
active Staff Development Programme, 
Competitive Salaries and Fringe Benefits 
based on Educational background and 
experience. 


Apply sending complete resume to: 
Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6 


The Canadian Nurse August1977 


United States 


R.N.'s - Paaflc Northwest/Idaho: Openings In 229-bed. accredited 
acute hospital serving as major regIOnal center lor orthopedIc. 
ophthalmology. dialysIS, mental health, neurosurgery, and trauma. A 
modern hospilal facility surrounded by uncongested recr9at'onal 
areas wIth close skIIng, sparl<ling lakes and n\/Brs and clean air. Salary 
range 5900 to 5 1212 p/mo. commensurate wIth expenence. Excellent 
benefits shift rotation. relocation assistance. and free par1ung. Wnte 
or call Dennrs Wedman, Personnel Office. (20B) 376-,2". St. AI- 
phonsus Hosprtal. 1055 N. CurtIS Road BOise. Idaho. 63704. E.O.E 


Regi.tered Nurses Needed - 114-bed Jomt ComrrisslOn approved 
hospital located In Sarås, MissISSIppi. ldaal clmate With large recrea- 
tional area nearby and large metro area 72 km. away. CompetitIve 
salary and benelits, wrth relocation loan available. Contact: Jeanna 
Hams. R.N.. ASSIstant Olrector of Patient Care Services. North 
Panola RegIOnal Hospital, P.O. Drawer 160. Sardts. MissISSIppi, 
38666. 


Registered Nur_ - Flonda and Texas -ImmedIate hospital ope- 
nings in MIami, Fort LaL.derdale. Palm Beach and Stuart, Florida and 
Houston, Texas. Nurses needed lor Medical-SurgIcal. Critical Car9, 
Pediatrics, Opera
ng Room and OrthOpediCS. We will provide the 
necessary work visa. No lee to applicant. MedIcal RecrUIters 01 Ame- 
rica, Inc., BOO NW. 62nd St., Fort LaL.derdaJe, Flonda 33309. U.S.A. 
(305) 772-3680. 


Director of Nursing 


Applications are invited for the position of 
Director of Nursing in a 22-bed active 
treatment hospital. The town is located on a 
major highway 85 miles northwest of 
Edmonton. 


This position carries responsibility for the 
co-ordination direction and supervision of the 
activities of all nursing service departments 


Applications should be In writing including 
age. qualifications and experience, with 
references and date of availability. 


Salary commensurate with qualifications and 
expenence. 


Please apply to: 
Administrator 
Mayerthorpe General Hospital 
Mayerthorpe, Alberta 
TOE 1 NO 


Positions open for RN's with degree and 
expenence: 


COORDINATOR, MEDICAL-SURGICAL 
NURSING 
COORDINATOR, PSYCHIATRIC-MENTAL 
HEALTH NURSING 


These positions involve curriculum development, 
staff development for nursing faculty assigned to 
these specific courses. Includes some teaching as 
well as participation on faculty committees, 


Qualifications: 
Good experiential and educational background; 
Master's degree and eligibility for licensure in 
Michigan. 


Salary dependent upon qualifications: excellent 
fnnge benefits. If interested, contact: 


Director 
Mercy Central School of Nursing 
220 Cherry Street S.E. 
Grand Rapids, Michigan 49503 
Phone:61
77
083 



 HEAlTH SCIENCES CENTRE 
r:st:I WINNIPEG, MANITOBA 


requires 


NURSING SUPERVISOR: 
EVENINGS AND NIGHTS 


The Heanh Seences Centr9. one 01 the continent's largest 
h9anh car9 laalities wilh 1300 beds. is Manitoba s pnncipal 
relerral ins
tutlOn lor complex health problems and lhe 
ProVInce's major hosprtal lor taachlng and r9search. n is 
centrally located In Winnipeg. Manrtoba's largest oty with a 
populatIOn of 600.000 people, whIch is Internationally known 
for its cuttural. sports and recreational actIVIties. 


Qualillcalions; 
Member in good standing with the PrOVIncia' Nurses' 
ASSOCIa
on 
MInimum of five years nursing expenence in 
MedicaJ-Surgical areas wrth one year Head Nurse or 
comparable administrative responslolitles. 
Unl""rslty credts in Nursing AdmmistratlOn desIrable. 
Responslbllilie.; 
To be responsIble and accountable lor the nurSing 
admnlStration, evenings/nights, lor approximately 150 
patIents In an acute care teaching and research lacility 
To plan and Implement nursing care and penodicaJly 
BIIaluate sarna. 
To support. drect. analyze and BIIaluatelhe 
performance of nursIng personnel. 
. To parllopale.n educabonal programs and utilizatIOn 
studies In Interåsopllnary tearn relationshIps. 


Salary: 
Commensurate with expenence and credentl8is. 


Interested applicants may apply in writing to: 


Maneger Employment & Training 
Health Sciences Centre 
700 William Avenue 
Winnipeg, Manitoba 
R3E OZ3 


The Regional Municipality of Waterloo 
requires a 
DIRECTOR OF NURSING 


at the Sunnyside Home for the Aged 


Duties: 
Reporting to the Administrator, this position is 
responsible for nursing services. To establish 
methods and procedules and develop staff 
training programmes in the maintenance of a 
high level of care for residents. 


Qualifications: 
A graduate from an approved School of 
Nursing and currel1tly registered In Ontario. 
Several years previous experience in nursing 
service administration. 


Salary Range: 
$18,146.00 to $22,681.00 per annum 


We offer a comprehensive benefit 
programme including a Dental Plan. 


Please reply in writing to: 


Mr. R. Dick 
Regional Municipality of Waterloo 
8th Floor, Marsland Centre 
20 Erb St., W. 
Waterloo, Ontario 
N2J 4G7 
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5 
$12,000 Annually 
Minimum Starting Salary After 90 Days 
In Houston,1èxas 
At the "New" I-Ios}jtal 


IMMEDIATE VACANCIES 


Hermann Hospital, located In the famed Texas Medical 
Center, is the primary teaching facility for the University of 
Texas Medical School at Houston. We are growing from 
500 to 1,000 beds - creating career opportunity in 
PRIMARY NURSING at all levels and in all specialties. 
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Learning is a part of the job at Hermann with inservice 
education programs and 6 months internship for new 
graduates, all designed to broaden the scope of medical 
education. 
Hermann offers many attractive comprehensive benefits; 
plus: 
· Relocation assistance available. 
· One month free rent. 
· Free shuttle bus service. 
· Tuition reimbursement. 
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Join the "LIFE FLIGHT" Hospital 


.
 .(. .-.. ;,;,H.. 


Discover Houston. . . a city with an unlimited future. A city 
alive. We are now the 5th largest city in the U.S. and still 
growing. Discover nonstop nightlife; culture; sports. 
Discover year round recreational activities on nearby 
beaches, inland lakes and rivers - all an easy drive away. 
Discover lower cost of living and no local or state income 
taxes that make it more than comfortable to pursue your 
profession. 
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If you have a specialty, 
Hermann Hospital has a 
place for you: 19 operating 
room suites, Renal Trans- 
plantation, Psych. Neuro, a 
Children's Center, Ortho- 
pedics, Opthalmology, 
Pediatrics ICU, Neonatal 
ICU, Bum Unit, and Oncology. 
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For more information about 
Hermann Hospital, write or 
call Ms. Beverly Preble, 
Nurse Recruiter, 1203 Ross 
Sterling Avenue, Houston, 
Texas 77030. (713) 797-3000 



 


'
t;u"".:,...,...' 
;;. to.... 


Hennann 
Hospital 


.
 
. 
 .f4 

 =I 


,',.. . 


1} .. . "Y 
 


- 


.. 



 
(}"'E OF C-1.p 
v <!' 
. . 
.:. 
 
::t: ::. 

 ::::J 

 
 
. ;'-s. .;.,'" 
C"RE cO' 


râ' 


á

. ,
, 


AN EOUAL OPPORTUNITY EMPLOYER M F. 


o 



60 


The Canadian Nurse 


+ 


Associate 
Executive Director 


Once a Nurse. . . 
Always a Nurse 


Applications are invited for the position of 
Associate Executive Director, Canadian 
Nurses Association, Ottawa. 


Whether you're a practicing R.N. or just 
taking time out to raise a family, you can 
serve your community by teaching lay 
persons the simple nursing skills needed 
to care for a sick member of the family at 
home. 
Red Cross Branches need 
Volunteer Instructors 
to teach Red Cross Health 
in the Home courses. 


Candidates must be members of the 
Canadian Nurses Association, have a 
master's degree or eqlivalent and have at 
least five years' administrative 
experience, Bilingualism an asset. 


Volunteer now as a Red 
Cross Instructor in your 
Community 
For further information, contact: 
National Coordinator 
Department of Health 
and Community Services. 


Interested applicants are asked to submit 
their curriculum vitae, in confidence, to: 


Executive Director 
Canadian Nurses Association 
50 The Driveway 
Ottawa. Ontario 
K2P 1E2 


The Canadian 
Red Cross Society 


95 Wellesley Street East 
Toronto. Ontario. M4Y 1H6. 


MANITiJBA 


CIVil SERVICE COMMISSION 


Director, Staff Development, Nursing 
The DEPARTMENT OF HEALTH & SOCIAL DEVELOPMENT, Mental Health 
Services, Brandon Mental Health Centre, requires a person to be responsible for 
assessing and identifying staff education needs; developing, coordinating and 
implementing programs in staff development programs in Mental Health under 
general direction of Nursing Administrator. 
Baccalaureate in Nursing with Psychiatric Nursing experience. Specialization in 
Nursing Or Adult Education desirable. Must hold valid Manitoba Licence. 
Salary Range: $15,578 - $19,076 per annum (UNDER REVIEW) 
Apply in writing referring to #519 immediately. 


In-Service Educator 
The DEPARTMENT OF HEALTH & SOCIAL DEVELOPMENT, Mental Health 
Services, Brandon Mental Health Centre. requires a person to be involved in 
in-service education programs for nursing staff. Emphasis will be on human 
resource development in progressive Mental Health Delivery Services. 
Bachelor of Nursing with Psychiatric Nursing specialization preferred. Valid 
Manitoba licence. R.N. or R. P.N. with post basic nursing education and psychiatric 
experience considered. 
Salary Range: $13,543 - $16,330 per annum (UNDER REVIEW) 
Apply in writing referring to #521 immediately to: 
Civil Service Commission 
340 - 9th Street 
Brandon, Manitoba 
A7 A 6C2 


August 1977 


Head Nurse 


To be accountable for nursing care 
and administration of a 40-bed 
surgical unit in a progressive nursing 
service. B.Sc.N. preferred, but willing 
to consider applicants with 
experience, educational 
qualifications and personal qualities. 
A full range of benefits together with 
pleasant facilities and competitive 
salary is also offered. Position 
available November 1977. 


Please write to: 
Personnel Director 
South Waterloo Memorial Hospital 
Coronation Boulevard 
Cambridge, Ontario 
N1 A 3G2 


Applications for the 
position of 
Supervisor 
Operating Room and 
Recovery Room 
are now being accepted by this 
300 bed fully accredited hospital. 
We offer an active staff 
development programme. 
Salaries and fringe benefits are 
competitive, based on 
educational background and 
experience. Temporary 
accommodation available. 
Apply sending complete 
resume to: 
The Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6 


DIRECTOR OF NURSING 
Mills Memorial Hospital 
Terrace, B.C. 
Applications are invited for the position of 
Director of Nursing for a progressive, recently 
expanded 103 bed Regional Hospital. 
The Hospital offers a full range of consultive 
staff, acute facilities. intensive care and 
psychiatry. 
The hospital is located in the mountainous 
Pacific Northwest and offers an impressive 
range of outdoor and indoor recreational 
facilitieE. 
Qualifications 
Applicants should have administrative 
experience with preference given to a BSC or 
masters degree in nursing. 
Salary - negotiable 
Please apply to: 
The Administrator 
Mills Memorial Hospital 
4720 Haugland Avenue 
Terrace, British Columbia VaG 2W7 



Assistant Director of Nursing Services 
for the 
Capital Regional District Community Health 
Service 
Victoria, B.C. 


Salary: $2189 per month (single rate) 
In cooperation with the Director of Nursing Services to plan. organIZe, and control a 
diversified program of pub
c health and home care n ursing services provided to the 
residents of the Capital RegIOn. As a member of a management team the Assistant 
DIrector of Nursing Services will playa key role in planning and cleveloping special 
nursing programs. assisting supervisory nursing personnel with the Implementation 
of such programs and providing information regarding the nature of nursing services 
to various community groups and other health and welfare agencies within the 
community. The successful applicant will also be reqUIred to assist with the 
day-to-day administratIOn of a colledrve agreement covenng approxinatety 
one-hundrecl (1 (0) public health and registered nurses, participate in contrad 
negotiations on a regular basis. assist with personnel seledion. clevelop and foster 
In-service and continuing education programs for nursing staH. 
The successful applicant will be reqUIred towor\( with a good cleal of independence, 
be innovative and capable of making decisions with a high degree of objedivity while 
developing and maintaining good wOr\(ing relationships with all health clepartment 
personnet and representatives of various community agencies. 
Applicants should possess a Master's degree in Nursing with a major emphasiS on 
community health nursing and administration. Preference will be given to those 
applicants with a mininum of six (6) years plblic health nursing experience in more 
than one area, and of which. at least four (4) years have been at a responsible 
sLPervisory level. Applicants with a Bachelor's degree in Nursing combined with 
considerable previous supervisory experience will also be considered for 
appointment to th is position 
Canclidales should be registered or eligible for registration in B.C. and possess or be 
capable of acquiring a B.C. Criver's Licence 


Written applications giving details of education, training and work experience 
together with appropriate character references will be received by the 
Personnel Administrative Assistant, Capital Regional District, P. O. Drawer 
1000, Victoria, B. C. vaw 256 at the earliest possible data. 
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Make ,'ourself at home 

 
in Philadelphia... 


Art. History. Good restaurants and theatre. 
Universities. An active social life. They're 
all here in Philadelphia. And so are we. 
Temple University Hospital serves a large 
urban community in the midst of the city. 
It's a teaching hospital where a nurse can - . - , 
really get involved. At Temple, a nurse's 
life is anything but routine. And your life 
after hours? That's up to you. a ' -... 
So if you're lookmg for a place to call 1 
home, consider Temple. We're now . 
,..'"'""
 
offering a Nurse: Internship Program for 
t 
those nurses with no more than six .-z.. _... 
months' clinical experience. It ;; 

L..= ; r;' 
enables you to meet your 6 
month clinical requirement for 
transfer to Special Care 
Units while you are working. ::. _ 
Get in touch with f 
Ms. Judy May, Temple 
University Hospital, 3401 North 
Broad Street, Philadelphia, Pa. 19140. (215) 
221-3152. We're an equal opportunity employer. 


Temple University Hospital 



 


international nursing opportunities 


If you have an adventurous spirit and have 
ever thought of living and working in another 
country, you may want to contact us. 
A WORLD OF OPPORTUNITY 
MAY BE AWAITING YOU! 
At present there are two areas you may want 
to consider-locations where Canadian RN's 
are known and highly respected for their con- 
tributions in Nursing. 
SAUDI ARABIA: The King Faisal Specialist 
Hospital and Research Centre in Riyadh, 
Saudi Arabia-a modern 250 bed specialty 
health center. Positions available (on 25 
month contracts) for general and specialty 
acute-care staff nurses. 
UNITED STATES: Various locations in several 
states are available-or will be in the near 
future. Facilities may vary from small com- 
munity hospitals to major metropolitan medi- 
cal centers. 


.. An International Subsidiary of 
Hospital Corporation of America 


. Qualifications and requirements vary with 
each location: 
-Minimum for Saudi Arabia: R.N. License, 
3 years current acute-care hospital ex- 
perience 
-Minimum for U.S. locations: R.N. License 
and eligibility for U.S. state licensure, 1 
year experience preferred. 
. Salary and benefits are competitive and 
dependent upon location, hospital, position, 
and qualifications. 
If you meet minimum requirements and think 
you may be interested, why not write us for 
more details? 
Please forward professional resume (indicate 
location preference i.e., Saudi Arabia or 
U.S.A.) to: 


Miss Marion l. Mullin, R.N. 
International Representative 
Hospital Corporation International. 
One Park Plaza 
Nashville, Tennessee 37203 
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ASSOCIATION OF REGISTERED NURSES OF 
NEWFOUNDLAND 


STAFF DEVELOPMENT CO-ORDINATOR 


Nursing Practice Advisor 


Applications are invited for the position 01 Nursing Practice Advisor. 


Required for St. Anthony's General Hospital, The Pas. a health 
complex consisting of a 112 bed hospital, a 72 bed personal care 
home and 32 bed detoxification and rehabilitation unit. 


Qualifications: 


Responsibilities include planning, organizing, co-ordinating and 
directing all aspects of in service education and training for the 
health complex. 


. Degree in Nursing, preferably at the Master's level 
. Registered, or eligible for registration, with the Association of 
Registered Nurses of Newfoundland 
. Knowledgeable about the organization of the Nursing Profession 
. Should be prepared and have experience in nursing practice, 
especially in the development and implementation of standards 


Qualifications should include several years of experience in a 
health facility, preferably as a nurse. Experience in organizing 
and implementing training programs is desirable. 


Salary: 


Negotiable, depending on qualifications and experience 


Please forward complete resume to: 


All replies confidential 


Personnel Director 
St. Anthony's General Hospital 
Box 240 
The Pas, Manitoba 
R9A 1 K4 
Telephone: 204-623-6431 


Applications to be forwarded to: 


Executive Secretary 
Association of Registered Nurses 
of Newfoundland 
P.O. Box 4185 
St. John's, Newfoundland 
A1C 6A1 


The following positions are available now for a 450 bed active treatment hospital situated in a 
year-round recreational area: 


1. 


PATIENT CARE CO-ORDINATOR 


The Patient Care Co-Ordinator is responsible to the Director of Nursing Services for the daily administration of 
selected patient care areas. 


The successful applicant must be eligible for registration in the province of New Brunswick. Post Basic 
Preparation preferred. Minimum of 5 years experience in a supervisory capacity. 


Salary: $1,089.00 - $1,219.00 per month 
(allowance for post basic preparation). 
Excellent fringe benefits. 


-----------------------------------------------------------------------------------------------------------... - ------------------------------------------------------ 


2. 


RN-INSTRUCTOR-GN5 
STAFF EDUCATION 


Qualifications: Eligible for registration in New Brunswick with practical experience in hospital work. Bachelor of 
Education or Baccalaureate degree in Nursing. 


Salary: $1,089.00 - $1,219.00 per month 


The purpose of the job is to plan or implement workshops, courses, and programs related to staff orientation and 
education under the direction of the Director of Staff Education. 


------------------------------------------------------------------------------------------------------------ - --------------------------------------------------..---. 


On any of the above positions - please apply in writing with a complete resume: 


Employment Manager 
Saint John General Hospital 
P.O. Box 2100 
Saint John, New Brunswick 
E2L 4L2 
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Notice 
WHO Fellowships 
1978 


Director of 
Nursing: $21,306 - $26,943 


The World Health Organization allocates each year a small 
number of fellowships to Canadian Health Wori<ers. Awards will 
cover per diem maintenance and transportation. The fellowships 
are used to provide short programs of study abroad of 
approximately 2 to 3 months' duration. 


Duties: You will be required to direct and supervise nursing 
service programs for a 510-bed facility of which 300 beds are in 
the Oak Ridge Maximum Security Unit. 


Canadian citizens engaged in a professional capacity in 
operational or educational aspects of health care are eligible to 
apply. Ineligible are wori<ers in pure research, undergraduate and 
graduate students and applicants more than 55 years of age 


Qualifications: Nursing registration or proof of eligibility in the 
Province of Ontario; post-graduate course in nursing 
administration or Hospital Administration. B.Se.N. preferred; 
many years of responsible and varied nursing experience, with at 
least 3 at the supervisory level. Ability to maintain high standards 
of morale and nursing care. Ability to organize work and discipline 
staff. Knowledge and experience in Maximum Security desirable. 


Applicants will be rated and chosen by a selection committee on 
the basis of their education and experience, the field of activity they 
propose to study and the intended use of the knowledge gained 
during their fellowship upon return to this country. Final 
acceptance will remain the responsibility of WHO. 


Please submit application by Sept. 7,1977 to the Personnel 
Officer, Mental Health Centre, Penetanguishene, Ontario, 
LOK 1 PO. 


Projects should be submitted for October 31, 1977. 


This position is open equally to men and women. 


Requests for information should be directed to: 


International Health Services 
Brooke Claxton Building 
Tunney's Pasture 
OTTAWA, Canada 
K1A OK9 


@ 


Ontario 


Ontario 
Public Service 


(i1r Hô
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Hospital of Eastern Ontario 
,;:)::.:.;tï:::::::::
:-.x:::.=:
 
enfants de I'est de l'Ontario 


THE CHILDREN'S HOSPITAL OF EASTERN ONTARIO 
REQUIRES A 
DIRECTOR OF NURSING 


A new 300 bed paediatric teaching hospital in the Nation's Capital offers a challenging opportunity for a nurse with experience in paediatric nursing. 


Preference will be given to bilingual applicants prepared at the Master's level who have a minimum of 5 years' experience in paediatric nursing 
including a background in administration and teaching. 


The successful applicant will assume responsibility for the management and operation of the Nursing Department as well as the Education and Ch
d 
Study, Child Ufe and Volunteer Departments. 


He/She will perform the activities of planning, organizing, directing and controlling the departments' physical, financial and human resources in 
accordance with departmental and hospital objectives, policies and standards. 


The Director of Nursing will be an active Member of the Hospital Management Team and will have the opportunity to contribute to and participate in the 
formulation of recommendations affecting the development of hospital policies. 


Interested applicants may submIt a resume in confidence to: 


The Executive Director 
Children's Hospital of Eastern Ontario 
401 Smyth Road 
Ottawa, Ontario 
K1 H 8L 1 
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.. .in Canada's 
Health Service 


Medical SCf\ ice
 Branch 
of the Department of 
National Hcalth and Welfare emplo

 some 900 
nurses and the demand grows eve!} day. 
Take the North for example. Communit
 Health 
Nursing is the major role of the nurse in bringing health 
sef\ices to Canada's Indian and Es"-imo people
. If 
ou 
have the qualifications and can carry more than the 
nonnalload of responsibilit)... \\h) not find out more? 
Hospital NUf';es are needed too in some areas and 
again the North has a continuing demand. 

Then there i
 Occupational Health Nursing v.hich in- 
cludes counselling and s()me treatment to federal public 
servants. 
You could wor"- in one or all of these Meas in the 
course of your career. and it is possible to advance to 
senior positions. In addition. there are educational 
opportunities such a
 in-sef\ ice training and 
ome 
financial support for educational leave. 
For further infonnJtion on an)'. or all. of these career 
opportunities. please contact the Medical Services 
office nearest you or write to: 


!,........., 
I I Medical Services Branch I 
Department of National Health and Welfare 
I Ottawa. Ontario K1A OL3 
I I Name I 
I Address I 
I City Pro\! I 
I . . Health and Wellare Sante et Bien-etre social I 
Canada Canada 
I'........, 
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Designer's Choice 
A name that speaks for itself 
A. Style No 49226 - Skirt suit. Sizes: 3-15 
White, Robin: about $28.00 
B. Style No. 49273 - Jumpsuit. Sizes: 3-15 
White, Slue: about $32.00 
Fabric: "DESIGNER'S RIS" - 1 00% textured Dacron' polyester warp knit 
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New Fluvar 
Bivalent Influenza Vaccine 


The National Advisory Committee on Immuniz- 
ing Agents recommends that a bivalent (A/Victoria/ 
3175-hke and B/Hong Kong/5/72-like) inactivated 
influenza vaccine be made availahle for use in 
Canada for the 1!n7-1978 influenza season. 
A/Victoria strain, in particular, has caused 
many deaths worldwide since it was first identified in 
1975. In anticipation of Canada's need, Connaught 
will no\v provide Fluval, a high quality, bivalent 
influenza vaccine. 
Fluval is designed for those most v11lnerable to 
the complications of flu: the elderly, the debilitated, 
the diabetic and those with chronic cardiac, pulmo- 
nary and renal disease. It c
n also be used for other 
groùps or individuals in essential services for whom 
influenza vaccine may be desirable. 
Last year the demand for a vaccine with an 
antigenic content of A/S\vine flu virus was especially 
great. Conn aught was the major Canadian mmpany 
that supplied the vaccine to every province in the 


country. This year and in the years to come, Canada 
can continue to depend on Connaught to fill its need 
for protection against flu viruses. 
With Fluval, Connaught expands its wide range 
of immunizing agents to include a readily availahle 
and competitively priced vaccine for today's most 
prevalent influenza strains. 
Supplies of Fluval will be available in time to 
meet the expected demand for flu immunization. 
New from Connaught 
Fluval™ 
In keeping with our tradition of 
professional responsiveness. 


æ Connaught Laboratories 
1755 Steeles Avenue West 
Willowdale, Ontario, Canada M2N 5T8 
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The " 
 " signature on the garment is the symbol that you are wearing 
the most exclusive designs in our White Sister collection. 


""" 


A. Style No. 49320 - Skirt suit. Sizes: 5-15. 
Royale W/S Impact - 100% textured Dacron" 
polyester warp knit. White, Blue: about $30.00 


White 
Sister 


B. & C. Style No. 9872 - Pant suit. Sizes: 6-16 
Royale Seersucker - 100 % woven polyester. 
White, Mint: about $39.00 


Available at leading department stores and specialty shops across Canada 
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The official journal of the Ca
adian 
Nurses Association published 
monthly in French and English 
editions. 
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The two smiling faces on our 
September cover belong to Jean 
Bates (ñght), nurse coordinator of the 
Tñ-Hospital Diabetes Education 
Centre in Toronto, and to Jean Smith, 
a patient at the centre. For more on 
Tridec and on other aspects of patient 
care and education as they relate to 
diabetics of all ages, see this month's 
three-part feature that begins on 
page 14. 
Cover photo courtesy of Tom Burns, 
Medical Photographer, Women's 
College Hospital, Toronto. 


The views expressed in the articles 
are those ot the authors and do not 
necessalily represent the policies of 
the Canadian Nurses Association. 


ISSN 0008-4581 
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Indexed In Inlernatlonal NurSing 
Index. Cumulative Index to Nursing 
Litelature Abstracts of Hospital 
Management Studies. Hospital 
Literature Index. Hospital Abstracts, 
Index Medicus. The Canadian Nurse 
is available In microform Irom Xerox 
Univelsity Microfilms, Ann Arbor, 
Michigan, 48106. 


The CanadIan Nurse welcomes 
suggestions lor articles or unsolicited 
manuscripts. Authors may submit 
finished articles or a summary 01 the 
proposed content. Manuscripts should 
be typed double-space. Send original 
and carbon. All articles must be 
submitted fOl the exclusive use 01 The 
Canadian Nurse A biographical 
statement and return address should 
accompany all manusclipts. 


A Canadian Nurses AssoclallOn, 
t::f 50 The Driveway, Ottawa Canada, 
K2P 1 E2. 


Subscription Rates Canada: one 
year. 58.00; two years. $15.00. 
FOleign: one yeal, $9.00; two years. 
517.00. Single copies: $1.00 each 
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payable to the Canadian Nurses 
Association. 
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SOME STYLES ALSO AVAILABLE IN COLORS.. . SOME STYLES 3'/2-12 AAAA-E, ABOUT 26.00 to 37.00 
For a complimentary pair 01 whita shoelacas, loldar showing all tha smart Clinic styles, and list 01 stores selling them, write: 
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Fetal Monitoring 
As the author of the article 
advocating fetal monitoring for all 
women in labor (Fetal Monitoring, 
Why Bother? March, 1977), I feel I 
must reply to several ofthe statements 
in Elaine Carty's letter (Input, July, 
1977). 
First of all, Carty cites a study 
which compared the outcomes in 
labors which were monitored 
electronically with those which were 
monitored through auscultation of the 
fetal heart every 15 minutes in the first 
stage and every 5 minutes in the 
second stage of labor (The Evaluation 
of Continuous Fetal Heart Rate 
Monitoring in High Risk Pregnancy, 
Haverkamp, A., et aI., Am. J. Obstet. 
Gynecol., June 1, 1976). It is true that 
the authors found no 
significant difference in perinatal 
mortality 01 morbidity; however, they 
admit to difficulties in deciding how to 
evaluate morbidity. They followed the 
hospital course of each infant for 72 
hours aftel birth; mOlbidity was 
determined according to the following 
criteria: need fOl neonatal intensive 
care, seizures, lethargy, diarrhea, 
poor feeding, jaundice, and antibiotic 
treatment for documented sepsis. 
This was obviously not a longitudinal 
study. What about long-term problems 
(i.e. cerebral palsy, mental 
retardation, visual, auditory, and 
perceptual difficulties) which may not 
become apparent until much later in 
the child's ite? There are other 
limitations to this study; these are cited 
by the authors themselves and by the 
distinguished experts who critique it in 
the pages immediately following the 
article. 
Secondly, while I agree with Carty 
that lying on one's back is a bad way to 
labor (for both maternal and fetal 
reasons), I must point out that: 
e monitoring need not interfere with 
positioning (even if the patient is being 
indirectly monitored, the nurse simply 
adjusts the belts according to the 
position the patient takes), and 
e the woman in the photographs in 
my article is lying with the head of her 
bed elevated 30 0 . 
Thirdly, although I have worked in 
three major metropolitan delivery 
suites (each with over 2000 deliveries 
per year), I have never seen nurses 
auscultating fetal hearts every 15 
minutes on a routine basis. To do so 
would require a much higher 
nurse-patient ratio than hospital 
budgets will permit. Also, in order for a 
nurse to auscultate a fetal heart, the 
patient must lie on her back; this can 
produce fetal hypoxia and again, it is a 
poor way to labor. I agree 
wholeheartedly with the importance of 
the nurse's physical and emotional 
support through labor. The monitor 
should never be used as an excuse to 


decrease the amount and quality of 
nursing care; it is meant to improve 
care, not substitute for it. 
Fourth, there is no basIs for 
stating that fetal monitoring increases 
the level of maternal anxiety, let alone 
the incidence of fetal distress. 
Numerous authors, including Dr. 
Morton Stanchever (who critiqued this 
study) state that patients are 
reassured by the presence of the fetal 
monitor, probably because they 
realize that the babY's progress is 
being carefully watched. In my 
experience, patients and their 
husbands have been pleased to see 
their baby's heartbeat on the screen. It 
is the patient's right to have all 
unfamiliar procedures (including 
shave preps and enemas, as well as 
fetal monitoring) explained to her, so 
that she understands what is being 
done and the reaSons for it. 
Furthermore, there is no need for the 
patient to have to listen to the sound of 
the fetal heart - electronic monitors 
have volume controls which can be 
shut off without interfering with the 
transmission of the fetal heart pattern 
onto the recording paper. 
Finally, I am concerned that the 
fetal monitor is becoming a 
scapegoat. There is a great deal 
wrong with so-called "modern 
obstetrical care." Consumers and 
nurses alike are worried about 
depersonalization of care, lack of 
patient participation in 
decision-making during the 
childbearing cycle, overuse of 
oxytocics and anesthetics, and other 
interferences with the normal process 
of labor. The fetal monitor is being 
viewed as one more unnecessary, 
interfering gadget. As an advocate of 
the rights of the fetus to the best 
possible start in life, I hope that we can 
keep and improve upon what is good 
about modern obstetrical care 
(including fetal monitoring, prenatal 
education, and husband participation 
during labor and delivery) while 
working to eliminate the bad. 
- Ellen Hodnett, Lecturer, University 
of Toronto, Faculty of Nursing, 


She, shis and shim 
Language develops in ;;!. rational 
pattern to express what the human 
mind has to communicate. Language 
is slippery and intractable because it 
must not only serve man's expression 
of ideas, but it must assure the 
universal comprehensibility of the 
means used. One cannot apply logic 
to language and draw parallelisms. 
For example, if the masculine 
pronouns are he, his and him; one 
cannot say the feminine pronouns are 


she, shis and shim. Similarly, if the 
plural of mouse is mice, the plural of 
house is not hice, Words also have a 
variety of meanings because they may 
be used to express a variety of 
actions, states or concepts. Raise and 
raze are pronounced the same but 
have opposite meanings. 
There is also a tendency to 
confuse sex with gender. They are not 
interchangeable terms. Many times 
they coincide but not always. For 
example, in Latin the word for sailor is 
nauta, feminine gender. In German. 
neuter gender denotes a child, das 
Kind, a girl, das Madchen, and a 
horse, das Pferd! Similarly in English, 
reference pronouns need not follow 
sex. In French, the gender of the 
pronoun is determined by the gender 
of the noun, for example sa mère 
means his or her mother. 
Of late there have been attempts 
to impose on language violations and 
falsifications of its linguistic patterns 
and order. A case in point is the 
neologism "Chairperson" to 
distinguish the sex of the presider. 
This is an absolute misreading of the 
term. Chairman is a combination of 
two words: chair and man. 
To use chair is not so much a 
word as a figure of speech called 
metonymy. This is where an 
associated word is used to express an 
attribute. For example, we say 
"crown" to mean "state", the "bench" 
to mean the law, and we use "the 
chair" to mean authority, because the 
presider at a meeting sat on a platform 
or dais. Similarly, the term man (in 
chairman) does not mean a male, but 
the wielder, from the old English verb 
MANNIAN, to handle or wield. The 
origin probably stems form the Latin 
manus. Therefore, the term chairman 
means "the wielder of authority". To 
say chairperson is to indulge in 
meaningless expression. Proof of the 
matter is the term used to denote a 
very able handling of a meeting, good 
chairmanship. In like vein, oars are 
manned, whether they are operated 
by men or women. The wielders are 
oarsmen, and agood performance is 
good oarsmanship. Oarpersonship 
would be both meaningless and 
absurb. 
It is disturbing to attend nationa! 
or international meetings presided 
over by educated women who call 
themselves chairpersons. According 
to Webster, among other meanings a 
person is "a human being as 
distinguished from an animal orthing" 
or "an inferior human being". 
Compared to that definition wouldnl 
women wish to be chairmen, wielders 
of authority? 
-Ella MacLeod, director, Public 
Health Nursing Division, Department 
of Health, PEl. 
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Better working 
conditions for nurses 


A new Convention aimed at creating 
better working conditions for nurses 
has been adopted by the International 
Labour Organisation. 
The Convention calls for national 
policies, within general health 
programs, designed "to provide the 
quantity and quality of nursing care 
necessary for attaining the highest 
possible level of health for the 
population." 
In particular, the Convention 
states that ratifying countries must 
take measures to provide nursing 
personnel "with education and 
training appropriate to the exercise of 
their functions and both employment 
and working conditions which are 
likely to attract people to the 
profession and keep them in it." 
The Convention was adopted by 
government, employer and worker 
delegates from 126 ILO member 
countries. The delegates were 
participating in the 63rd Session of the 
International Labour Conference in 
Geneva, Switzerland. last June. 
Discussion at last year's session 
concluded with agreement for a 
Recommendation only. But a workers' 
proposal at this year's session got 
enough support from government 
delegates for the adoption of a 
Convention - a legal agreement 
designed to enable nurses "to enjoy a 
status corresponding to their role in 
the field of health." 
Ratification of the international 
agreement would enable nurses to 
make a larger contribution to health 
care in their countries. 
Nurses, known traditionally for 
their patience and sense of duty, have 
recently gone on strike in several 
countries in defence of their 
occupational, moral and economic 
interests. 
Drafted in collaboration with the 
World Health Organization, the ILO 
Convention will try to ease the crisis in 
the profession with guidelines for 
better pay, shorter working hours and 
job satisfaction. 
The Convention calls for 
partiCipation of nursing personnel in 
the planning of nursing services, and 
for consultation with nurses on 
decisions concerning them. 


"Settlement of disputes concerning 
terms and conditions of employment 
should be sought through negotiation 
between employers' and workers' 
organizations. This can be 
accomplished only through 
independent and impartial machinery 
such as mediation, conciliation and 
voluntary arbitration." 
The Convention states nurSing 
personnel should enjoy conditions 
which are, at the very least, equivalent 
to those of other workers in their 
country. This includes hours of work, 
weekly rest, paid annual holiday, 
educational leave, maternity leave, 
sick leave and social security. 
Delegates to this year's session 
also adopted a Recommendation 
concerning employment and 
conditions of work and life of nursing 
personnel. The Recommendation 
covers a wide range of problems that 
confront nurses in our modern health 
care system; education and training, 
career development, remuneration, 
working time and rest periods, 
occupational health protection, social 
security and international 
co-operation. "Only through 
co-ordinated action in each of these 
areas can conditions of nursing 
personnel be improved in a lasting 
way'" 
Of special interest is the provision 
in the Recommendation by which 
nurses would be able "to claim 
exemption from performing specific 
duties, without being penalized, where 
performance would conflict with their 
religious, moral or ethical 
convictions." This is the first time such 
a "conscience clause" has appeared 
in an ILO agreement. 
The Recommendation also 
states that: 
. National legislation "should 
prescribe the basic requirements 
regarding nursing education and 
training" and provide fOl its 
supervision. 
. Continuing education and 
training, both at the workplace and 
outside, should be an integral part of 
the training program. 
. National legislation should "limit 
the practice of the profession to duly 
authorized persons." 
. Nurses should be able to 
participate in any decisions which 
involve either their profession or 
national health policy in general. 


. Normal daily hours of work should 
be continuous and not exceed eight 
hours. In any case, the working day, 
including overtime, should not exceed 
12 hours. 
. The weekly rest period should, in 
no case, be less than 36 uninterrupted 
hours. 


A conference for 
supervisors 


Twenty-two evening and night 
supervisors from eight hospitals in the 
Sydney, N.S. area met recentlyforthe 
first time to discuss their common 
problems and share their ideas and 
experiences. 
Members at the Sydney 
conference talked about several 
problems that hold high priority for 
them, including improvement of 
communication among medical staff 
administration and nursing so that 
policies are clear and ensuring the 
proper use of "Emergency" beds. 
At the end of the one-day 
meeting, a number of 
recommendations were made by 
those attending. Among these were: 
. that supervisors continue to meet 
as a group every fouL months to 
continue discussions; 
. that they elect an executive and 
appoint a representative from each 
hospital; 
e that as a long-term goal they plan 
to organize all evening and night 
supervisors on a provincial basis; 
. that they arrange annual or 
semiannual conferences to include 
supervisors, administrators and 
directors of nursing; 
. that they organize a 
Medical-Nursing Liaison Committee; 
e that the Coordinator prepare a 
draft position paper (for review by 
participants) which would emphasize 
the need for concise written policies in 
hospitals. 
The meeting of supervisors was 
attended by Gladys Smith, president 
of the Registered Nurses Association 
of Nova Scotia, and Jean MacLean, 
Nursing Service Consultant, RNANS. 


NBARN holds 61 st 
annual meeting 


This year's annual meeting of the New 
Brunswick Association of Registered 
Nurses attracted approximately 250 
nurses and nursing students from 
around the province. NBARN's 
outgoing president Simone Cormier 
addressed the opening session of the 
two-and-one-half day meeting held In 
early June. 
Speaking about dissatisfactions 
in nursing today, Cormier said that 
more and more nurses are 
questioning the future of health care. 
"The madness of progress seems to 
affect the profession, and nurses 
worry about the quality of care 
provided. Could the dissatisfactions 
be a reaction to an inability to cope 
with the accelerating growth and the 
complexity of health services, or 
maybe the multiprofessional power 
structures in hospitals?" 
Cormier told the delegates that 
many nurses are still not aware and 
underestimate the importance of 
participating in the decision-making 
process. The uneasiness in the 
profession is a temporary growing 
pain that is essential if the profession 
is to keep growing, she said. "I also 
believe that our nurses will become 
more and more flexible and that they 
will unite to speak with one voice." 
During the business sessions, 
reports were submitted by the 
Executive Secretary, Registrar and 
the Nursing and Legislation 
Committees. The auditors' report was 
presented, the 1977 budget ratified 
and a total of 35 resolutions were 
presented and discussed by 
delegates. Approval was given to 23 
resolutions, some of which are: 
. to conduct a review of nursing 
home regulations 
. to encourage nursing homes to 
adhere to the defined role of the AN 
and the RNA 
. to establish a task force to 
identify the role and the needs of RNs 
employed in nursing homes, and 
provide support in setting up 
standards for those working in nursing 
homes and in education 
. to investigate ways of increasing 
the number of nursing hours for each 
level of care in nursing homes and 
altering the criteria which determine 
thAC::A IpVAlc:: _ 
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THE new ENCYCLOPAEDIA BRITANNICA 


You've heard about - - read about - - perhaps even seen the revolutionary new Britannica 3, more than a new encyclopaedia, a 
complete home learning centre you and your family can use. NOW A V AILABLE TO YOU AT A SPECIAL GROUP DISCOUNT. 
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READY REFERENCE AND INDEX 
10 volumes of short entries and 
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hurry. Perfect for children's home- 
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KNOWLEDGE IN DEPTH 
19 volumes of the in-depth coverage 
that has made Britannica the world's 
finest reference work since 1768. 


OUTLINE OF KNOWLEDGE 
A one volume outline of all man's 
knowledge and your guide to the 
use of the all-new Britannica 3. 


With Britannica 3 in your home, children's homework gets done better, faster; parents find it easier to "look things up" to learn 
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ized reports on virtually any subject you may require. You can choose either the Heirloom or Regency Binding and select your 
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e to promote physical training and 
health education programs for school 
children 
. to promote more community 
health teaching programs on the CBC 
network 
e to place greater emphasis on 
health maintenance and promotion 
through increased monies available 
e to complete reassessment of 
NBARN's organizational structure 
. to clarify the roles and functions 
of the nurse in relation to other 
members of the health team. 
. to encourage employers to give 
priority to hiring New Brunswick 
graduates over new nursing 
graduates from other provinces 
e to promote a mandatory 
reporting law in New Brunswick on 
child abuse 
e to promote the Code of Ethics 
among nurses and students 
e to support the right of part-time 
nurses to the same privileges, 
inservice programs, salary increases 
and retroactive pay accorded full-time 
nurses. 
Keynote speaker for the program 
day of the meeting was Lorine Besel, 
Director of Nursing at the Royal 
Victoria Hosprtal in Montreal and 
assistant professor at McGill 
University School of Nursing. 
Speaking on the theme, Day of 
Concern for the Future of Health Care. 
she stressed the importance of 
nurS63' involvement in future health 
care planning. 
How nurses can be involved in 
planning IS the most basic and critical 
question, according to Besel. Only 
through involvement in future planning 
will nursing find answers to where it 
will fit if there are changes in health 
care delivery services, she said. Then 
nursing may be in a position to help 
decide the most rational proportions of 
hospital beds to ambulatory and home 
care services, and be able to direct 
educational programs to respond to 
those new nursing roles. 
Besel pointed out that if nursing is 
not involved in the planning stages of 
health care, it will endlessly be left to 
ad hoc responses. She told the 
delegates that in talking about a Day of 
Concern, "we are expressing 
anx ieties wh ich we as a profession are 
experiencing." These anxieties are 
partly due to the lack of involvement in 
health care planning, she said. 


Besel focused on external forces 
currently exerting pressures which are 
shaping the practice of the profession. 
She referred to three immediate 
concerns of nursing - unionism, 
consumerism and increasing 
government intervention. 
Although the future of nursing is 
confusing and unpredictable, Besel 
feels that it is also exciting. .. At one 
time our role was confined to hospital 
nursing and fairly uncomplicated. 
Today the very scope of possible 
activities to which a nurse's core sk.ls 
may be applied is one of our problems 
in planning for education, practice and 
research,"' she said. 
Newly elected members of 
NBARN executive are: President: 
Judith Oulton of Fredericton; First 
vice-president: Judy Mann of 
Campbelton; Second vice-president: 
Bonnie Hoyt of Fredericton; 
Secretary: Lucille Gaulton. 


Personality profiles 
reflect new maturity 


Nurses studying to become medical 
nurse practitioners in the U.S. show 
striking changes in their personality 
when compared with those of similar 
students a few years ago, according to 
an assistant professor and clinicaf 
chief of community health nursing at 
the University of Rochester school of 
nursing. Dr. Judith Sullivan studied 
medical nurse practitioners at the 
University of Rochester between 1972 
and 1976. The nurses, all experienced 
RN's, came from a wide variety of 
positions in the western New York 
region. 
Dr. Sullivan tested personality in 
terms of 15 personal needs. These 
needs, as evidenced by the responses 
to a large number of questions, were 
then ranked in order of importance in 
the makeup of the individual. 
The needs measured were 
achievement, deference, order, 
exhibition, autonomy, affiliation (the 
need to be loyal and to please), 
intraception (the need to analyze 
motives of oneself and others), 
succorance (the need to help relieve 
distress), dominance, abasement, 
nurturance, change, endurance, 
heterosexuality, and aggression. 


In 1972, says Dr. Sullivan, the 
predominant characteristics of the 
nurses tested conformed to the profile 
of nurses in general, as shown by 
extensive eartier studies. That is, the 
nurses tested showed the greatest 
need for endurance, deference, and 
order, with only one difference - they 
showed a greater need for change. In 
1973 and thereafter, the needs with 
the highest overall scores were 
heterosexuality, dominance, 
intraception, change, and 
achievement. The traits preViously 
ranked highest now ranked lowest. 
Dr. Margaret D. Sovie, associate 
dean for nursing practice at the 
University's Medical Center, 
commenting on the study, said, "The 
change in characteristics, as identified 
in Dr. Sullivan's research, reflects the 
growing maturity of the profession of 
nursing and its practitioners. These 
results are undoubtedly correlated 
with cultural as well as professional 
changes. ., 
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Canada recently adopted national 
standards for the application of CPR. 
"First on the list of people who have to 
be trained are those who work in 
critical care areas, " says Penny 
Jessop, R.N., coordinator of the 
Ambulance Training Program for the 
Ontario Ministry of Health, 
Ambulance Services Branch. "From 
now until 1980 target groups for CPR 
instruction will include doctors, 
nurses, respiratory technicians, 
ambulance attendants and firemen. .. 
Jessop (pictured below) was 
instructing and examining at a recent 
CPR course held in Ottawa's 
Algonquin Coflege. 
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If you 
hate to 
change 
dressings, 
change to . . . 
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Effective wound care without the bother 
of absorbent dressings. 
The Hollister Draining-Wound Management Sys- 
tem lets yOU: 
Examine the wound in seconds by looking right 
through the odor-barrier, fluid-barrier transparent 
film. 
Treat the wound by removing just the Access Cap. 
Assess and measure exudate without removing 
anything from the patient. 
!his unique alternative to absorbent dressings is 
Ideal for any wound where drainage is expected. 
For a welcome change from dressing changes, try 
th
 Hollister Draining-Wound Management System. 
Write today for free evaluation samples. You've got 
to see through it to believe it' 


Holbsrm 


Hollister Incorporated 211 East Chicago Ave. Chicago illinois 60611 
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NB RNAs set up 
separate organization 
New Brunswick's 2000 Registeled 
Nursing Assistants now have their 
own Act of Incorporation. Following 
study and amendments by the 
Corporations Committee of the 
Legislature, the Registered Nursing 
Assistants Act was passed on June 
16, 1977 and was expected to be 
proclaimed law within 60 to 90 days 
The major amendment to Bill 36 
revised the definition of the RNA. The 
nursing assistant is now defined as "a 
graduate of an approved school of 
nursing assistants who, being neither 
a registered nurse nor a person in 
training to be a registered nurse, 
undertakes the care of patients under 
the direction of a registered nurse or 
duly qualified medical practitioner, for 

ustodlal, convalescent, sub-acutely 
III and chronically ill patients, and who 
assists registered nurses in the care of 
acutely ill patients, rendering the 
services for which he or she has been 
trained." 
NBARN opposed the definition of 
nursing assistant contained in the 
original Bill on the grounds that it could 
jeopardize the quality of health care in 
the province by not assuring 
accountability of RNAs to the 
registered nurse, the person to whom 
they are responsible in the work 
situation. This objection, as well as 
other concerns, were voiced by 
NBARN representatives before a 
Corporations Committee meeting on 
May 26. The Association also 
presented a reaction paper on the 
proposed Act to members of the 
Committee. 
Another source of concern to 
members of the Corporations 
Committee was the resolution 
debated at NBARN's annual meeting 
con
erning the elimination of nursing 
assistant training programs. This 
resolution was subsequently defeated 
by the delegates attending that 
meeting. 
A meeting held later in June 
between representatives and legal 
counsel from the groups concerned 
revised the definition of the RNA to the 
satisfaction of both parties. The Act 
approved by the Legislature contains 
the amended definition which 
stipulates that the RNA works under 


the direction of an RN or a physician. 
Another amendment provides for the 
setting up of advisory committees on 
education requirements and 
standards of care. 
NBARN has had legal authority 
for registration, education and 
discipline of nursing assistants since 
1957. The new Act will transfer these 
powers to the Association of New 
Brunswick Registered Nursing 
Assistants (ANBRNA). NBARN staff 
members who have administered the 
legal responsibilities in the past will be 
meeting with ANBRNA reresentatives 
to arrange for the transition prior to 
proclamation of the Act. 
The incorporation of RNAs in 
New Brunswick.,as an independent 
body leaves only the Saskatchewan 
Registered Nurses' Association with 
legal jurisdiction over nursing 
assistants. 


Nursing fellowships 
offered 


Nursing fellowships for 1978 are being 
offered by the American Lung 
Association for graduate study in 
respiratory disease. The fellowships 
are offered to graduates of 
baccalaureate schools of nursing 
enrolled in an accredited graduate 
program in nursing and are directed 
towards those nurses seeking a 
career as clinical specialist, teacher or 
researcher in the care of patients with 
respiratory conditions. 
The fellowships are in the amount 
of $6,000. per year with the possibility 
of one renewal for a maximum of two 
years of support. Awards are limited of 
U.S. and Canadian citizens or holders 
of bona fide permanent visas for study 
in U,S. institutions. 
Completed application form 
must be received by April I, 1978. 
Address inquiries to: Marilyn Hansen, 
Consultant in Nursing, American 
Lung Association, 1740 Broadway, 
New York, N. Y. 10019. 
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eet Skipper, our dashing young deck shoe with 
skid-resistant deck sole and ship-shape fashion looks. 
Soft \\;1'hite glove leather with a perfect fit built into 
every lightV\'"eight pair. Skipper, the <if)a v . 
most comfortable shoe in the fleet. <iT i 
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For the individualist 
who happens to be in unifonn. 
Lowell Shoe, Inc., 95 BrIdge Street, Lowell, MA UlH52, U.S.A. Dept.G\9 
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NBARN brief on 
mental health services 


The New Brunswick Association of 
Registered Nurses has submitted a 
brief to the sub-committee of the New 
Brunswick Health Services Advisory 
Council studying mental health 
services in that province. A more 
detailed submission on the subject will 
be prepared by NBARN and 
presented during a provincial tour by 
the committee this fall. 
The three-member 
sub-committee, of which NBARN 
member Marianne Schwarz is a 
member, will present a preliminary 
report to New Brunswick Health 
Minister Brenda Robertson in 
September. An indepth report on the 
long-term aspects of mental health in 
New Brunswick will be presented at a 
later date. It is expected that NBARN's 
input into the Committee's 
investigation will be reflected in the 
report dealing with the long-term 
aspects of mental health services. 
The Association's preliminary 
submission to the sub-committee on 
mental health supports the upgrading 
of standards Of care for the mentally ill 
to equal the quality of care provided for 
those who are physically ill. Mental 
health services in New Brunswick 
must change greatly if this ideal is to 
be met, the submission states. 
The submission makes six 
recommendations, the major one 
stressing the urgent need for hiring a 
mental health and psychiatric nursing 
consultant at the government level. 
The other recommendations support 
the need for all forms of continuing 
education programs, a post-basic 
course in mental health and 
psychiatric nursing in 1978, 
coordination of mental health services 
to provide continuous care from 
hospital to community, establishment 
Of an "ideal unit" in each provincial 
hospital staffed by qualified RNs 
giving primary nursing care, and 
examination of basic nursing 
education programs with the goal of 
better preparation of nursing students. 
The submission also suggests that 
mental health services be 
regionalized, with each region 
responsible for the care of the 
mentally ill of the area; recruiting, 
preparing and maintaining required 


staff; and coordinating services that 
provide a high standard of care. 
One section of the submission 
refers to the contribution of ideas and 
comments from nurses. The 
overwhelming response representing 
the views of more than 275 nurses 
from around the province indicates the 
degree of concern about this aspect of 
health services. 
In responding to a question on 
why more RNs aren't working in 
psychiatric services, nurses spoke 
about inadequate and undesirable 
settings for clinical experience as 
students, and nurses being employed 
mainly for custodial care rather than 
being able to use their skills to the 
fullest potential. Other reasons cited 
for the lack of nurses working in 
psychiatric areas were listed as: 
· lack of continuing education to 
help nurses develop new attitudes, 
knowledge and skills in this field; 
e lack of direction and leadership in 
psychiatric nursing and mental health 
services in general; 
· a ratio of patients to professionals 
and non-professionals which does not 
permit the practice of quality nursing 
care; 
e lack Of receptiveness to new 
ideas and approaches by persons in 
positions Of authority; 
· nurses in positions of authority 
not always qualified academically or in 
experience for their leadership roles. 
NBARN's preliminary submission 
was prepared by Marilyn Brewer, 
part-time staff member, In 
consultation with NBARN's ad hoc 
committee on mental health and 
psychiatric nursing. Members of that 
committee are Ryllys Cutler 
(chairman) and Roberta Nevers, 
Fredericton; Jessie Baldwin, 
Campbellton; and Betty Poley, Saint 
John. 


Did you know... 
More than 30 states and territories in 
the USA now have legislation allowIng 
for the clinical practice of certified 
nurse-midwives (CNM), according to 
the American Journal of NUrsing. The 
two latest states to permit licensure of 
nurse-midwives are Alabama and 
Alaska. In addition, legislation is 
pending in Colorado and 
Massachusetts. 


New primary care centre 
opens in Montreal 


The Montreal General Hospital has 
been awarded a $1.4 million grant in 
order to establish a new 
interdisciplinary Centre for Advanced 
Studies in Primary Care. 
The Centre is to be a faculty 
development program in the 
Department of Family Medicine of 
McGill University. It will be 
Co-sponsored by all the family practice 
units of McGill and several other 
departments in the Faculty of 
Medicine. 
The grant was Provided by the 
WK. Kellogg Foundation of Battle 
Creek, Michigan. 
The new Centre's primary 
objective will be to provide an 
advanced academic program for 
family physicians and primary care 
nurses who already hold Or who will 
soon hold a university faculty position 
Doctors and nurses will be 
offered a two-year curriculum which 
will emphasize four broad areas of 
academic pursuit; investigative 
principles and practice, new teaching 
modalities, medical communications 
and a program development for health 
science institutions. Each student at 
the Centre will also participate in 
guided academic activities, which will 
include teaching, academic clinical 
practice and investigative projects 
with scholarly presentations. 
Graduates of the Centre will not 
necessarily receive a degree or a 
diploma. Anyone wishing to be a 
degree candidate at McGill will have to 
register with the University Faculty of 
Medicine and comply with its 
postgraduate residency 
requirements. 
The innovator, and designated 
director, of the Faculty Development 
Centre is Dr. Walter O. Spitzer. He is 
presently the Director of the Family 
Practice Teaching Unit at The 
Montreal General Hospital and a 
Professor of Epidemiologyand Health 
at McGill University. 
Dr. Spitzer has taught family 
medicine as well as epidemiology and 
biostatistics for many years and he 
brings considerable academic, as well 
as research experience, to the Centre. 
One of his foremost interests in the 
field has been research into improved 
primary health care services in 
r.................. 


Dr. Spitzer emphasized the 
Centre will act as the nucleus and 
catalyst for satellite teaching centres 
now being organized in remote rural 
areas of northern Quebec and New 
Brunswick. 
These outlYIng teaching units will 
include teaching teams made up of 
both family physicians and family 
practice nurses. Physicians and 
nurses from such satellite units and 
members of the McGill centre will 
rotate regularly to increase their 
mutual awareness of the challenges 
and demands of each area. 
The Centre will accept its first 
students in July, 1977. Once in full 
operation. it will accommodate from 
11 to 15 nurses and physicians. 
Founded by the breakfast cereal 
pioneer, WK. Kellogg in 1930, the 
Kellogg Foundation is among the five 
largest private philanthropic 
organizations in the United States. 
The Foundation supports programs in 
the areas of education, health and 
agriculture in the United States, 
Canada, Latin America, Europe and 
Australia. 


Health happenings 


A technique first developed to uncover 
flaws in the surfaces of industrial 
materials has been adapted to help 
uncover early scotiosis at low cost 
and without the need for highly-sk
led 
medical help. 
Essentially the technique is a way 
of throwing a series of '3-D' shadows 
on the back of the child being 
screened. If the spine is scoliotic, 
asymmetrical patterns are seen by the 
examiner at a glance. It is thought that 
this shadow technique is considerably 
more sensitive as a screening method 
than the bending test presently used in 
school screening tests. 


I 
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The percentage of Canadian 
non-smokers has increased steadily 
for 10 years to 53.9 percent from 47.2 
percent except among teenagers. In 
the last 10 years, teenagers have 
smoked more each year but the trend 
is now relatively stable. 
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.\1ARLOW: 
Textbook 
of Pediatric 
Nursing, 
New 5th Edition 
Marlow is the book nursing professionals 
everywhere know and trust for the complete cover- 
age of the nursing care needs of children from birth 
through adolescence. New illustrations, including 
color plates, and new topics such as Fetal Alcohol 
Syndrome, Genetic Counseling and the Nurse, Rape. 
Hypertension. and Reyes Syndrome make this new 
5th edition even more valuable to you 
By DorOlhy R. Marlow, AN. EdD. 927 pp About 395 ilL 
About $17.30. Just Ready. Order #6099-1. 
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RORlXSO.':: 
Psychiatric 
Nursing 
as a Human 
Experience, 
New 2nd Edition 
Well known and respected for ItS humane concerns, 
Psychiatric Nursing as a Human Experience has 
been substantially expanded and now offers totally 
new chapters on Human Sexuality. Psychosomatic 
Illness. Antisocial Personalities. Family Therapy, and 
Group Therapy. In addition. material on transac- 
tional analysis has been added throughout. and the 
excellent bibliographies have been thoroughly re- 
vised. 


By Lisa Robinson, AN. PhD. Univ. of Maryland School of 
Nursing: and School of Medicine, Univ of Maryland. 459 
pp. $1080 April 1977. Order #7621-9. 


Du GAS: Introduction to Patient Care. 
:-Jm\' 3rd Edition 
This brand new edition conta;ns additional material 
on the health care system, major health problems. 
and the role of the nurse. Entirely new chapters on 
Nursing Practice. Communication Skills. and Sen- 
sory Disturbances, more than 70 new photographs. 
and its considerably expanded glossary make this 
revision an even better text to learn the fundamentals 
of nursing. A Teachers Manual is available. 
By Beverly Witter Du G.s, RN. MN, EdD. formerly Nursing 
Consultant. Dept. of National Health and Welfare. Ottawa. 
686 pp. 218 ill. $14.00. June 1977 Order #3226-2. 
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ASPERHEI.\I & EISEXHACER: The 
Pharmacologic Basis of Patient Care, 
New 3rd Edition 
In this comprehensive revision you'll find much new 
data including expanded discussions of drug-drug 
and drug-food interactions. hyperalimentation, con- 
tent of the problem-oriented record and drug 
therapy, steroid drug therapy, and drug administra- 
tion to pediatric patients. Irs thoroughly up-dated. 
and A new Instructor's Guide is also available. 
By Mary K. Asperhelm, MD. Medical Univ. of South 
Carolina; and Laurel A. Eisenhauer, RN. MSN. Boston 
College School of Nursing. 565 pp. lIIusld. $11.60. 
April 1977. Order #1437-X. 



 
i pJ 
ro(d 

 
(}J' 


:=:. 


- 


WOOD & RA \180: Nursing SkiUs for 
Allied Health Services. 
:-Jew 2nd Edition 
Reorganized and thoroughly up-dated. this new 2nd 
edition gives explicit instruction in problem-oriented 
charting. patient rights. informed consent. care of 
the dying patient, methods of calculating the drip 
rate of intravenous infusion. and much more. For 
example. the section on care of the colostomy pa- 
tient now includes procedures used in changing 
disposable colostomy bags. the use of permanent 
stoma bags. and simplified irrigation procedures. A 
Teacher s Guide is available. 
Edited by Lucile A. Wood, RN MS. Director of Nursing. 
Bay Area Hospital. Coos Bay. Oregon: and Beverly J. 
Rambo, AN MN. Mount St. Mary s COllege. LA.: with four 
consul/ant writers. 752 pp. 500 ill. June 1977. 
Combined volume: $13.00. Order #9606-6. 
Two-volume set: $16.20. Order #9603/4. 
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TR-HOSP
L 
DIABETES EDUC
TION 
CENTRE: a cost effective, cooperative 
venture 


Elizabeth Laugharne, R.N. 
George Steiner. M.D. 


(Tridec) 


Health care expenditures in Canada account 
for a little more than seven (7.3) per cent of the 
gross national product, compared to 6.8 per 
cent in the United States and 4.8 per cent in the 
United Kingdom. ' 
In Ontario - where the population 
increased by almost one and a half million 
people in the decade between 1965 and 1975 2 
- health insurance costs during the same 
period skyrocketed from $350 million to close 
to $3 billion. 3 
Even before the introduction of the current 
austerity measures, intended to put a ceiling 
on continued annual increases, concern was 
being expressed by administrators and 
practitioners alike over the need to find more 
satisfactory long-term solutions to the twin 
problems of rising costs and increasing 
demands for services and facilities. 
In 1974, members of the Ontario Health 
Planning Task Force 4 recommended that the 
focus of health services be shifted from the 
traditional hospital setting to community 
settings more accessible to the public. They 
suggested that there should be a built-in 
capacity to encourage new methods of health 
care delivery and to test new programs. Other 
recommendations concerning regionalization 
of health care, increasing the number of nurse 
practitioners and improving utilization of the 
primary health care sector have caused the 
Ministry of Health in Ontario to give belated 
recognition to preventive aspects of medicine. 
Since then, more emphasis has been placed 
on ambulatory as opposed to in-patient care, 
and efforts have been made to amalgamate 
services, to convert active treatment beds to 
chronic beds, to share some services and to 
close other facilities. 
T ridec is an outgrowth of all these trends. 
The center recognizes the need of the diabetic 


and his family for adequate understanding of 
the nature of diabetes mellitus. 
. It reinforces the concept that, to achieve 
such a goal the diabetic has to assume an 
active and participating role; the physician and 
other health professionals are available to help 
him assume this responsibility. 
. Tridec provides a setting in which allied 
health professionals can update their 
knowledge of diabetes and improve their 
teaching skills. 
. Coupled with this is the desire to create a 
model for a shared physicians' service with the 
primary objective of health education. 


Staff and facilities 
Tridec is a cooperative venture of Mount 
Sinai, Toronto General and Women's College 
Hospitals - three downtown Toronto 
university teaching hospitals which serve a 
mixed socio-economic population 
representing many nationalities, most of 
whom do not regard English as their first 
language. 
Host for the project is Women's College 
Hospital and it is here that the classrooms, 
offices, laboratory and lounge are located. In 
addition to the 1800 square feet of space 
needed to house the project, Women's 
College also provides administrative and 
back-up services such as purchasing, 
personnel, housekeeping, X-ray, emergency 
and laboratory facilities. Representatives of 
the medical and administrative staffs of the 
three hospitals sit on a committee which meets 
bimonthly to advise on policy. The 
paramedical staff- two nurses, two dietitians 
and a social worker - are screened by this 
committee and hired by the host hospital. 
Medical staff is provided on a cooperative 
basis by the three hospitals. Each of the ten 
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Six years ago, three teaching hospitals in Canada's fastest growing metropolitan area 
decided to pool their resources, share facilities and staff to develop a patient education 
program for the diabetic and his family that would emphasize preventive aspects of medicine 
and ambulatory care. The venture has paid off handsomely in terms of well informed, highly 
I motivated patients and more effective utilization of costly hospital facilities. Here's how it 
works... 
I 


1 Patient registrations and treatment 
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physicians cover for a week at a time on a 
rotating basis. 
Tridec physicians do not take an active 
role in the treatment of registrants but are 
involved in a teaching and consultant capacity. 
Their main function is to teach the patients and 
professionals at the center and to serve as a 
back-up for unusual or emergency treatment 
problems. The refernng physician remains the 
director of his patienfs treatment. Tridec 
physicians will, however, at the request of the 
referring physician. provide a medical 
consultation during the patienfs stay. 
Day-to-day operations are handled by the 
nurse-coordinator under the direction of the 
medical director of Tridec and the medical 
director of the host hospital. 


Utilization 
Since its inception in 1971, Tridec has 
accommodated more than 2,000 patients for a 
total of close to 8,000 visits. More than 10,000 
meals have been served to registrants. 
The daily patient census of 16 diabetics is 
supplemented by relatives of these patients 
and several allied health professionals. Most 
of the patients are insulin dependent or 
managed on diet alone.The majority of 
diabetic registrants range in age from 20 to 50 
years. There has been no significant change 
in age or duration of diabetes in referred 
patients since the program began. The 
percentage of patients on oral hypoglycemics 
has also remained constant since 1971 (see 
Rgure 1). The pattern of referrals has, 
however, changed significanUy. In 1971 when 
the center opened. almost all referrals (92% 
per cent) came from one of the three 
participating hospitals. By 1976, referrals from 
community physicians had increased to 38 per 
cent of the total (see Figure 2). 


., 
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Informal classroom teaching session 


The program 
The center presents a comprehensive 
four-day program which includes all medical 
and dietary aspects of the management of 
diabetes. Patients are grouped together or 
segregated according to their treatment needs 
- Monday through Wednesday for those 
controlled by diet or by diet and oral 
hypoglycemic agents and Monday through 
Thursday for those dependent on exogeneous 
insulin. Fridays are kept for staff to write 
reports, develop audiovisual aids and attend 
staff meetings. 
Nutritional teaching and counseling is 
done by teaching dietitians who emphasize 
that balanced nutrition is the foundation of 
effective diabetic management. The diabetic 
diet is presented by the dietitians as simply a 
healthy way of eating which can be used by the 
whole family. A session on calorie control is 
directed to those patients whose principal goal 
is weight reduction. Breakfast and lunch are 
served at the center under the supervision of 
the dietitians and patients are responsible for 
selecting portions of food appropriate to their 
own diet. As well, each patient is seen 
individually by a teaching dietitian who 
prepares a meal plan which meets the 
individual's needs and the physician's diet 
prescription. 
Nursing lectures provide information on: 
. physiology of diabetes; 
. complications of diabetes; 
. the how and why of urine testing; 
. insulin administration technique; 
. pharmacology of insulin and oral 
hypoglycemic agents; 
. hypoglycemia, foot care, ketoacidosis: 
. drug interaction. 
Individual counseling of each patient by 
nursing staff affords the opportunity to 
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evaluate and assess the patient's 
understanding and acceptance of 
responsibility to manage his diabetes on a 
day-to-day basis. 
Tridec physician involvement at a round 
table "Question and Answer" period for two 
hours a week encourages patients to ask 
questions about their concerns or perhaps 
have further explanation of a topic previously 
discussed in a more formal setting. 
Each patient also participates in two 
hours of group discussion led by a social 
worker each week. These sessions are 
divided into two groups - those who are 
dependent on insulin and those who are not. 
Many Tridec patients have commented on 
how comfortable, supportive and enlightening 
this process has proved for them. Group 
discussions provide a climate for problem 
solving and also serve to reinforce Tridec's 
teaching program. Since diabetics are often 
anxious and uncertain when they commence 
the program - they do not know what to 
expect or what is expected of them - a 
conscientious effort is made to create an 
atmosphere of relaxation, informality and 
acceptance throughout the program. 
Individual counseling by the social worker 
is done at the request of the referring 
physician, the patient or a member of the 
teaching team. 
Special one-day counseling sessions are 
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also arranged for pregnant diabetics, the 
elderly, people who are not fluent in English or 
who require a refresher course to assist them 
in making diet adjustments. 


Professional training program 
One of the most important aspects of the 
Tridec teaching program is its usefulness as 
an educational resource for allied health 
professions. For the health educator who 
works in the community or teaches diabetics in 
another hospital, this "Teaching the teacher" 
program provides a chance to: 
. observe individual diet assessment, 
nursing evaluation and counseling; 
. improve teaching skills aimed at diabetics 
of various ages, ethnic, social and educational 
backg rounds; 
. develop interviewing and teaching 
techniques. 
As well, involvement in the group process 
affords the health professional an opportunity 
to interact with the inter-disciplinary health 
team and to hear patients discuss as a group 
their feelings about diabetes and how they 
cope with it. 
More than 700 allied health professionals, 
physicians-in-training and in practice have 
attended Tridec since it opened six years ago 
and the number is increasing rapidly each year 
(see Figure 3). 


Community outreach 
Tridec staff, both individually and as a 
team, travel widely, to give lecture 
presentations and workshops to health care 
workers in a variety of nursing schools and 
community health agencies. Inservice 
programs have been given in half a dozen 
Ontario centers, including Sudbury, Timmins, 
Goderich, Orillia and Sault Ste. Marie. 
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'Increasingly, insulin therapy IS being initiated and 
control monitored on an out-patient basis in 
community health facilities such as T ridec. 
Between 1973 and 1976 the number of Tridec 
patients referred for initiation of insulin therapy 
almost doubled (28 in 1973. 42 in 1974, 51 in 1975 
and 51 in 1976). Acutely ill patients are still admitted 
to hospital but earlier discharge to Tridec has 
resulted in a substantial reduction of in-patient days. 
Since Tridec began collecting data on these 
patients, a total of 1,686 in-patient days have been 
saved. In 1976, this saving amounted to 500 hospital 
days or $79,500. 


, 


Evaluation 
1. Cost benefits 
As part of its ongoing assessment and 
evaluation of the program, Tridec last year 
sent out questionnaires to each of the 247 
physicians who had referred patients to the 
center during 1976. More than half, (54%) of 
the referring physicians replied, representing a 
total of four hundred and thirty-six patients 
(436) or sixty-one percent (61 %) of the total 
1976 registration (709).5 
Information provided by these referring 
physicians (extrapolated to a 100 percent 
return) indicates that a total of 1,652 in-patient 
days were avoided by Tridec registrants in that 
period. At an average per diem rate per patient 
of $150,6 a total savings of $247,800 is 
indicated in 1976. The total annual operating 
budget for T ridec over the same period was 
$102,000. Hence it is evident that the net 
saving to participating hospitals was 
substantial. In addition, use of Tridec facilities 
by diabetic patients results in the freeing of 
beds for other patients. 
In assessing cost effectiveness. no 
attempt has been made to assign a dollar 
value to the educational aspects of the 
professional training program. If, for example, 
the center were to levy a charge of $100 per 
registrant, this would generate approximately 
$27,000 annually to offset operating costs. 
In Ontario, the average length of stay in 
hospital for primary diagnosis of diabetes 
mellitus is 13.8days.7 Since Tridecs per diem 
rate is approximately 30% of the provincial 
average per diem cost of an in-patient day, 8 a 
clearly defined area of savings and substantial 
reduction in costs is achieved through the use 
of Tridec facilities by growing numbers of 
patients who are just beginning insulin 
therapy.*9 10 (See Figure 4) 


1976 


1976 
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.In 1975, 138 referrals were made to public health 
nurses. This represents 21 % of Tridec's patient 
registration. " 


Cafetef/8-style meal hour at Tf/dec. 
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2. Patient assessment 
In Tridec's experience the patient accepts his 
diagnosis more easily as a result of support 
from group interaction. Follow-up in the 
community by public health nurses who 
evaluate the patient's understanding of and 
compliance with their diabetic regimen and 
report back to Tridec, has confirmed this 
objectively and subjectively. Group interaction 
has proven to be especially useful to those 
who have had insulin therapy initiated at 
T ridec. 
T ridec nursing staff can teach the patient 
insulin administration technique during the 
four-day program in a setting that more 
realistically relates to the activity of the 
individual on a day-to-day basis. 
Coincidentally, this approach provides a better 
subsequent level of control than that achieved 
when the patient is confined to the inactivity of 
an in-hospital stay. 
No attempt has been made to estimate 
the social benefits of the newly insulin 
dependent diabetic by reason of his more 
complete understanding of his condition and of 
an early coming to terms with it. Tridec staff 
suspects that these benefits are as 
appreciable as they are difficult to measure. 1 t 


\, 


3. Physician assessment 
Control and compliance are difficult to 
determine precisely in settings such as T ridec, 
but referring physicians surveyed by 
questionnaire indicate that they feel their 
patients do benefit from the more structured 
approach towards achieving understanding of 
their condition. 
At Tridec, the referring physician retains 
as close supervision of the effects of 
prescribed therapy as would be possible on an 
in-patient basis. By reporting to the referring 
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I 
What is diabetes? 


Diabetes is one of the most common 
diseases in Canada. It has been 
estimated that there are more than 
100,000 undiagnosed diabetics in the 
country right now. In spite of this large 
number of "hidden diabetics," the disease 
is fairly easy to detect and if found early 
enough, can be controlled. If it is 
overlooked or not well-treated, it can 
quickly lead to complications. 
What is diabetes? It is a chronic 
metabolic disease of unknown origin 
caused by a deficiency of the pancreatic 
hormone insulin and, as recent evidence 
indicates, an irregularity in the release of 
glucagon. In either juvenile diabetes or 
maturity-onset diabetes, the net result is: 


physician daily, Tridec staff provide informed 
feedback and work closely with him in 
achieving control for his patient. 
Although figures are not available on any 
possible reduction in emergency visits or 
housecalls, physicians have commented on 
the reduced frequency of crisis calls 
originating from Tridec graduates. 


4. Community follow-up 
From the beginning, Tridec patients have been 
referred to community health agencies for 
continuing evaluation of knowledge and 
compliance with the prescribed diabetic 
regimen. Most of these referrals have gone to 
public health nurses who have become, in 
effect, an extension of Tridec's program. The 
cooperation of these agencies and their 
interest in Tridec's program is increasingly 
apparent '3 and it is expected that their 
contribution to the continuing care of patients 
with diabetes will be reflected in improved 
patient acceptance of their diabetic regimen 
and subsequent reduction in morbidity. 


The future 
The concept of patient education 
programs such as Tridec has many 
possibilities when applied to the preventive 
approach to health care. Chronic health 
problems such as obesity, hypertension. 
diabetes, and epilepsy (to name only a few) 
could be included in programs established 
within patient education centers. Mobile 
teaching units, educational materials in many 
languages and methods of evaluation and 
research are among the challenges that must 
be met. Health professionals should be 
concerned about effective utilization of costly 
health facilities and also about cost control 
measures. 141t would seem that the answerlies 


1. The body cannot make full use of 
carbohydrate intake. 
2. The pancreas produces insufficient 
insulin to convert sugars to glycogen for 
storage in the liver. Partial compensation 
is achieved by increasing the blood sugar 
in order to enhance glucose transfer into 
the cell, hence hyperglycemia. Instead of 
sugars, the body must use protein and 
fats as energy. The use of fats causes 
excessive amounts of ketone bodies 
(products of incomplete fat metabolism) 
to circulate in the body which can result in 
acidosis. Attempts to compensate for the 
acidosis result in hyperventilation and 
loss of sodium, potassium, chloride and 
water. 
3. If the concentration of glucose in the 
blood is sufficiently high, the kidney is not 
able to reabsorb all of the filtered glucose 
and glycosuria develops. 


in the pooling of resources, the sharing of 
facilities, more emphasis on preventive 
aspects of medicine and the handling on an 
out-patient basis of those services which 
should not require an in-patient stay ..., 


Elizabeth Laugharne, R.N. is the former 
nurse coordinator of the Tri-hospital Diabetes 
Education Centre in Toronto. She is past 
chairman of the professional health workers' 
section of the Canadian Diabetic Association 
and is a professional member of the American 
Diabetes Association. Presently, she is on a 
year's sabbatical and is co-editing a 
handbook for the pregnant diabetic which is 
slated for publication later this year. 
George Steiner, M.D., F.R.C.P.(C) is 
associate professor at the University of 
Toronto. He is the director of the Lipid 
Research Clinic and director of the Diabetes 
Clinic at the Toronto General Hospital, 
Toronto. He is also a member of Tridec's 
executive committee. 
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CH LDHOOD I 
DI
BETES: the emotional adjustment 
of parents and child 


Elizabeth F. Crosby 


" 


Diabetes is not in itself a barrier to a happy 
childhood and adolescence, for the child with 
diabetes can participate in all the normal 
everyday activities of life. At the same time, no 
one pretends that management is easy. For 
the parents and the child there are many new 
techniques to learn and new rules and routines 
to develop and follow. In most cases, however, 
this is not too difficult. The hard part for the 
family is learning to live with a chronic 
condition in a positive way. 
The author of one nursing research 
paper' on the concerns of diabetic children 
and their parents had some very interesting 
1 observations to make about attitudes towards 
the condition. Of 16 diabetic children 
'1t interviewed aged 10 to 17 years all of them 
indicated that having diabetes did not bother 

 them particularly. They focused on the normal 
aspect of their life situation stating thatthey did 
not look different from their friends and that 
they were as active as their friends. The 
children stated that they could usually cope 
with problems that arose due to their condition. 
Parents of the diabetic children, on the other 
hand, tended to focus on the management 
problems of the diabetic regime and 
emphasized the condition rather than the 
'normal life situation' of their child. 
These are the two different points of view 
that must somehow join forces in order for the 
. ., child to enjoy a healthy well-rounded life. Good 
control is essential but overemphasis of the 
diabetic regime can psychologically harm the 
child. The child and his parents must work 
together but the emphasis should be on the 
child and the responsibility he must take in 
controlling his condition. 
Nurses who teach diabetic children and 
their parents need not only a thorough 
knowledge of the condition but also an 
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understanding of the emotional needs of the 
child and the stages of adjustment of the 
parents. 


The parents: phases of 
emotional adjustment 
Stephen L Fink in "Crisis and Motivation: 
A Theoretical Model."2 has proposed four 
psychological phases which follow a 
sequential pattern in the process of adaptation 
to any stressful stimuli. The four phases are: 
1. Shock 
2. Defensive Retreat 
3. Acknowledgement 
4. Adaptation 


Shock 
When diabetes is first diagnosed in a 
child, it is the parents who experience the 
negative feelings - feelings of guilt and 
disbelief about the condition. In this stage, an 
individual may be in a state of disorganization 
so that he may not be able to think rationally. 
Both parents will probably be at this stage 
when they first learn that their child has 
diabetes. 
The initial meetings the parents have with 
the nurse or other health personnel can help 
change their negative outlook to a more 
positive one. The nurse can be of help if she 
encourages the parents to identify and 
express their feelings about their child's 
condition. At this time, parents need to know 
that although the condition is not curable ,good 
treatment and consistent management makes 
it controllable. 


Defensive retreat 
This stage is characterized by denial on 
the part of the parents. "It cannot be our child 
who has diabetes. There must have been a 
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A ch ild with diabetes is first and foremost a child - with 
all the needs and desires of any child. Diabetes in itself 
will not prevent him from living a normal life. But 
learning to live with a chronic condition in a positive way 
is the challenge that diabetes poses for the child and his 
family. 


mix-up with the blood." Reassurance to the 
parents that no mistakes were made, 
indicating complete confidence in the doctors 
and laboratory procedures, will help them 
come to an acceptance of reality. 


Acknowledgement 
At this stage the parents give up the past 
and start to face reality. This is when effective 
teaching about diabetes can begin. Until they 
reach this point, simple explanations of 
procedures will help reduce fear and anxiety. 
Education of the child and parents should be 
carried on together. An ideal situation is to 
have teaching centers specifically for children 
although this is not always possible. 
At the Edmonton General Hospital 
Diabetic and Metabolic Centre, a four-day 
program has been developed for diabetics of 
all ages. In discussing management of the 
juvenile diabetic the program emphasizes that 
diabetes mellitus is a life-long condition, that 
each child and his environment is unique and 
that success in controlling diabetes means 
adherence to a pattern of routine. The aims of 
management are: to control the diabetes, to 
allow the child to lead a normal life and to teach 
the diabetic and his parents as much as 
possible about the condition. 
During the four-day program, classes on 
the basIC concepts of diabetes and its 
management are provided by the physician. 
The dietitian presents individual and group 
sessions on diet instruction. Nurses give 
individual and group instruction to diabetics 
and their parents on: detailed aspects of 
diagnosis and management with emphasis on 
urine testing, insulin administration, oral 
hypoglycemics; the importance of exercise; 
complications such as diabetic ketoacidosis 
and insulin reactions - etiology, causes and 


treatment; when to increase and decrease 
insulin dosage. The final class stresses the 
importance of proper hygiene and good 
control to the diabetic's general well-being. 
Late complications such as gangrene or retinal 
damage are not discussed with the parents at 
this time unless they specifically ask for this 
information. If the parents do ask about 
complications the nurse should answer their 
questions and also emphasize the importance 
of good control in delaying onset of these 
complications. 
The child is expected to participate in his 
diabetic care. The young child can collect his 
urine sample and choose the site for his 
injection. The older child can carry out h is own 
urine testing and prepare and inject his own 
insulin. 3 Including them in their own care 
increases their confidence and pride and 
facilitates their progress to independence. 
However, before such independence is 
encouraged, the child must be ready to handle 
the responsibility. He must comprehend 
certain fundamental concepts about diabetes 
and its management which he will obtain 
through experience and education before he is 
ready for self-care. In 1959, Dr. D.O. Etzwiler 
conducted a study on juvenile diabetics aged 6 
to 17 at Camp Needlepoint, Minnesota. He 
found that in the majority of juveniles, the 
appropriate age for self-care was 12 to 13 
years. 4 However, there is always individual 
variation and judgments must be made 
accordingly. 
As nurses, we often become too involved 
in preparing the child and parents to handle the 
more technical routines of diabetic 
management. Inadequate emphasis may be 
placed on the emotional adjustments and the 
handling of psychological problems which may 
arise when the child returns to school and the 


community. Reaching the fourth step of 
"adaptation" is probably the most difficult of all 
the psychological phases of adjustment. 


Adaptation 
Adaptation and acceptance of the 
modification in health requires complete 
emotional adjustment. When diabetes occurs 
In a family, all members are affected. This is 
especially true when the condition appears in a 
child because he depends on others for 
supervision and management. s Family 
problems tend to surface; there may be conflict 
because of forced dependency on doctors. 
One partner may blame the other 
because the child is diabetic and refuses to 
accept some responsibility for care. The nurse 
can be most helpful at that time by establishing 
an atmosphere in which the parents feel 
comfortable and can express their feelings. An 
effort must be made to understand their 
feelings and to maintain a positive attitude 
about their ability to manage this new situation. 
Remember the Social Service Department in 
the hospital and include them if family 
counseling seems necessary. 
Parents will often devote themselves to 
their child's diabetes, being over-protective 
and oversolicitous, with the result that the child 
is convinced that he is handicapped. Johnny 
should still be their son Johnny, NOT their 
diabetic son Johnny. Parents who are 
domineering will insist on perfect control 
because anything less is not acceptable to 
them personally. Rejecting parents will want 
the child less when they find he has diabetes. 
Through patience, understanding, education 
and continuing emotional support the health 
team can help parents accept the diagnosis, 
adjust to new routines and supervise the child 
in an appropriate manner. 
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Emotional needs of the child 
with diabetes 
The psychological reactions 
demonstrated by the child with diabetes can 
be better understood if we look at the basic 
emotional needs of every child. 6 
. The chief need of the child is to be loved 
by his parents and other important figures in 
his life. This love is usually spontaneous but in 
the presence of a chronic condition such as 
diabetes. the relationship between the parent 
and child can be strained. 
. Security may be threatened because the 
child realizes that he is different from his peer 
group. Children want to be accepted by their 
friends and be "just like everyone else." 
Parents who tend to emphasize the disease 
process over the child's normal life situation 
can make the child feel "different." Tension 
between the parent and child can be created 
when the parent exaggerates the routines for 
good control. For example. parents may insist 
that Johnny be in the house at 1630 hours to 
void so th at a second void can be taken before 
supper. A more relaxed routine that would 
allow Johnny to enjoy playtime with his friends 
would help him to feel like the "other kids." 
Parents need to learn early that flexibility in the 
routine is alright. 
. The child needs to be accepted as an 
individual. If the parents do not accept the 
diabetes and its limitations. they will fail to 
accept their child. 
. Achievement can be impaired by the 
limitations and frustrations of diabetes but it 
need not be. The diabetic child needs approval 
from his parents. Striving for perfect control of 
diabetes will frustrate the parents and make 
the child feel like a failure. Diabetes should not 
be a handicap. The child should be 
encouraged to develop his interests and 
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competence in the activities for which he has 
potential. 
. The struggle for independence is one of 
the chief characteristics of the child. This 
independence is threatened when a child has 
a chronic condition. Parents who demand that 
their diabetic child maintain "perfect" 
compliance to the "rules" of control or who 
exaggerate the seriousness of the condition 
jeopardize the child's ability to become 
independent. Proper initial instruction of 
parents and children with the child accepting 
responsibilities for his own treatment as soon 
as possible encourages development of a 
normal sense of independence. 
. Another basic emotional requirement for 
children is self-respect. Adolescents are often 
preoccupied with their bodies and 
appearance. An integral part of their 
self-image is a sound body and any chronic 
illness may make the child feel inferior and 
inadequate. Children need help and guidance 
in order to gain good control of their diabetes 
without losing self-esteem. 


Behavior problems 
..... When they find they have diabetes it is 
the unusual child who is not. in some way, 
emotionally disturbed ...... says Dr. R.M. 
Ehrlich. Director of the Diabetic Clinic at the 
Hospital for Sick Children, Toronto. 7 Many 
adjust quickly and carry on. others become 
moody, depressed. angry and bitter. 
Behavior problems that arise in the young 
diabetic child are often due to fear of the 
needle. He may not want to get up in the 
morning. may take 5 or 10 minutes to inject the 
insulin. may refuse to do it himself or may 
demand to be alone. Sometimes he is so 
resistant to the injection that he will have to be 
held down. Parents can feel at a loss in trying 


, \ 
'\... 


, 


\ 


to deal with this situation. The nurse can tell 
the parents to give the child positive support- 
the injections do hurt but it will make him feel 
better. stronger. and relieve his symptoms. 
Urine testing may also present a problem. 
At first. urine testing may be fun and novel but it 
soon becomes monotonous and routine. 
Because he may feel that he will get more 
approval if his urine test is negative. the 
diabetic child will sometimes test plain water 
rather than urine. It is important that the child is 
not made to feel that it is "his fault" if his tests 
are positive for sugar. Explain to him that the 
positive test means he needs more insulin. A 
comment like "Oh. 2% sugar. that's not very 
good." - can be interpreted by the child as a 
failure on his part. 


Diabetic camps 
A diabetic child can feel that he is the only 
one in the whole world who has diabetes. The 
benefits of a camping experience for such 
children are invaluable. It gives them a chance 
to associate with other diabetic children. to 
learn more about their diabetes and perhaps to 
become a bit more independent. The child 
sees that others are like him and that they can 
lead normal lives. 
Adolescents can also benefit from a 
camping experience with other diabetic 
teenagers. In the Edmonton area, a group of 
teenagers organize a "Teen Wilderness 
Camp" each year. Ten to fifteen diabetics 
along with a doctor. nurse. dietitian and boxes 
of freeze-dried food spend a week on a canoe 
trip. It is a g reattime to share experiences and 
to learn about themselves and their diabetes 


Adolescence 
A diabetic child who has adjusted 
emotionally to his condition will probably pass 



into adolescence smoothly.8 If psychological 
I adjustments have been poor during childhood, 
however, problems are apt to develop in the 
teenage years. A child who has been 
I overprotected often fears the increased 
independence which his parents are starting to 
give him. Transferring too much responsibility 
to him may be interpreted by the adolescent as 
a lack of parental love and he may rebel in an 
attempt to get more attention. For example, 
there are many reports of rebellion manifested 
by overeating. refusing to test urine and failure 
to take insulin. 
Adolescence is perhaps the most difficult 
time to develop diabetes. At a time of great 
social, psychological and physical adjustment, 
the addition of the self-discipline required to 
handle the diabetic routine is often a problem 
for the teenager. 
Help for teenagers 
Education that emphasizes the "norma'" 
can help the teenager accept his condition in a 
more positive way. The health team must 
strive to help him realize his potential as a 
person. He will still be able to meet people, 
make friends, plan for his future education and 
explore job opportunities. The diabetic 
teenager can still play sports, go camping, 
wor\< part-time, babysit and carry on a normal 
life. It may help encourage him to know that 
many famous people have had diabetes and 
have coped with it well (Bobby Clarke, Mary 
Tyler Moore, H.G. Wells). 
A satisfying social life is important to a 
teenager. He should be encouraged to 
participate in the school activities which 
interest him and should be independent 
enough of his parents that he can manage on 
school trips or stay overnight at a friend's. He 
should be able to choose wisely from the menu 
at a drive-in food outlet so that he can go there 
with his friends. Hopefully, too, he will have 
gained enough confidence to offer correct 
responses to comments from classmates 
about his diabetes. 
Once adolescence is reached, the 
teenager is encouraged to participate in a 
refresher education program given at the 
diabetic center. Up to this point he has 
probably received most of his knowledge 
about his condition from his parents. Now he 
should have individual teaching to review the 
basics of control as well as to update his 
information about diabetes. 
Follow-up of the adolescent is important. 
Now he can start to attend the center 
independent of his parents. In between visits 
he is encouraged to contact the doctor or the 
nurse if problems arise. Knowing he can count 
on the health team gives him a feeling of 
security and confidence. 
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Summary 
Diabetes is a condition that tests the 
character of the patient as well as the family. 
The two must share information, face the 
challenges of each individual situation and 
explore new ways of making diabetes easier to 
live with. As nurses, we must use all our 
knowledge and sk
1 to establish and maintain 
supportive, interpersonal relationships with 
both the diabetic patient and the family... 


Elizabeth F. Crosby is a graduate of the 
Victoria General Hospital in Halifax, Nova 
Scotia. Now registered in Alberta, she has 
been employed as a staff nurse in the Diabetic 
and Metabolic Centre at the Edmonton 
General Hospital since 1975. During the past 
two years she has been involved with the 
Canadian Diabetic Association as 
camp-coordinator for the annual Charles Best 
Camp for children with diabetes. 


23 


\ 


-- 


CD 
iii 
a 
u 

 
i5 
r;: 
Q 
iii 
E 
a 
:1:; 
CD 
'C 
CD 
r;: 
CD 
() 
CD 

 
iii 

 
'C 
r;: 
CD 
= 
ãi 
CD 
J: 
Õ 
>- 
'" 
CD 
" 
" 
a 
u 


--- 
, 


- 


J! 


..
 



 


References 
1 Olofinboba, Jola. Concerns expressed by 
diabetic children and parents of diabetic children 
Montreal, 1973, (Thesis (M.Sc. (App.) - McGill. 
2 Beland, Irene L. Clinical nursing: 
pathophysiological and psychosocial approaches. 
by n. and Joyce Y. Passos. 3ed. New York., 
Macmillan, 1975. 
3 Ehrlich, A.M Diabetes mellitus in childhood. 
Pedlatr. CJin. North Am. 21 :4:871-884. No\'. 1974. 
4 Etzwder, D.O. What the juvenile diabetic 
knows about his disease. Pediatrics. Jan 1962 
5 Etzwiler, D.O. Juvenile diabetes and its 
management: family, social and academic 
implications, by n. and Lloyd K. Seris. J.A M.A. July 
28,1962. 
6 Juvenile diabetes mellitus. In Report of the 
51st Ross Conference on Pediatric Research, 
October 1964 
7 Ehrlich. A.M. Psychological problems of 
juvenile diabetics. Canad. Diabet. Ass. News. 2nd 
quarter, 1974. 
8 Tuthrie, Diana W. Diabetes in adolescence, by 
'" and Richard A Guthne. Amer. J. Nurs. 
75:10:1740-1744, Oct. 1975. 



24 


The Canadian Nurse September 1977 


lRE JUVENILE 
DI
BETIC: inoroutofcontro/? 


Carol Polowich 
M. Ruth Elliott 


Comments such as these by juvenile 
diabetics are common and have 
important implications for nurses and 
others who will be involved in juvenile 
diabetes and its control. Juvenile 
diabetes, also known as "brittle" 
diabetes, is much more difficult to control 
than diabetes in adults, with a greater 
likelihood of diabetic coma. Just how well 
controlled are young diabetics after they 
are on their own in the community? 
I first became involved with diabetes 
last summer when I worked with pediatric 
and adult diabetics at Burnaby General 
Hospital. At least two per cent of 
Canada's population have diabetes' and, 
therefore, contacts with diabetics either in 
hospital Qr in the community are very 
likely. 
In preparing to write this paper I 
completed an extensive literature search 
and then visited diabetic facilities in 
the Vancouver area. I discussed some 
of my concerns with a variety of experts in 
the field: dieticians, nurses and doctors. I 
devised a survey questionnaire to find out 
what was really going on with young 
diabetics - those from the age of 11 
to 17. My purpose was twofold: 
1. to determine diabetic-related problems 
2. to learn from diabetics what they 
thought they needed in their diabetic 
education. 
I sent survey questionnnaires out to 
12 youths with diabetes; 10 responded. 
All of these diabetics had been diagnosed 
for at least 10 months and the longest for 9 
years, 4 months. All had been taught about 
diabetes and had been regular attenders 
at a diabetic day care program. I also 
formed a group of five diabetic girls in the 


"Once I was at a sleep over. The next 
morning at breakfast I was just going to 
put a little syrup on my pancake and my 
girlfriend - she used to be my best 
friend - said, 'No, don't let her have 
any, she's diabetic.' And the girl's 
mother looked at me as if to say, 'What 
have I got here'?" - a 13-year-old 
diabetic girl. 
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"I go oft my diet every day - I eat 
licorice every day. I tell my friends not 
to otter me any candy but they always 
do ... if I make something in Home Ec., 
like cake, I save it and eat it for lunch ... 
I'm always 5 (urine test)" - a 
12-year-old girl, diagnosed diabetic for 
about one year. 
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"Sometimes I pretend I'm having an 
insulin reaction it I see a chocolate bar 
on the counter (I'd like to eat) ...." - a 
13-year-old girl with a six-year history of 
diabetes. 


pre-adolescent! adolescent years from 11 
to 13 at Lions Gate Hospital, North 
Vancouver. My purpose here was to 
determine and work with these girls on 
their diabetic-related problems. This 
group was made up of diabetics who had 
been diagnosed from six months to six 
years. 
The importance that is placed on 
peer interaction in middle childhood and 
adolescence suggested that a group 
situation might help me complete my task. 
But, I found that in such a group, members 
tended to pair off and talk only to each 
other. This added another dimension to 
my work. I had to encourage total group 
interaction, rather than several individual 
dialogues. 
Needless to say, I often became very 
frustrated in my efforts to promote 
interaction with group members who were 
unaccustomed to the group process. 
However, by the end of the fourth group 
session, the girls were listening to and 
questioning each other, with little 
assistance from me. I began to feel we 
were getting somewhere. 
The group situation and the 
questionnaire responses indicated there 
are five major diabetic-related problems: 
. urine testing, 
. carrying an emergency sugar supply, 
. wearing diabetic identification, 
. adhering to the diabetic diet, 
. explaining diabetes to friends. 
The responses to the questionnaires 
I mailed out placed more emphasis on 
urine testing while the group sessions 
revealed considerably greater 
preoccupation with diet and with peer 
group concerns. 


Clearly, there is no consistency in 
advice given by doctors to their young 
patients about the frequency of urine 
testing for control (See table 1). The 
literature recommends urine testing four 
times a day,2 but, none of the young 
people performed tests this frequentfy 
even when it was advised. Only two 
performed their testing as often as their 
doctors' recommended and this was only 
- when they were required to perform the 
minimally acceptable amount of two tests 
a day (before breakfast and before 
bedtime).3 Two of the subjects admitted 
they did not meet even this requirement. 
TI1e double-void specimen (the 
testing for sugar content of a second urine 
specimen obtained 30 minutes after the 
first voided urine specimen) is a more 
accurate representation of the degree of 
the body's insulin requirements in relation 
to sugar utilization." Two of the 10 
subjects indicated their ability to 
consistently double-void. Of the rest, 
three were sometimes able to 
double-void. four indicated that it was 
usually possible, though not done. 
In order to treat an unforeseen insulin 
reaction diabetics should carry some form 
of sugar with them at all times s . Of the 10 
subjects surveyed by mail, one always 
carried some form of sugar, three 
occasionally carried it, and the remaining 
six, rarely or never. 
The diabetic who wears appropriate 
identification can be given emergency 
treatment if he needs it much more 
quickly.6 A majority, (eight out of ten 
surveyed by mail) constantly wore 
diabetic identification in the form of a 
bracelet or a neckchain. The two others 


wore identification only occasionally. 
Data from the questionnaires shows 
there is a need to reassess th e teaching of 
the young diabetic about the importance 
of urine testing for diabetic control. 
Through their behavior the young 
diabetics also indicated they need 
instruction on how they can achieve the 
double-void urine specimens for more 
accurate test results. One way to help 
them is to encourage their fluid intake 
immediately after the first void specimen 
is obtained. The importance of having an 
acceptable emergency sugar supply 
readily available should remain a prime 
teaching focus for the majority of young 
diabetics. Some reinforcement teaching 
is also indicated for the two diabetics who 
only occasionally wear identification 
pointing out their health problem. 


Group Discussion 
Diet was identified as a major 
problem with young diabetics in the group 
discussion sessions. 
Member No.1 (a diabetic for 
approximately one year): ." go off my diet 
every day - I eat licorice every day I tell 
my friends not to offer me any candy but 
they always do ..... 


Member No.2 (a diabetic for 
approximately six years): "If I have an 
insulin reaction in the middle of the night 
I'm just so ravenous-I'll eat about seven 
Oreo' cookies, a piece of bread with gobs 
of peanut butter, about three glasses of 
juice and suck some candy... the first few 
years you re a diabetic you're really 
scared what might happen to you if you go 


. Oreo is a registered trademark of Nabisco Inc 
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off your diet, but then you just get so tired 
of not being able to have anything (that 
you like) that you go off (your diet) and 
nothing really happens." 


Thoughtful discussion of potential 
complications can assist the young 
diabetic to realize the necessity of 
adherence to an appropriate dietary 
regime. In a setting, such as a Diabetic 
Day Centre, it is possible to provide 
realistic dietary reInforcement teaching. 
Group and individual discussion about 
dietary problems can work to achieve the 
desired result of helping the young 
diabetic maintain a healthy balance 
between diet, insulin and energy 
requirements. 
These are some of the ways I found 
of discussing dietary concerns with young 
people: 
1. There may be times when you go off 
your diet. Remember that some foods are 
not as high in sugar as others. For 
example, an extra fruit would be better to 
eat than cookies, chips or a candy bar. If 
you do overeat or eat chips or candy, you 
should do some exercise to balance this 
off. The exercise should be done the 
same day and as close to the time of 
eating the "extras" as possible. Pick 
some activity you enjoy, invite a friend 
along and fit it in at lunchtime or after 
school. In other words, make a social 
event out of it. 
2. If you are ravenously hungry between 
snacks or meals it is time to see the 
dietician and doctor about a new diet plan 
and possibly an insulin change. As you 
grow, your body puts in new requests for 
energy supplies, so adjustments continue 


Table 1 
URINE TESTING 
Recommended Actual tests Double- 
Subject Sex tests per day per day voiding 
1 M 3 2 sometimes 
2 M 4 3 yes 
3 M 4 3 no 
4 M 2 0 yes 
5 M 4 3 no 
6 M 4 3 yes 
7 F 2-3 1-2 yes, sometimes 
8 F 2 2 sometimes 
9 F 4 2-3 usually 
10 F 2 2 no 


This table shows the urine testing behaviors of the group surveyed by mail. 


to be necessary to meet these new 
demands. 
3. If you are ravenously hungry when an 
insulin reaction occurs, take appropriate 
food Or drink in moderation, for example, 
a cookie or small can of juice. It will take a 
few minutes for the food to reach your 
stomach (and your blood stream) to turn 
off the hunger sign in your brain. Stuffing 
yourself with too much food all at once can 
lead your body to suddenly demand more 
insulin than you have available. 


Peer reactions 
Explaining diabetes to their friends 
emerged as another important issue in 
the group discussions. I asked the group 
members to discuss what they could say 
to their peers whenever they were offered 
food or drink that is forbidden on their diet. 
The group members unanimously agreed 
that kids at school and the public in 
general should be educated about 
diabetes. But, some of the diabetics said, 
..... it's too hard to explain," or ..... they 
wouldn't understand." 
The kids said their friends were 
confused because some diabetics tell 
them "diabetes means you can't have any 
sugar or candy," and yettheydo see them 
go off their diet, or take some sugar in an 
emergency. 
I found it best to encourage each 
diabetic to feel comfortable in explaining 
and interpreting diabetes to friends. 
Role-playing can be a useful technique in 
this situation. A discussion based on the 
following four questions can help the 
young diabetic with some of his 
uncertainties: 
1. How do you feel when you are having 


an insulin reaction? 
2. Why are you having the reaction? 
3. How do you tell someone about what is 
happening to you? 
4. What do you do whenever you have a 
reaction? 
I tried to tell the patients that 
explaining, on the spot, plus a more 
consistent diet pattern, is a good way for 
them to enhance their friends' 
understanding of diabetes. In other 
words, by example, rather than by words 
alone. 


Areas for education 
The young diabetics surveyed by 
mail provided suggestions for what they 
believe a new diabetic should be taught 
and told: 
. "It is important for a new diabetic not 
to feel he is different from other people... 
(Education should not be) Ii mited to th ings 
he can't do ... (Stress) importance of diet 
and exercise ." what insulin is and how it 
controls diabetes." 
. "How to inject a needle and how to 
take care of It and carry some sugar and _ 
stick to a proper diet ..... 
. "Why you should test your urine, why 
you should always stay on your diet, what 
insulin does in your system ..... 
. "A new diabetic should be taught to 
do their own needle because ifthey don't, 
they probably would want their mother to 
do it all the time, like I do, but I've learned 
to do it. They should be told that it is 
important to have the needle because if 
you don't you become very ilL" 
. "Not to feel sorry for yourself, their 
(sic) is other people an awful lot worse 
than you. Not to stop doing things your 



(sic) use to doing just because you have 
diabetes. .. 
These comments indicate some of 
the emotional needs and 
teaching-learning requirements of 
pre-adolescent and adolescent 
diabetics. Are diabetic educators, hospital 
and community health care personnel 
sufficiently aware of these needs?.. 


References 
1 Luckmann, Joan. Medical-surgical nursing' a 
psychophysiological approach, by on and Karen C. 
Sorensen. Toronto, Saunders, 1974. p. 1314. 
2 Hunt. J. ed. Diabetes: a manual for 
Canadians. 6ed. Toronto, Canadian Diabetic 
Association, 1973, p. 58. 
3 Tyson, J., North Vancouver. B.C., Uons 
Gate Hospital Diabetic Clinic. Personal inter."aw. 
4 Hunt, op. cit. p. 53. 
5 Ibid. p. 41-2. 
6 Ibid. p. 43. 
If 


- 
,. '"'" 



 >- 


Carol Polowich conducted this study as a 
requirement for the fourth year of her degree 
program at the University of British Columbia. 
She graduated with her Bachelor of Science 
in Nursing in June of 1977. Polowich has 
worked as an R.N. In both Vancouver General 
Hospital and Burnaby General Hospital. Her 
future work interests include community 
mental health and public health nursing 
Polowich is currently traveling in Europe. 


The Canadien Nurae September 1977 


27 


. 


'..... 
- 
 


. "'-'- 
M. Ruth Elliott was the faculty adVisor to 
this study. She graduated with a Bachelor of 
Science from the University of Alberta, 
Edmonton in 1956 and from the University of 
California, San Francisco in 1965 with a 
Master of Science in maternal and child 
nursing. 
Elliott has worked in public health 
nursing, mental health nursing, V.D.N. and 
pediatric nursing (staff nurse, assistant head 
nurse and head nurse, Children's Hospital, 
Calgary, Alberta). She has taught in schools 
of nursing at the University of Alberta, 
University of California, and the University of 
British Columbia. Right now, Elliott is on the 
Executive of the Vancouver Chapter of the 
Registered Nurses Association of British 
Columbia and is a member of the Association 
for the Care of Children in Hospitals. She has 
published several other articles in various 
nursing journals. 
Acknowledgment: The authors wish to 
thank J. Tyson and I. Byers of Diabetic Day 
Care, at Lions Gate Hospital, North Vancouver 
and E. Mallory of the Juvenile Diabetic Clinic, 
Children's Hospital, Vancouver, for their 
assistance in this study. 



28 


The Can.ban Nurse September 1977 


c::> 


, 


God"s 
Love 


and a 
jar or 
honey 0 
0 0 
d 



The CanadIan Nurse September 1977 


29 


Dawn Moynihan 


The first time I saw Angie I was too busy 
ducking a flying supper tray to worry about 
formal introductions. A dish of applesauce just 
missed my student's cap as I cautiously 
entered the ward. A classmate and a graduate 
nurse were trying unsuccessfully to calm an 
elderly, enraged patient. As I drew nearer, part 
of her ammunition splashed against my ear 
and a wet, soggy teabag dropped at my feet. A 
pair of enormous, bright blue eyes glared at 
I me. I realized that a strange face would only 
add to her uneasiness and decided it was time 
to leave. What I hoped was the last of her 
weapons, a flying bedpan, preceded me out 
the door. Later, I heard that none ofthe nurses 
had been able to control her and that sedation 
had little calming effect on this 
ninety-five-year-old lady. 
Not long afterwards, I came on duty to find 
that Miss Angie Mcintyre had been assigned to 
me. Understandably enough, she was to be 
my only patient. Doubts about my nursing 
abilities came flooding over me as I made my 
way to the ward. I decided that it was time to 
consider a career as a secretary, a nun, a lady 
wrestler, or any other less hazardous 
profession. A skinny nineteen year old, I hardly 
felt a match for the eccentric ancient. 
By this time, I was near her bed. As I 
gazed down at her sleeping form, peaceful and 
childlike, I couldn't help but think that she 
reminded me of a sleeping volcano, waiting to 
glorify itself rn a new eruption. As I turned to 
leave, the sound of my black oxfords 
awakened her. Turning again, I saw trembling 
hands searching for the bed railings to raise 
herfrail body. The same angry eyes. Did I see 
fear there also? 
"Who are you?" she roared. "What do you 
want? Get out." 
All my remaining confidence left me. Even 
today I don't know how I managed to whispEr, 
"Dawn Herrington. I'm a student nurse." And 
then it happened. 
"Well, Donna McLennan. It's about time you 
showed up. I was beginning to think there were 
'110 more "Scotties" left in this world. Would you 
get me my apple, please?" 
I hurried away to get an apple, stunned at 
the change in her. At least there was no 
applesauce in orbit! Apparently, Angie did not 
consider me a threat and that was something. 
When I returned, she asked me all kinds of 
questions about myself, and I answered them 
truthfully. But I didn't ever tell herthat my name 
wasn't Donna McLennan. 
Apparently Angie decided that I could be 
trusted because in the days that followed, she 
allowed me to nurse her, feed her and tease 
her. We had so much fun that sometimes I 
wondered which of us was nineteen. 
Periodically I would see an Angie that I 
could not get through to. At these times she did 
not know me. Sometimes she would sit up in 


her bed and re-arrange all the bedding, 
winding the sheets in and out between the bed 
railings which she often referred to as her 
monkey-cage bars. She would do this for 
hours and then fall, exhausted, into a deep 
sleep. At other times she spoke to God, telling 
Him offforthis and that, or thanking Him for all 
His gifts to her. Somehow I had the impression 
that they were old friends. 
Angie had broken both her legs in a fall 
while she was living in a nursing home. Her 
legs were in two casts joined at the waist. For 
long periods of time she would work at the 
stockinette in the newly changed casts and 
then put her "treasures" inside them. These 
consisted of a bell, a set of very loose 
dentures, her glasses, sometimes even some 
crusts of bread. 
Often when she talked to me, her 
dentures would fall out. I suppose it sounds 
absurd, but I loved to watch her try to master 
them. Sometimes also her shaky fingers would 
ease her thin white hair upwards until she had 
it all collected into some form of a knot ending 
in a curl. It would take at least half an hour for 
herto accomplish this. Then she would call out 
"Donna," and I would have to run and locate 
her blue hair net which she had often stuffed in 
the "safety deposit box" formed by her casts. 
Then she would ease it over her hairdo and 
settle down for a sleep. 
I grew to love this old lady. Sometimes 
when we talked she would ask me about my 
"men-friends." As a girl, she told me, she had 
loved a young man named John. Her family 
had considered him a nobody, she recalled 
tearfully while searching her casts for her 
hanky. But she had loved John and, she 
maintained, still did. She wondered if he ever 
thought of her. I hadn'tthe heart to tell her that I 
was almost certain John must have died years 
ago. Angie never married and many, many 
times she wamed me never to lose my love as 
she had. 
We often spoke of important things Our 
biggest argument was over the relative merits 
of an apple and a jar of honey. I maintained 
that with God's love and a jar of honey, I could 
do anything. She thought the benefits of a daily 
apple outweighed the honey. As soon as she 
was better we would go bowling and she would 
prove her apple's worth. 
Then came the day Angie left our hospital 
to return to her nursing home. Probably she 
would never walk again since by picking at the 
casts she had loosened them and lessened 
any chance of normal healing. She left 
tearfully, making me promise to visit her. I 
promised to come to see her as often as 
possible although I would be moving shortly to 
another town. There was a chill in the air as 
they wheeled her to the waiting ambulance. 
I wrote often, hoping she would realize 
who the little notes were from. The day I visited 


her at the home a nurse warned me that she 
would not know me. But the moment I entered 
the door, I heard her whisper "Donna." Tears 
came to my eyes: she had failed so much. 
Nevertheless,- she munched away on the 
candy I had brought, the loose dentures 
interrupting her flow of conversation. She ate 
so much candy that I was frightened she'd be ill 
but she informed me that "people often came 
into her room at nightto steal." So- the more 
she ate, the less they could steal. From under 
her pillow she brought out one of my notes 
which she had managed to hide from the night 
robbers. Apparently, the nurses had read them 
to her and she wanted to know more about 
how I was. It was hard to leave, knowing our 
visits were dwindling. 
I saw Angie several times after that. Each 
time, she was bright, excited to see her Donna. 
Once, she tried to remove a gold ring from her 
fingerto give to me. It was all she had, and she 
wanted me to have it. It would not come off and 
I was relieved, really, because I would have 
been reluctant to take it knowing that her 
relatives might think that I had taken 
advantage of her. It was a funny old ring, more 
like a tiny belt with a locket. I often think of it 
now and wish I had it.... because it was hers. 
I finished my affiliation at the out-of-town 
hospital and returned to find Angie had been 
re-admitted with pneumonia. I visited her 
every day until once more I was off to another 
town and another affiliation. 
Angie recovered amazingly fast and by 
the time I returned was in another home. When 
I visited her, the nurses once more warned me 
she was very ill and recognized no one. This 
time when she whispered "Donna" my heart 
ached for her. She had failed considerably, but 
clung to my hand with amazing strength. 
Gently she told me that if I really thought the jar 
of honey was better, to go ahead and eat it. I 
knew from the way she said it, that it was her 
way of saying how much she cared for me. 
Once more she tried to remove her ring from 
her long, bony finger. But it would not come off. 
It had been part of her for so long that it could 
not leave her now. When I left, she seemed 
stronger and I was sure I'd see her again. 
Two weeks later, however a friend broke 
the news that Angie had died in her sleep. I am 
sure now, as I was then, that before she died 
Angie whispered "Say goodbye to Donna for 
me and tell her not to forget about that apple.'.... 


The author of "God's Love and a Jar of 
Honey," Dawn Moynihan,is a graduate of the 
class of '61 of the Cornwall General Hospital in 
Cornwall, Ontario. In the past few years she 
has developed her talents as a writer and is 
now a free-lance writer specializing in 
children's literature 
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Mohamed H. Rajabally 


Professional beliefs - these are the 
meaningful answers to the basic questions 
that all thinking professionals ask. The past 
few years have seen the nursing profession 
caught up in a search for beliefs that are suited 
to its changing role. The winds of change that 
have swept nursing along in the last decade 
have been both refreshing and rewarding, but 
we need to take precautions so that these 
winds do not simply blow us away. 
The academic landscape of North 
America is littered with the wreckage of 
long-range educational plans; if the term 
"wreckage" is too strong, I suggest that 
"damaged prows" is no exaggeration. Plans 
fail for a variety of reasons; most of the time 
they are either too inflexible or too visionary. 1 
Blueprinting for the future of the nursing 
I profession is no exception. 
Academic disciplines in transition tend to 
become philosophical and speculative about 
their status, function and future. Ukewise, a 
profession tends to cast about for a suitable 
self-image while it is changing. Sometimes, 
however, the transition process creates 
puzzling answers to the questions posed by 
change. 
A look at the nursing process 
It is an exaggeration, if not sheer 
dishonesty, to dress-up the problem-solving 
approach (which a man uses daily from the 
moment he awakens) and call it "the nursing 
process" in an attempt to make it unique to 
nursing. I find it amazing that so many nurses 
are seduced by such deception .... Educators 
scramble to integrate nursing process into 
their curriculum; text-books are revised and 
rewritten, consuming time and money; and 
perhaps worst of all, students lose valuable 
time trying to learn something that they ought 
to know and use simply because they are 
rational creatures. 
What seems to be indisputably unique to 
nursing is the tendency to complicate nursing 
practice under the guise of professionalism 
and accountability. If we are honest with 
ourselves, we realize that one group within the 


nursing profession that ought to be 
accountable directly to the consumer is the 
group of nurse educators. We must ask 
ourselves - what is it that the con3umer 
demands? Like concerned parents who want a 
return to the basics in education, consumers of l 
health services cry out for better nursing care, 
not more elaborate theories to add many more 
pieces to an already complicated puzzle. And 
instead of better nursing care, we add theories 
to theories, accomplishing perhaps confusion 
instead of accountability, and catching the 
bedside nurse in the cross-fire. 


All those little arrows ... 
Only a few years ago, general system 
theory was "in vogue," just as rock and roll 
claimed the fifties and theories on death and 
dying consume the seventies. 
The fashion in nursing today is the 
"conceptual framework," so that it has 
become virtually illegal to teach nursing 
without it. But an editorial by Edith P. Lewis 
aptly describes the confusion introduced by 
the use of the conceptual framework and its 
attending models. "All those little arrows 
pointing both ways and going off in all 
directions at the same time; the circles within 
the circles overlapping circles; the boxes 
spawning more boxes and sometimes 
three-dimensional cubes in cross-section - 
all of these sometimes do more to confuse 
than to enlighten. "2 
Can we document the fact that better 
learning and understanding occur when a 
model is used or that using a model improves 
retention of knowledge and provides better 
nursing care? Or on the other hand, can we 
show that nursing taught without a model 
results in inferior learning, retention, and 
practice? 
The common defence for the use of a 
conceptual framework is that it provides a 
series of reference points. If I may put it in 
colloquial terms: a man needs a place to hang 
his hat. This defence is based on one of three 
assumptions: (1) that one wears a hat, (2) that 
one has a head, and (3) that even if one has a 
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In their eagerness to bring nursing into the realm of scientific status, the academics within 
our profession have, sometimes unknowingly, created an enormous puzzle, one that a bionic 
woman would find difficult to assemble,let alone the average practicing nl!rse. The number of 
I parts to the puzzle are growing: the nursing process, conceptual framework, standard care 
I plan, quality assurance, voluntary continuing versus mandatory continuing education and a 
host of new categories of nursing personnel, are some ofthese parts. Granted, we are looking 
for a professional self-image suitable to our emerging role. But let's take a closer look at the 
puzzle we are creating n. 


head, he still needs something to hang his hat 
on. 
In an attempt to discover why the use of a 
conceptual framework is so important, I began 
a search of nursing literature. I was drawn by 
the title of an article by Barbara Redman. "Why 
Develop a Conceptual Framework?,,3 but 
unfortunately, it didn't seem to answer the 
question it posed. I fail to understand why 
anyone would want to use a device that alters 
perceived reality. (Johnson's contention is that 
a model is drawn from reality and pertains to 
reality, but does not constitute reality4). 
Digging deeper, I found that according to 
Levine's theory of holistic nursing, four 
principles are useful in planning and 
implementing care: the individual's needs for 
energy, and for structural. personal and social 
integrity. These are termed conservation 
principles because care is centered around 
the preservation of personal well-being. 5 
Levine says that when planning and 
providing care, the student must consider the 
sources of a person's energy and how he is 
using it. 
This is patently absurd. Don't nurses 
(doesnl anyone?) know that the sources of a 
person's energy lie In the consumption, 
digestion. and utilization of food and 
nourishment, especially carbohydrates, not to 
mention oxygen intake and the elimination of 
wastes? In any event, how can the student 
concentrate on what she is doing if she must 
constantly think of the model? 
The adaptation models described by 
Helson 6 and Roy 7 are thought-provoking. The 
adaptation model regards each person as a 
unique individual (is this new?) who constantly 
responds to internal and external stimuli by 
means of adaptive responses. The model 
believes that people are not satisfied merely 
by reaching a state of equilibrium, but rather 
strive constantly for the greater satisfaction 
associated with activities and goals requiring 
an even higher level of adaptation. 
So far so good. Now comes the 
application of this theory to nursing practice. 
When students are planning patient care. they 


must not only identify the patients problems 
but must attempt, often in a state of frustration, 
to classify them as focal, contextual or 
residual. I wonder why we encourage these 
classifications. I would expect students to deal 
with problems identified in order of priority, 
regardless of their classification. 


More Towers of Babel 
Despite recurring challenges to the 
direction the nursing profession will take, 
nursing educators. like little engineers, keep 
erecting Towers of Babel. Margretta Style 
writes of our response to these challenges: "In 
the interim ... task forces the world over 
labored to identify and elaborate processes. 
concepts, strands and themes which would be 
sufficiently comprehensive, yet sufficiently 
specific to the practice of nursing .... The result 
is a few major patterns with myriad variations 
- for example, nursing process. human 
development, adaptation, interaction, or 
health-illness continuum - all spelled out on 
diagrams, called models or systems, often 
resembling very complex electrical circuits or 
realistic arts."ø 
I wonder too at our apparent desire to 
eradicate the influence the medical profession 
has had upon us - doesnl this also indicate 
some degree of irrationality in nursing? It 
seems to me that any such trend is 
unfortunate, because, medicine and nursing 
seem to go together like shirt and trousers (or 
skirt and blouse) - remove one part. and 
embarrassment follows. 
Perhaps if we are in fact so antagonistic 
towards all things medical, we shouldnl really 
be heading for doctoral degrees in nursing. 
After all the first people to be called doctors 
were not nurses. 
It was interesting to read that eleven 
nursing experts from certain European 
countries recently gathered in England to take 
a look at this magnificent thing called the 
nursing process, available only in North 
America. 9 (Pity). Our European counterparts 
will hold other meetings, meetings scheduled 
to spread over an eight-year period, before 


they decide to integrate the nursing process 
into European nursing. 
Maybe there is a lesson in this for all of us. 
The nursing profession is moving ahead all the 
time Time isn't running out. Why canl we 
assess be;ore we implement? ... 
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DEVELOPING A 
N TRADITION. 


A new tradition of professional responsiveness. 
A new commitment to expanded medical services through increased 
produa development, brooder medical communications, greater patient 
information, enhanced pacl
aging. 
Our new tradition will be bocl
ed by the some commitment, vigor and 
intensity that introduced insulin to the world. That put Connaught in the fore- 
front of biological research. 
And the new tradition, together with our ongoing dedication to research, 
is still another way in which we can continue to contribute to the health care 
needs of Canada... and the world. 
For any professional or medical information please call our Customer 
Service Department (416)667-2779 or the Medical Director (416) 667-2622. 
Connaught Laboratories Limited · 1755 Steeles Avenue, West · 
 O. 
ßox 1755, Station "A". Willowdale OnrarioM2N 5T8 
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When it comes to patient care, nothing could be more obvious than the fact that it is a 24-hour 
affair. Shift work may well be the bane of existence for the administrator juggling time sheets 
and for the staff nurse working a stretch of graveyards. But we all realize that it is a necessity. 
If we don't like it, we still have to live with it, because, "Some must watch while some must 
sleep" . 
Perhaps because night shift turns us upside-down, because it makes most of us feel 
physically uncomfortable, the problems inherent in working nights are of great concern to us. 
Last fall, CNJ published a questionnaire to see how you, our readers, feel about working 
nights. In all, 1,175 questionnaires were returned to us, many of them with your comments 
and concerns attached. Of the questionnaires analyzed, 64 per cent of our respondents 
indicated that they only worked nights because they had to - responses to other questions 
seem to indicate why... 
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Lynda Fitzpatrick 
How do nurses feel about working nights? We 
are all familiar with the complaints of our 
colleagues caught up in the night shift blues, 
familiar too perhaps with our own nagging 
discomforts and general lack of energy when 
it's our turn to work nights. The majority of 
responses to our questionnaire showed some 
degree of dissatisfaction related to night duty. 
Although responses could generally be 
I grouped positive or negative in nature, they 
also made one thing very clear, that each 
came from a unique individual, with his/her 
own reaction to the problems attending night 
work. 
There are nurses (a puzzle to some of us) 
who find night work rewarding - greater 
independence was only one of many reasons 
cited for enjoying the night shift. We found that 
12.7 per cent of our respondents said that they 
worked nights simply because they wanted to. 
One nurse signed herself" A very happy nurse 
who loves to work nights." 
Not surprisingly perhaps, this small group 
indicated few physical or psychological 
disturbances attending those periods when 
they worked night duty. Adding up the number 
of negative responses or complaints about 
night shift, we found that those who work 
permanent nights have in general, few 
complaints about the shift. 


About our respondents 
The majority of our respondents are, as 
you would expect, those nurses who are now 
involved in working night duty. Most said that 
they presently work night duty on a ward, are 
full-time employees, and work either three 
eight-hour shifts, permanent nights or night 
and day shifts (See Table 1). 84.4% of our 
respondents work short periods (up to seven 
days) as opposed to long stretches of night 
duty. 
In cross tabulating the data, we found 
significantly different responses from those 
who work nights out of choice and, on the other 
hand, those who work nights because they 
have to (i.e. hospital policy). We also found 
that those nurses who prefer to work nights 
rather than evenings or work nights for 
personal reasons tended to express moderate 
views. 
What made the answers to our 
questionnaire most interesting were the letters 
accompanying them - typewritten pages. 
notes printed around the margins of the 
questionnaire, or admittedly scrawled after a 
particularly exhausting night. Many of these 
letters expressed the feeling that more 
attention should be paid to such a fundamental 
aspect of nursing. "It's high time," said one 
respondent, "that concrete efforts were made 
to assess nurses' individual and collective 
reactions to working shift. The topic needs 
illumination, and some good hard thinking. 
After all, our profession is a health profession." 


Rest 
The majority of our respondents (64.1%) 
complained that they had some difficulty 
sleeping after working night shift. Further 
analysis indicated where this complaint 
originated - the majority (73.5%) of those 
who work nights on a voluntary basis deny any 
problems sleeping, whereas 76.2% of those 
who work nights because of 'hospital policy' 
indicate that they do have problems sleeping. 
Many nurses expressed their feelings on 
returning home from night shift In negative 
ways. "I feel too keyed up to sleep, and I'm 
already dreading the night to come." "I'm so 
physically and mentally exhausted, yet I'm 
unable to relax." "I feel awful, depressed, and 
sick, like I've forgotten to do something very 
important." 
Other respondents, who just termed 
themselves "very tired" when they arrived 
home. complained that noise, and other 
distractions kept them from sleeping 
restfully. They complained th at they could onl y 
sleep for a short period of time, that their sleep 
was light, inadequate. "Working any other 
shift, I don't think about sleep, I just do it, and 
I'm never tired .., working nights, I have this 
compulsion to store up sleep in case I have a 
busy night ahead, so I'm always restless and 
sleep poorly." 
These feelings are reflected to a certain 
degree in the use of medication to induce 
sleep - of those working nights out of 
preference. only 10.8% take medication to 
sleep either occasionally or regularly; close to 
1/3 of those working nights because they have 
to, occasionally or regularly find medication 
necessary for sleep. 
Those who prefer nights are also more 
consistent in calling themselves 'well-rested' 
while working nights (60.2% consider 
themselves well-rested). Only 11.7% of those 
working nights because of hospital policy 


describe themselves as well-rested; 38.1% 
respond that they do not feel well-rested 
dunng a term of night duty. 
It appears then that voluntary night 
workers on the whole feel content or cheerful 
after night shift, have less difficulty sleeping 
after shift, need medication less often to 
induce sleep, and generally feel well-rested 
after night duty. It is interesting to note 
however, that a minority of those preferring to 
work nights do have difficulty sleeping, do find 
medication necessary for sleep, and that 2.4% 
do not feel well-rested after night duty. 


Eating Habits 
Cross analysis also proved interesting as 
far as the eating habits of night nurses are 
concerned. A majority (69.1%) of voluntary 
night nurses said that they experienced no 
change in appetite when they worked nights; 
73.0% of those working nights because of 
hospital policy said they experienced change 
in appetite. Almost half of this group describe 
their eating habits as poor. compared with 
7.2% of voluntary night workers. 
Weight fluctuation, perhaps a more 
reliable indicator of change in eating habits, 
also shows a marked increase in those who do 
not work nights out of choice. 
Poor eating habits seem to derive from a 
constant nausea, or a feeling of 
imbalance: "My stomach works day shift when 
I am on night shift." 
Those who prefer nights aim their 
complaints more consistently at the way in 
which their hospital is run at night: "Hospital 
cafeterias should be open at night so that staff 
can leave the wards for a relaxed supper 
break and proper meal. Hot meals at night are 
a necessity. Buying a cold, stale sandwich 
from a vending machine and bringing it back to 
the ward is pretty revolting" 


About our respondents 
83.6 O {, presently work nights 43.0% work three 8-hour shifts 
CII 16.4% have worked nights in the past 4.7% work only evenings and days 
:is 
ell 14.2"10 work only nights and days 
I- 9.5% work 12-hour shifts 
61.3% work on a ward 10.1% work permanent days 
28.1% work in a specialty care unit 1.1% work permanent evenings 
(lCU, PAR, Emergency) 17.5% work permanent nights 
10.5% other - small hospital, 
supervisory position, etc. 77.8% work full time 
13.7% work regular part-time 
84.4% work short periods of 8.5% work casual part-time 
night duty (up to seven days) 
15.6% work blocks of nights 12.7% work nights because they 
(two weeks or more) want to 
14.2"0 work nights in preference 
40.3% prefer to work short penods to working evenings 
64.3% work nights because of 
of night duty hospital policy 
12.4% prefer to work blocks of 8.9% work nights for other reasons 
night duty (especially family reasons) 
47.3% prefer never to work nights 
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Relating to Others at Work 
Working with others on night duty, do you 
find yourself as communicative as usual, do 
you find communication productive; are you as 
open to the emotional needs of your patients? 
Again, the responses of voluntary night 
workers are more positive in nature. Only 2.4% 
of this group found themselves less 
responsive than usual to their patients' 
emotional needs, and comments from this 
group seemed to express the feeling that 
communication with patients was often 
enhanced during the midnight hours: 
"I feel more empathetic towards patients at 
night - they need so much more during the 
dark hours ... when their pain and their fears 
are more pronounced, they need my 
reassurance." 
"Nights provide me with the time and 
opportunity to talk to patients, they let their 
wornes surface more easily and I can sit and 
listen and really do bedside nursing." 


In contrast, 41 % of the nurses working 
nights due to hospital policy described 
themselves as less empathetic than usual, a 
description that is not surprising when it is 
considered in conjunction with the degree of 
discomfort that this group tends to associate 
with night duty. These discomforts grow into 
quite a lengthy list, but the most common are 
tiredness, nausea, indigestion, headache, 
cold, constipation, restlessness, eyestrain, 
weakness, heaviness, bloating, nervousness, 
and dizziness. Any combination of these 
complaints could impede relationships with 
patients. "Physically and emotionally I was so 
low. After a long period of night duty I felt so 
bad I couldn't detach myself ... I was feeling so 
much for patients that I couldn't help them." 
Communication with other workers 
followed a similar pattern; those who prefer 
night duty enjoy positive relationships with 
other staff more consistently than those who 
have to work nights. The latter find themselves 


quiet, annoyed or withdrawn. 
"As yet (after five years) J have been 
unable to take pride in my care at night." 
"I'm restless and irritable with everyone, staff 
and patients. I find it hard to be understanding, 
and that bothers me." 


Alertness at work 
Anyone who has worked nights knows 
that they are not always as quiet as subdued 
lighting in the corridors might seem to indicate. 
There are still emergencies, still patients in 
need of alert and skilled nurses. How do we 
react on night duty to those times when we 
really need our wits about us, when we need to 
be sensitive to those sometimes subtle clues 
that tell us something is wrong, when as at any 
other time, we need to be clear thinking and 
quick in our actions? 
Fortunately, most of those nurses 
answering our questionnaire seem to respond 


oSome ./1 .f! 
.ß 
<ø 
<:' #.
C1" 
 
of 
 
 
 
 
 
your responses o{!i'
 o{!iø 

 
i'
 i't .:f
 
q
o q
 .f 
. Do you have difficulty no 73.5"10 47.3% 23.6% 
sleeping after night shift? yes 26.5% 52.7% 76.2% 
. Do you feel generally yes 60.2% 26.1% 11.7% 
well-rested while somewhat tired 37.3% 57.6% 50.2% 
working nights? no, very tired 2.4% 16.3% 38.1% 
. Would you describe your good 92.8% 66.7% 54.0% 
eating habits while working poor 7.2% 33.3% 46.0% 
nights as comparatively 
. In relation to your patients' more caring than usual 34.9% 16.7"/0 12.0% 
emotional needs. how would unchanged 62.7% 58.9% 45.6% 
you describe your reactions less caring than usual 2.4% 24.4% 41.0% 
on night shift? uncaring 1.4% 
. Do you find it difficult yes, very difficult 6.0 0 þ 28.0% 45.2% 
to carry on such functions moderately difficult 42.2% 52.7% 41.4% 
as shopping, banking, no prob1em 51.8% 19.4% 13.3% 
keeping appointments, etc. 
while working nights? 
. How do you feel tÞat you as well as usual 67.9% 40.2% 16.8% 
interact with friends and not as well as usual 32.1% 59.8% 83.0% 
family while working 
night duty? 
. Do you feel physically yes 96.4% 69.2% 52.9% 
comfortable while working no 3.6% 30.8% 47.1% 
nights? 
. Do you feel that your quick 78.5% 46.7% 28.9% 
reflexes are jumpy 10.1% 20.7% 29.2% 
slowed somewhat 11.4% 30.4% 40.0% 
slowed considerably 2.2% 1.9% 
. Working nights, do you bored 2.5% 7.0% 13.4% 
generally feel lethargic 4.9% 36.0% 43.6% 
content 87.7% 47.7% 21.8% 
anxIOus 4.9% 9.3% 20.0% 
. When you return home cheerful 25.6% 18.0% 8.5% 
after a night shift do content 72.0% 57.3% 46.5% 
you generally feel letdown 2.4% 24.7% 44.5% 



well to the demands made upon them during 
the night shift. regardless of whether or not 
they feel physically comfortable working atthis 
time. 
The majority of nurses responding say 
that they feel alert most of the time during the 
night, although 1/3 of those nurses working 
nights out of necessity feel alert only some of 
the time and 3.8% do not feel alert at all (a 
small percentage, but a sobering thought). 
"I am not alert; only tense and nervous." 
"I worry about the patients in my care, even 
though I know it's silly. When I sleep, I dream 
I about them, and about being at work." 
Most nurses describe their thinking 
processes as at least adequate, regardless of 
their motivation for working nights. Again, it 
may be important to consider the minority of 
nurses who fee' that their thinking is impaired 
when they work nights - only 1.2% of 
voluntary night workers, but 13.4% of the 
greater percentage of those working nights, 
the involuntary night workers. 
"At night, I always want to ask another nurse 
for an opinion for simple things - on days. I 
can rely on myself." 
"I do dumb things at night - I'm always losing 
things. I feel incompetent." 
"I have to fight being over-excited or the 
feeling takes over, and I'm not thinking 
straight. .. 


Everyday activities 
Aside from the physiological problems 
arising from living 'upside-down', regulating 
living around night duty can be very frustrating 
to many nurses. Working, only part of the 
whole of any person's experience, sometimes 
seems to dominate and frustrate other 
activities during a term of night shift. 
Even those nurses who prefer nights 
seem to have problems with making time for 
shopping, banking and related activities, with 
50.2% of this group complaining of some 
degree of difficulty in fulfilling these tasks. In 
other groups, the difficulties seem even more 
pronounced. 
"My chores all get done ." but it's because I 
just can't sleep." 
"I find it hard to get anything done in my home 
when f work nights, and my days after nights 
are a complete loss until my system swings 
around again (sometimes a whole week)." 
"It takes me three to five days to feel normal 
and rested again, and once I'm readjusted, I 
feel like I have to catch up on so many things." 
There are nurses who feel that night duty 
does not interfere with their everyday 
relationships with others. 
"'t's the best of two worlds - I can do what I 
want in the daytime, and I'm available to my 
children when they need me most." 
"I can sleep all day, have a pleasant evening 
with my friends and then go to work." 
But generally interaction with family and 
friends seems to suffer from the demands 
imposed by working nights - 32.1 0 0 of those 
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who prefer night shift complain that they do not 
interact as well as usual with friends and family 
while they are working nights. This percentage 
grows to an overwhelming 83% for 
those who work nights because of hospital 
policy. 
"The family always suffers ..." 
"A lot of nurses seem to have family problems 
- shift work with all its demands could be at 
the bottom of it." 
"When I work nights, I never get in touch with 
my friends ...lfeelthatnotimeis my time ...I'm 
just so irritable." 
"Getting on the bus to go to work at night, I feel 
really out of touch with the rest of society:' 
"Night duty is like hibernating - I'm so out of 
touch with everybody!" 
Depending on how important we consider 
these relationships, this evidence seems to be 
a strong point in favor of keeping night shift 
rotations short. How important are these 
relationships in our lives? How important is our 
work ... Need the two conflict? 


Mood 
"Night shift that winter was a low point in 
my life. My biggest problem was depression in 
my off duty hours and inability to relate to those 
I care for most - my husband and two 
school-age sons. I've never had so little 
confidence in myself, so little self-esteem: 
For some nurses, night shift rolls around 
once every three weeks. If it is accompanied 
by physiological discomfort and a feeling of 
alienation from the rest of the world, it can be a 
miserable experience. 
Working nights, how do you generally 
feel? Of those preferring nights, 87.7% said 
that they felt content through the night, and 
only 12.3% termed themselves bored, 
lethargic, or anxious. Again, those working 
nights because of hospital policy had markedly 
different answers - 21.8% called themselves 
content; 13.4%. bored; 43.6%, lethargic; 
20.0%, anxious. 
52.6% of these workers also called 
themselves either slightly depressed or 
miserable in answer to another 'mood' 
question. And 68.3% said that they felf slightly 
low' or 'depressed' in their off duty 
hours. All of these answers contrast sharply 
with answers given by those who prefer night 
duty. Those working nights because of 
hospital policy indicated that they had rapid 
mood swings, felt alienated, or just tired and 
irritable. 
Although the majority of night workers in 
both groups indicated that they felt that their 
night functions were necessary and 
worthwhile, job satisfaction does not seem to 
have tipped the balance or led those 
nurses who must work nights to feel really 
good about it. So let's look at what 
voluntary night workers find rewarding about 
night duty, and what makes night duty 
impossible for others. 
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The pros and cons 
Most nurses who said they prefer night 
duty mentioned independence and enhanced 
nurse-patient communicaton as the greatest 
advantages to night work. 
"I work better alone, away from the rat race of 
day shift." "Night shift brings both challenge 
and responsibility, more time for patient care 
and the emotional support that no one has time 
to give on other shifts." 
"It gives you a different perspective on patient 
problems." "I have a great sense of 
responsibility and well-being when I work 
nights." "On nights there is less hustle and 
bustle, no housekeeping staff, technicians or 
doctors to trip over. Generally the atmosphere 
is relaxed with other nurses, supervisors and 
doctors, and there is a kind of 'esprit de corps' 
not found on other shifts. " 
"Night duty provides me with a time to take 
stock of myself as a nurse, and as a person: 
If night shift work is, as one nurse put it 
"not to be looked upon as an imposition, but as 
part of our role as nurses," then these nurses 
are fortunate in viewing their night shift 
experience in a positive light. Another nurse 
says, "If we eat and sleep well, we should 
function as well as day workers...." but there 
are indications that some nurses find it 
impossible to eat or sleep well. They walk "a 
metabolic tightrope" and therefore find it 
impossible to describe night shift in anything 
but grim terms. 
'" can't comprehend that there are nurses who 
prefer night shift - I start dreading nights for 
three or four days before I start my tour of night 
work." 
"It takes me a full week to recover my balance 
after working nights ... and that means eating, 
sleeping, and emotional balance. It's worse 
than jet lag.' 
"Normally I feel very alive, very buoyant. I'm a 
different person when' have to work nights." 
"Normally , love to work and I enJoy my free 
time too. On nights I only work, sleep (or try to) 
and I can't eat." 
'The older I get, the harder it gets - not the 
work itself, but acclimatizing my body to night 
living and day sleeping." 
"I have actually cried before going on night 
duty - once I get to work it's not quite so bad 
but I don't function well." 
"Learning and meeting people is essential to 
me. On nights I am restless, depressed and 
think about leaving a job I love - nursing." 
"It's hard on my health. No matter how I try to 
call it mind over matter, my body, my mind, my 
smotional well-being, all of me feels in limbo. I 
ieelless than a whole person. Night shift 
literally makes me ill." 
It seems that here we have our stumbling 
block. Is it mind over matter that makes some 
nurses see the positive and make the best of a 
"necessary evil," while others lack the moral 
fibre to fulfill an obligation cheerfully? It doesn't 
really seem so - there is current evidence that 
individuals adapt very differently to changes in 
their daily physiological patterns, that for 
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some, the shift from days to nights poses 
genuine and serious problems in biological 
response, well-being, and efficiency (see 
Circadian Rhythms). 
So many times, the time-sheet or Master 
Rotation Plan reflects little consideration for 
individuals, individuals who are so much more 
than just workers. Granted, making out 
time-sneets is no easy proposition. So 
perhaps our first step in overcoming the 
problem of shift work is to look at what is going 
on, evaluate it, and explore other possibilities. 
Night work, as evening shift, day work, and 
weekend duty, is part of nursing. But, as one 
nurse put it, the problem needs some "good 
hard thinking." 


On Circadian Rhythms 
As one very understanding (and 
enthusiastic) night nurse put it, "For 
people who have problems changing their 
sleeping patterns, the night shift is misery 
- it shows on their faces, in their 
temperaments, and in their ability to react 
to any kind of stressful situation." 
Studies on circadian (24-hour) 
rhythms may lend "morning types" a little 
insight into how night owls manage to 
view night shift in a positive light. These 
studies have shown that certain 
individuals can adapt more readily to 
radical changes in their sleeping-waking 
patterns than others. Many of our bodily 
functions - sleep/wakefulness, 
hunger, hormonal balance, renal flow, 
temperature, mental and physical ability 
- move in a daily cycle, 1 as surely asJight 
and dark. The 'chilly' feeling that 
many of our respondents noted at about 
four A.M. coincides with evidence from 
studies that show that a typical oral 
temperature peaks at about 20.00 hours 


and ebbs in the vicinity of 04:00 hours. 2 
Ostberg has reported a significant 
difference between the maximum 
temperature of those individuals who are 
"morning types" and those who call 
themselves "evening types." He found 
that those individuals whose oral 
temperature peaks the soonest (the 
"morning types") tend to have the 
greatest difficulty adjusting to radical 
changes in hours. 3 Not surprisingly then, 
those nurses who cited a specific time 
when they had difficulty just staying 
awake on night duty, specified the time 
period between four and six A.M. 
Studies have also indicated that 
performance tests done in the middle of 
the night yield consistently poorer scores 
than those done ât midday (regardless of 
how well-rested the individual testßd may 
be).4 One author suggests that perhaps it 
is because of our rhythms that we sleep at 
night, when we are least efficient, during 
the depressed phase of our circadian 
cycle. 5 


Exploring the Possibilities 



 


On permanent shifts 
Permanent shift tends to evoke strong 
reactions from many nurses, both positive and 
negative. On the negative side, nurses will 
argue that it cuts a nurse off from a 24-hour 
view of patient care, that permanent shift 
workers become inflexible slaves to their own 
little routines, that they are difficult for head 
nurses to evaluate. 
On the other hand, many nurses 
expressed the following feelings: 
"If a nurse prefers to work permanent nights, 
she gets the argument that it would be just too 
difficult to work out, that it's favoritism, or 
contrary to hospital policy. Why? Perhaps this 
nurse functions better at night, perhaps she 
would be a better nurse if she were allowed to 
adjust her working and home life into a stable 
pattern." 
In 1970, Helen Saunders wrote a 
convincing argument in favor of permanent 
shifts, 6 outlining administrative advantages, 
advantages to the nurse, and most important, 
to the patient. Her opinions are something to 
think about: 
"Permanent shift can have social, educational, 
psychological and health advantages for the 
nurse. 
"To begin, the nurse would be able to 
choose the shift that best fits her personal and 
family life. She would be able to take part in 
sports groups or teams, hobby groups, 


community organizations, church activities, 
professional association work - in fact in all 
social activities ... It is impossible to keep up 
many social activities while on a continually 
rotating shift." 
She goes on to mention the advantages of 
family stability, educational possibilities, and 
adds "One basic rule of health is to maintain 
regular hours for sleeping and eating ... 
studies show we can adapt to other patterns ... 
provided we are given the time needed to 
adapt and provided the patterns are constant." 
Administration, she says, can gain from 
the experience of a permanent shift worker, 
and the patient is assured of an alert nurse and 
continuity of care. 
Saunders adds that permanency of shift 
must be tempered with common sense, that 
thorough orientation, and short periods on 
alternate shifts are necessary to keep the 
nurse in tune with what goes on on a 24-hour 
basis. 


Permanent shift is certainly not 
everyone's answer. Is there room in our 
organizations for allowing some nurses to 
work a shift of preference while others rotate 
shifts? Is permanent shift, opinions aside, 
measurably beneficial to those concerned with 
patient care? Permanent shift work is nothing 
new. Has its effectiveness - for the nurse, for 
the patient, for the hospital, - ever been fully 
evaluated? 


Two shifts - better than three? 
"Working three shifts amounts to 
exploitation - it is both unhealthy and 
unnecessarily hard on everyone." 
"I really don't understand why it should be 
compulsory to work all three shifts. Days 
should be compulsory - just to keep up with 
what's going on - but there is no reason there 
can't be a choice between evenings and 
nights. " 
"Why are two-shift rotations denied at our 
hospital? I know it works for some hospitals, so 
why not here? Adjustment to the rotation of 
hours takes time, and rapid rotation on three 
shifts certainly makes me wonder about my 
efficiency as a nurse." 
A number of respondents to our 
questionnaire suggested that the two shift 
rotation would be a vast improvement over the 
three shift system. Many mentioned that it 
would be most acceptable to the greater 
number of nurses because it would cause less 
disturbance to them and to their families and 
would allow them to function better at work and 
at home. 
It appears from the responses that there 
are hospitals that use the two shift system, so 
that the argument that it is impossible doesn't 
really seem to hold water. Perhaps it is another 
possibility for us to consider. 



The long and short of it 
There are other approaches to consider 
when looking at shift work. One has to do with 
the length of time that a nurse should work a 
particular shift. Is seven days of night duty in 
one period too long or too short? Are 
twelve-hour shifts a viable altemative to longer 
stretches of duty on three shifts? 
"Only once have I enjoyed nights - and that 
was on a four-week rotation of nights. This 
allowed me to adjust to shift hours - a 
workable eating, sleeping and recreation 
I pattern was easy to establish before another 
change. 
We were a warm, congenial group, 
because staff were well-rested and alert. Care 
was more patient-oriented. After those nights, 
I realized that seven-day adjustments (the 
rotation plan used in so many settings) were 
the worst for me. My personality and 
decision-making ability were really affected by 
all the changing around." 
"I have worked rapid rotation shift for 10 years, 
and still have problems adjusting. Maybe 
longer periods on one shift would be better." 
Studies done in industry where shift work 
is also necessary have not yet established 
whether or not longer stretches of a particular 
shift are generally advantageous. It has been 
proposed that two or three-day stretches of 
shift may interfere less with adaptation to shift 
work. 7 The important recommendation that 
such studies make is that there is scope for 
further research, that shift work in industry, 
though widespread, has not been evaluated, 
and needs further study. 
"Seven nights is taxing, too long. By the sixth 
or seventh night, I'm exhausted, impatient, 
uncaring, and despondent. Fatigue for me 
means emotional and physical imbalance. 
Five nights is enough at one stretch for me to 
be able to cope with any complexities or 
emergencies at a time when hospital staffing is 
at its minimum." 
The past few years have seen some 
experimer,laton with a return to the use of the 
12-hour shift; reactions to this system are 
mixed. 
"Twelve-hour shifts help tremendously. You 
know your patients before the lights go out and 
they know you." 
"Twelve-hour nights - such a long time to 
work without becoming tired, frustrated and 
angry." 


Permanent shift, two shift rotations, 
blocks of shift, rapid rotation, and twelve-hour 
shifts - by now you may have begun to 
recognize some of the problems faced by 
those who wrestle with time sheets. Some 
would argue that no arrangement is going to 
please every nurse, that compulsory three 
rotation shift is the only expedient way to 
ensure patient care on a 24-hour basis. 
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Our questionnaire does not pretend 
scientific status; we have instead tried to focus 
on your feelings about an area of concern to all 
of us. How much weight can we give to all your 
opinions? Strong arguments seem to come 
from all sides. But if we return to our "good 
hard thinking," we recognize that more 
acceptable solutions to the problems of shift 
work require knowledge, planning, trial and 
evaluation rather than a habitual or haphazard 
approach. 
Nursing literature doesn't seem to have a 
great deal to offer in an area so fundamental to 
nursing. Perhaps it's time all of us took a good 
long look at shift work, at how it affects us, and 
weighed the pros and cons of alternatives to 
whatever systems we now use. 
As one of our respondents writes: 
"Why should we break down our health simply 
to hold down a job. Nursing means something 
to me - it's much more than just a job - but I 
drag through night shift, and the rewards of 
nursing disappear. 
"What nursing needs is more flexibility. 
Why is shift handled in such a dictatorial way? 
Is there a better way? I feel that we need some 
freedom to choose our working hours, those 
hours when we can function well, realize our 
value and recognize all the potential of our 
personal lives." OW 
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ONE PATIENT'S EXPERIENCE 


Mona Winberg is disabled by cerebral palsy. In spite of her handicap, Mona lives 
alone. Cerebral palsy is crippling (both physically and emotionally) but many 
afflicted people can manage on their own and do want to be independent. In this 
article Mona shares with us her fears and apprehensions during her first visit to 
hospital and she tells us how patient and understanding nurses, both at home 
and in the hospital, helped her along the road to recovery. 


Mona Winberg 
Joan Hobson 


Not long ago I entered North York General 
Hospital in Toronto for a Dilatation and 
Curettage. Unfortunately. the "0 & C" showed 
that a hysterectomy was necessary and the 
three days that I was originally scheduled to 
spend in hospital stretched into a seemingly 
endless six and a half weeks, including a stay 
in a convalescent hospital. 
As is usual, with any new experience, 
both fear and apprehension overwhelmed me. 
How would the nurses and other staff react to 
having a cerebral palsied person as a patient? 
What would my roommate be like? Would I be 
able to cope as independently in the hospital 
as I do at home? 
I am disabled by cerebral palsy. It affects 
mainly my hands, which are not able to 
function in a coordinated manner; and my 
speech, which although comprehensible is 
accompanied by involuntary jerkiness. 
Happily all of my fears about entering the 
hospital proved groundless. The nurses were 
friendly, compassionate people and I was 
soon on a greeting and smiling basis with all of 
the hospital staff. 
My roommate's name was Edith. She 
entered the hospital a couple of days after me 
for the same operation. She knew all about 
cerebral palsy as she has a niece who is 
similarly disabled. Edith was remarkably 
helpful and understanding. But let's go back a 
little, for all of that is the end of my story. 


Pre-op 
The fun began as soon as I was admitted. 
The nurses needed a blood sample. They tried 
three times (once when I was mildly sedated) 
and three times I tensed up and no blood 
would flow! 


Finally, the night before the operation, 
three nurses marched into my room and 
announced with determination: "We're not 
leaving without your blood." Two nurses 
distracted me with conversation (which is 
always a good device to use with me) while the 
other plunged a needle into my already black 
and blue arm. Hallelujah! At lastthey were able 
to get the blood they needed. 
My last medical interview, before the 
operation, was with the anesthetist who 
said:"Usually I try to fit the intravenous 
needle into my patient's arm before the 
operation. But, in your case,l think I had better 
wait until you are under anesthetic." 
After my experience with the blood 
sample, I most heartily agreed with him. 
The last thing I remember before the 
operation is drowsily asking the anesthetist 
why they made operating room tables so 
narrow. He replied laughingly: "To allow fat 
doctors to get around them." 


Post-op 
The following week is still a rather hazy 
memory for me. I developed a temperature 
and a cough and so I was kept on intravenous 
therapy for a few days longer than usual. But 
that was the least of my worries for as the 
sedation gradually wore off, I was faced with a 
far more dismal problem. My coordination, or 
whatever I had of it, seemed to have 
completely deserted me. 
In vain the doctors, nurses and my family 
tried to reassure me. They told me this was just 
a temporary state of affairs due to after-effects 
of the operation. They told me not to worry- 
but I was desolate and could not be consoled. 
The nights found me thinking thoughts as 
black as the sky outside for where could I go 
and what would I do if I could no longer take 
care of myself? Which institutions, even the 
ones who were geared for it, would want to 


Talking is one of Mona's favorite 
pastimes (by her own admission). 
She is seen here chatting with a 
former board member of the Adult 
Cerebral Palsy Institute of 
Metropolitan Toronto at Bellwoods 
Park House annual garden party. 
Bel/woods is Canada'sfirstresidenc 
for disabled adults. 


accept somebody who could do so little for 
herself? 
I remember lying in bed one night, unable 
to sleep. The night nurse came in and we 
talked together for awhile. We didn't talk for 
long - it was just fifteen minutes or so. What 
we talked about does not matter; what is 
important is that this nurse, through her 
understanding interest and sincere solicitude 
relaxed me and made me feel more 
courageous than I'd felt in weeks. 
This episode marked a real turning point 
in my recovery. My coordination gradually 
returned. No conqueror of Mount Everest 
could have felt more jubilant than J when I 
discovered I could once again feed myself. 
One day, two student nurses came in and 
said they'd help me take a tub bath if I wanted 
to have one. I was more than willing to go with 
them and the bath felt great. Afterward
 
however we all agreed on one thing: hospital 
bathrooms are not designed to accommodate 
three people. 
The day soon came when my 
gynecologist told me he thought I was ready to 
be moved to St. John's Convalescent Hospital. 
I was glad my recovery had progressed that far 
but I was still worried. St. John's would be yet 
another new place with new faces and new 
situations to cope with. 
I was very sad when the time came to say 
good-bye to Edith - we had travelled the 
same difficult road together. As for the nurses, 
I shall always think of them with affection and 
gratitude. Their understanding and 
encouragement helped pull me through one of 
the most demanding periods of my life. 
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Convalescence 
I was made to feel most welcome at St 
John's. My admitting nurse was the 
mother-in-law of an active Board Member of 
the Ontario Federation for the Cerebral 
Palsied so she understood my situation very 
well. My new roommate, Ruth, greeted me 
cheerfully; she was a friendly and outgoing 
person. 
If the treatment I received at St. John's 
had to be summed up in three words they 
would have to be: tender, loving care. The 
atmosphere there was so relaxed and restful 
that both my sleep and my appetite improved 
greatly. After two weeks, my family physician 
told me I was ready to go home. As I was 
wheeled down the corridors to the door, the 
nurses and other patients either called or 
waved their good-byes. 
So, at long last, there I was, ... home - a 
little shaky and a few pounds lighter - but 
back in my own little apartment. Nothing has 
ever looked so good to me. 
Despite all of the physical discomfort and 
mental anguish, I feel the time I spent in the 
hospital was a most worthwhile learning 
experience. It taught me that even though 
disabled people may have to work a little 
harder at gaining acceptance, the 
understanding and warmth that one receives 
in return makes any effort well rewarded. 


CNJ asked author Mona Winberg to tell us a 
little about herself. This is what she had to say. 
"When I was young I attended a special 
public school for handicapped children in 
Toronto. Later I enrol/ed at the High School of 
Commerce and upon graduation completed 
one year at the University of Toronto. 
After leaving university I worked in the 
bookkeeping department of Corbrook 
Sheltered Workshop for six years. I was editor 
of "Contact," the natIonal publication of the 
Canadian Cerebral Palsy Association, for the 
next five years. 
Right now, I am second vice-president 
of the Adult Cerebral Palsy Institute of 
Metropolitan Toronto. The Institute is the 
operating body of Bel/woods Park House, 
Canada's first residence for disabled adults. 
Bel/woods is celebrating its 10th Anniversary 
this year. I am also Chairman of Bel/woods' 
New Directions Committee. The purpose of 
our commIttee is to establish and define new 
priorities for Bel/woods and its residents. 
As a past president of the Onta"o 
Federation for the Cerebral Palsied I have 
worked for some time now in an effort to 
establish apartment accommodation, with 
special support services, for disabled adults. I 
believe it is essential that we be able to 
provide handicapped people with their own 
choice of living accommodation, whether it be 
residence, group home or apartment. 
But what is most important is that I have 
been blessed with a wonderful family and 
friends; through their special confidence in 
me these people have given me the courage 
to try new ventures without fear of being 
alone " 


.. 


Joan Hobson, VON 
Thanks to supportive hospital staff 
Mona fou nd her hospital experience most 
agreeable. She is now feeling very well and 
living independently in her "own little 
apartment." 
As Mona's visiting nurse I resumed my 
weekly visits to her as soon as she 
returned home. What can I, as a nurse in the 
community, do to help those with cerebral 
palsy manage on their own? Together, 
Mona and I drew up this guide: 


I. 



 It is important for the community nurse 
to realize that she is not just 
dispensing medical treatment Or 
counseling in heaith concerns. During 
her visits to the home, the nurse 
should listen, encourage, support and 
share - both in the laughter and the 
disappointments. 

 The nurse can assist by discussing the 
available community services. But she 
should always remember that the 
cerebral palsied person is as much an 
individual with her own preferred 
lifestyle as any other person; she must 
allow her patient the dignity and 
freedom of choosing her own way of 
life. 
. Since the community nu rse may be the 
only person her cerebral palsied client 
sees all day, it is of inestimable value if 
the nurse patiently takes the time to 
make herself aware of any other 
service that she could perform. This 
could be just little things that the 
cerebral palsied person, because of 
her disability, cannot do for herself. A 
nurse has to be realistic and 
understand that many persons with 
cerebral palsy, no matter how much 
they may wish to be independent, 
cannot manage without some 
supportive care or service. 


In conclusion, perhaps my entire 
philosophy when dealing with a 
handicapped client can be summed up this 
way: 
I have learned it is essential that the 
community nurse look upon the person 
with cerebral palsy not as a helpless 
individual, but as a human being of worth 
and dignity. This person is struggling to 
make a life for herself in the community. 
The visiting nurse is in a unique position 
because she has the potential to make this 
road a great deal easier and freer of 
obstacles. ... 


Joan Hobson is a graduate of the Wel/esley 
Hospital school of nursing in Toronto. She has 
received diplomas in Teaching and 
Supervision from the University of Western 
Ontario and Public Health Nursing from the 
University of Toronto. Right now she is on the 
nursing staff of the Victorian Order of Nurses, 
Metro Toronto Branch. 
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Interaction between a mother and her premature infant is all too often 
discouraged by the glass barrier of the premature nursery, a barrier that 
protects the baby when he is most vulnerable, but may signify to his mother 
that he is fragile, untouchable. Studies have shown us that communication 
between a mother and her child is vital during the first few days of a baby's life, 
that it shapes responses between mother and ch ild for years to come. A 
sensitive and knowledgeable nurse can play an important role in bringing a 
mother, father and their premature infant together, helping them to discover 
one another, and easing the development of a bond between them in spite of 
the glass barrier. 


"Elizabeth was born six weeks prematurely in 
an unfamiliar hospital. My husband was out of 
town. At first, the whole experience was vel}' 
frightening for me. 
"It was a nurse that helped me to get over 
my fear and get to know my new baby. Her 
help allowed me to come to terms with the 
grieving I felt as I anticipated the possible loss 
of the baby. When Elizabeth was born, the 
nurse explained to me with sensitivity the 
need for special nursing care and the 
equipment involved in the treatment of my 
premature child. I learned to trust this nurse. 
She encouraged me to touch Elizabeth in her 
incubator just a few hours after she was born, 
and to change her diaper on the following 
day. 


"When my husband arrived. we talked to 
the nurse together, expressing all our fears 
about Elizabeth's tiny size, her treatment and 
expected development. As the days passed 
and our baby's health improved, we were 
encouraged to spend more time with her, 
feeding her and holding her. Because of our 
involvement with Elizabeth, we came to 
realize how normal she was. 
"I breast-fed Elizabeth twice a day before 
she came home. I learned to be patient... not 
to panic at my daughter's immature sucking 
reflex. The nurse helped me to realize that the 
problems I had feeding Elizabeth were not a 
reflection on my ability to mother, and that with 
patience on my part, the baby would drink 
adequately. Because of her interest, 
knowledge and empathy, this nurse became 
a link that drew us closer to our daughter 
during an emotional period." 
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It was the story of my friend that helped 
me to realize just how helpful a nurse can be in 
bringing a new mother and father and their 
premature infant together. 
A number of factors influence the depth 
and intensity of the attachment that eventually 
develops between parents and their newborn 
child. People who are about to become 
parents take on roles that command new 
responsibilities and behavior patterns; their 
response is determined in part by their 
upbringing and their backgrounds, and, in turn, 
influences the degree to which they can 
become close to their child. 
A mother's attitude towards her baby is 
shaped by the way she accepts her pregnancy 
and by her perception of the unborn child as an 
individual. The birth of the baby and the 
mother's fi rst experience seeing and caring for 
the child also have an important effect on her 
initial response to him. Recently it has been 
acknowledged that the contact of mother and 
child in the first few hours and days of the 
child's life have an extremely important 
influence on the quality and lasting effect of the 
bond between them. 
In the case of a premature birth, the 
immediate nature of mother-child bonding can 
meet with interference. When a child is born 
prematurely, the mother may be separated 
from him shortly after his birth, and so she has 
little opportunity to interact with him or provide 
his basic care at this time. This imposed 
alienation affects both mother and child and, 
as a result, the mother of a premature child 
may have a distorted perception of her 
infant that can have serious results for the 
bond between them. Understanding what is 
known about mother-child bonding, in order 
that we may facilitate its development when a 
premature birth makes separation inevitable, 
is a step in the direction of helping these 
families. 


Understanding Maternal-Child 
Bonding 
The first minutes and days after the birth 
of a baby constitute a maternal sensitive 
period. During this time mother and child 
become actively involved in behaviors that 
complement and reward. Bonding at the 
sensory level draws the mother and child 
together with great interest, dependence and 
commitment. 
The observations of a number of authors 
allow us to see what happens in the bonding 
process, how interactions between the mother 
and child begin. The mother will begin to 
recognize her infant as an individual apart from 
herself as she initially explores the baby and 
notices his reactions to his new environment. 
The mother and child begin bonding through 
the sense of touch. Initially, the mother 
examines her child with her fingertips, then 
with her palms, while making eye-to-eye 
contact with the baby. 
Immediately after he is born, the infant is 
in a quiet, alert state, with his eyes open for 45 
to 60 minutes. l The infant can see and has 
visual preferences. It is not long before he 
focuses on the most interesting visual stimulus 
- the human eye. 
At birth, the infant moves his head when 
he is spoken to; because of a sensitive 
auditory perception he will respond to a 
high-pitched female voice in preference to a 
male voice. The neonate also moves to the 
rhythm of human speech - as the speaker 
pauses for a breath, he almost imperceptibly 
raises his eyebrow or lowers his foot. 
In utero, the actions and rhythms of the 
fetus are strongly influenced by his mother. 
Birth interferes with these actions and rhythms 
and the infant must adapt to a new 
environment. The mother helps her infant to 
reestablish biorhythmicity. Progressively, the 
infant grows more alert during those times 
when he is being held by his mother. His cry 
produces physiological changes in the mother 
that encourage her to feed him. On the fifth day 
of life, it has been noted that breast-feedin
 
infants are able to discriminate the smell of 
their mother from that of another mother with 
significant reliability.2 Many mothers observe 
that their baby has a particular scent. 
It can be seen from the observations 
recorded about the bonding process that the 
first few days of life elicit mother-child 
closeness. What are the effects on this 
closeness when a premature infant is 
immediately hurried to an intensive care unit or 
to another hospital where he is cared for 
exclusively by skilled nurses. and the mother 
doesn't have a chance to be with him? 
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The Effects of Separation 
The mother of a premature infant often 
experiences the child's birth as an emotional 
crisis involving strong guilt feelings. 
Resolution of her conflicting feelings is 
essential so that she and her baby may 
develop closeness to one another. According 
to Kaplan and Mason, there are four tasks that 
must be mastered by the mother of a 
premature infant in order to promote a close 
relationship between her and her child. 3 
The first task confronts her at the time of 
the baby's birth. At this time. the mother 
prepares for the possible loss of her baby by 
withdrawing from the relationship: she hopes 
for her child's survival but simultaneously 
prepares herselffor his death. Secondly, when 
the child is born, she must face the fact that her 
baby is not full term - she must give up her 
dream baby and face the reality that her child is 
premature. The third task involves changing 
her attitude as improvement in her baby 
becomes apparent. Finally, she must learn the 
differences between a normal infant and her 
premature child in order to respond 
appropriately as she learns to care for him. 
Failure to cope with any of these four tasks is 
seen as detrimental to the mother-child 
attachment. 
The parents of a sick premature baby may 
feel that the child is not really theirs, even when 
he is discharged from the hospital to become 
part of the family. Although the baby's 
problems are entirely resolved prior to his 
discharge from hospital. his mother's behavior 
may often be disturbed during the first year or 
more of her infant's life. An increase in the 
incidence of failure to thrive without organic 
cause and in cases of battered child syndrome 
has also been shown among premature 
infants and those hospitalized in the newborn 
period (that is, in comparison with those who 
were not separated from their mother during 
this period of time). t 
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The Role of the Neonatal Nurse 
The nurse in a neonatal unit can assume a 
great deal of responsibility for preventing the 
development of physical, emotional and social 
problems for the parents and their child. By 
encouraging parents to explore together and 
eventually accept their feelings about the 
baby, she can help them to become closer to 
their child. She can help to reduce the number 
and intensity of parental concerns by teaching 
parents about the behavior of their premature 
baby and about basic care of the child. 
Emphasis should be placed on teaching the 
parents about immature behavior which could 
seem threatening to a mother and add to her 
feelings of inadequacy, for example, the 
child's poor sucking reflex or special problems 
such as heat control or apneic spells. 
The nurse can assess the parents' 
emotional response to their infant by 
observing their efforts to touch the baby, to 
learn about him, or take part in his care. She 
can also observe the way in which the couple 
share their positive and negative feelings, and 
discuss their preparations and plans for caring 
for the baby at home. In this way she can do a 
great deal to facilitate the mother-child 
bonding process and the development of a 
healthy relationship between them. 
In order to be an effective link between the 
mother and child, the nurse must be aware of 
her own feelings and ideas about her role as a 
neonatal nurse. Self-awareness and 
communication skills are important for they 
enable herto be sensitive to the needs of each 
individual family. Sometimes a group 
approach that includes a social worker or 
chaplain along with the nurse can be most 
helpful to the family of a premature infant. 
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The Glass Barrier 
There are a number of problems apparent 
for the nurse concerned with quality care in 
neonatal nursing, problems associated 
particularly with the care of premature 
newborns. Some of these barriers need to be 
overcome in order to promote helpful 
relationships between the nurse and families 
of premature infants. 
. Inadequate staffing 
Neonatal nurses are often discouraged 
because of the problems arising from 
inadequate staffing. So often there is little time 
to give the comprehensive and understanding 
care necessary to encourage a mother to get 
to know her baby. A new mother may be 
frightened, for example, to hold her infant while 
he is receiving oxygen unless a nurse is 
present. But it is almost impossible for a lJurse 
who is caring for five sick infants to spend time 
with each individual mother. A one-to-one 
nurse/patient ratio would allow the nurse to be 
fully responsible for the infant throughout 
his hospitalization and consequently deliver 
better nursing care to the infant and continual 
support to the child's parents. 
. Unit structure 
Very often, the physical structure of the 
neonatal unit is not conducive to the 
development of a close mother-child 
relationship. A mother needs the privacy of a 
parents' room for examining, holding and 
breast-feeding her baby. Ideally, the parents' 
room would be furnished to allow the 
involvement of the baby's father and other 
family members. Such a unit should be as 
relaxing a setting as possible, with dimmed 
lights, a rocking chair, colors and music to 
counteract the hospital atmosphere and 
stimulate the infant. Facilities should be 
available fora mother to remain in the hospital 
with her child, especially ifthe family lives in an 
area outside of the hospital center. 
. 'Don't touch' 
Often the parents' fear and anx iety is 
exaggerated in the neonatal unit by the 
busyness of skilled nurses, noisy machinery 
and emergencies. Sometimes a nurse may 
forget that a setting so familiar to her may 
cause parents considerable anxiety, and she 
may make little effort to allay their fears. 
If a neonatal nurse examines her behavior 
carefully, she may have to admit to the attitude 
thatthe nursery is her domain, that she resents 
the involvement of parents because it 
threatens to down-play her own importance. 
The 'don'ttouch' attitude of many nurses tends 
to add to the parents' sense of uneasiness. 
How do we change our attitude? Perhaps 
if nurses are given the time and are 
encouraged to share in teaching parents about 
their premature infant, they would find the 
rewards of involvement the motivating force 
necessary for change of attitude. 
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. Education 
The neonatal nurse requires formal training in, 
the specific physical needs of the premature 
baby, and in the emotional needs of the 
parents. Such education should emphasize 
communication skUls and the need for 
self-awareness. Knowledge of communicatior 
skills can help the nurse to relate her interest in 
the family without seeming to intrude on the 
integrity of the family members involved, 
without seeming to interfere with their ways of 
coping. By learning to listen to a mother talk 
about preparations for the baby's 
homecoming, for example, she will be able to 
understand whether or not the mother feels 
confident. By helping a mother to recognize 
and accept her feelings, she is in a position to 
help her work out a solution. 
. Family Involvement 
If nursing care is to be family centered, 
consideration must be given to family 
members at home who may know very little 
about the baby's hospitalization. The child left 
at home needs to know why his parents are 
spending so much time at the hospital. Unless 
parents take the time to talk to the child at 
home, he may arrive at his own conclusions 
about the baby's stay in hospital, conclusions 
that could be inaccurate and troublesome to 
him. Parents should be made alert to changes I 
in a child's playing, eating and sleeping habits 
that might indicate his need to express himself 
openly. If the child is shown pictures of the 
baby and assurance that the baby will "grow 
up" it helps him prepare for a new family 
member. 
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. Involvement of Others 
Parents of premature infants need the 
involvement of their friends as well as 
professionals. Talking to other parents or 
friends often helps the parents of a premature 
baby see their situation in perspective. Nurses 
are in a key position to help bring parents 
together with others to share their 
experiences. 
The initial phase of mother-child bonding 
significantly affects the development of a child. 
What could be more important to the 
well-being of family life than our efforts to 
promote this early attachment? As nurses, we 
are in a key position to provide vital 
opportunities for mother-child bonding. When 
parents are separated from their newborn 
infant, as in a premature birth, it is important 
that we take initiative in helping mother and 
father become acquainted with the baby.... 


If 


Norma J. Murphy (R.N., Halifax Infirmary 
School of Nursing, B.N., Dalhousie University, 
Halifax, Nova Scotia) has had most of her 
nursing experience in the field of pediatrics, 
including neonatal intensive care. In August of 
this year, she joined the College of Nursing of 
the University of Saskatchewan, Saskatoon, 
as a teacher of psychiatric nursing. 
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Hibitane::; 
Skin Cleanser 
A sudsing, antiseptic, cleansing solution containing 
4% w Iv chlorhexidine gluconate for: 


. preoperative scrub-up 


. general hand washmg 


. cleansing and 
disinfection of operative 
site on the ward before 
surgery 


. patient bath and 
shampoo 


Hibitane::; Gluconate 
20 0 /0 Solution 
A multipurpose broad-spectrum antiseptic 
concentrate. Diluted as directed it is ideally suited for: 


. preoperative patient 
preparation 


. disinfecting respiratory 
and anesthetic 
equipment 


. an effective general 
purpose antiseptic on 
intact skin and mucous 
membranes, wounds, 
lacerations, and 
abscesses 


. the emergency 
disinfection of medical 
instruments 


. prolonged storage of 
sterile instruments 
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Savlon ::;, Hospital 
Concentrate 
A multipurpose detergent antiseptic combining the 
effectiveness of an outstanding bactericide. . ' 
HIBITANE,with the cleansing properties of cetrimide 
B.P. 


., 
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... 


. four basic dilutions to 
fulfill the majority of 
hospital antiseptic 
needs 


. excellent cleansing 
properties 


. low levels of toxicity 


. rapid, persistent, 
broad-spectrum 
bacteridical action 


. economical 



to suit most hospital antiseptic needs 


. bactericidal, fungicidal, 
sporicidal, virucidal 
. may be used on plastics 
and rubber 
. may be used in existing 
automatic 
decontaminating 
machines, ultrasonic 
cleaners, or any simple 
convenient container 


. achieves complete 
disinfection after 20 
minutes at room 
temperature, and 
sterilization in 1 hour at 
60 0 C 
. good for 4 weeks' 
continuous use 
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Sonacide
:
 
(potentiated acid glutaraldehyde 2%) 
A disinfecting and sterilizing solution for processing 
respiratory and anesthetic equipment. 
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HIBITANE and SAVLON made In Canada by arrangement with IMPERIAL CHEMICAL INDUSTRIES LIMITED 
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Canadian Nurses 
Foundation Scholars 


Thirteen Canadian nurses have been 
granted scholalships from the 
Canadian Nurses Foundation for the 
academic year 1977-1978. This yeal, 
a total of $9,000 was awarded for 
doctoral studies related to nursing and 
$24,500 for study at the Master's level. 
The Canadian Nurses 
Foundation was established in 1962 
by the Canadian Nurses Association 
to receive funds and administer 
fellowships for the preparation of 
nurses for leadership positions. A total 
of 144 nurses have been awarded 
scholarships under the program to 
date. CNF funding is voluntary and 
dependent on gifts, donations and 
bequests from individuals and 
organizations. 
Jenniece Beryl Larsen, a former 
nursing instructor at Grant MacEwan 
Community College in Edmonton, has 
been awarded the Katherine E. 
MacLaggan Fellowship of $4,500 to 
continue her doctoral studies in 
educational administration at the 
University of Alberta. Upon 
completion of her degree, Larsen 
plans to teach nursing at either the 
university or community college level 
and/or obtain a government position 
involving organization and planning in 
the field of health and we"are in 
Canada. 
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Heather Marion Ogilvie, 
presently the co-ordinator of 
education and research at the 
Children's Hospital of Eastern Ontario 
in Ottawa, has been awarded $4,500 
to begin doctoral studies in child 
health at Texas Woman's University in 
Houston, Texas. FoliowinQ 


completion of her doctoral studies, 
Ogilvie plans to continue in the area of 
research in child health. 
Jane Buchan of Vancouver has 
been named winner of the White 
Sister's Uniforms Incorporated 
Scholarship Award of $1,000 and a 
CNF award of $2,000. She will enter 
her final year at the University of 
British Columbia where she has been 
studying community nursing at the 
Master's level. This is the second year 
that Buchan has been awarded a CNF 
scholarship. 
Marilyn Darlene Botterill of 
Edmonton, Alberta will receive $3,000 
to begin Master's study in nursing at 
the University of Alberta with special 
emphasis on critical care in nursing 
practice. Formerly, she held a postiion 
with the Department of Health and 
Social Development for the province 
of Manitoba and has nursed in a 
newborn intensive cale unit in 
Winnipeg. Botterill is keenly interested 
in research and hopes to complete 
doctoral requirements following her 
Master's degree. 
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Dawn Marie Hanson of St. 
John's, Newfoundland will receive a 
$3,000 scholarship and plans to begin 
Master's study in counseling in mental 
health at the University of Oregon in 
Eugene, Oregon. Hanson's particular 
interest is in the area of community 
mental health and upon completion of 
her degree, she plans to practice 
counseling in mental health in 
Newfoundland and to teach at the 
university level. 


Sheryl Ann Lapp of Winnipeg, 
Manitoba has been awarded the 
Helen McArthur Canadian Red CLOSS 
Fellowship for Graduate Studies in the 
amount of $3,500. She will begin stud 


towards a Master's degree in 
community health nursing at the 
University of Minnesota, in 
Minneapolis, Minnesota. Lapp plans 
to return to the University of Manitoba 
School of Nursing following 
completion of her degree. 
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Wendy Lynn McKnight, of 
Ottawa will receive $2,000 to 
complete her second and final year in 
a Master's program at McGill 
University in Montreal where she has 
been examining family involvement in 
emergency room care nursing. This is 
the second year she has received a 
CNF scholarship. Following 
completion of her Master's degree, 
McKnight plans to find a position as a 
clinical specialist in an emergency 
department of a hospital. 
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Kiyoko Matsuno of Montreal will 
receive a $3,000 scholarship and 
plans to complete Master's study in 
cfimcal nursing at McGill University, 
Montreal. Her background includes 
nursing of children, psychiatric 
nursing and neuro-psychiatry. 
Previously, she spent a year as a 
nurse consultant in Osaka, Japan. 
Matsuno plans to continue in the field 


of psychiatric nursing when she 
completes her studies 
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Isabel Caroline Milton of 
Beaconsfield, Quebec will receive e 
$3,000 scholarship and plans to 
complete a Master's degree in 
community nursing at McGill 
University. Upon completion of her 
degree, Milton plans to practice in é 
community health center in the 
Montreal area and hopes eventually t 
teach nursing at the community 
college or university level. 
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Eleanor Grace Pask of Toront, 
will receive a $1,100 scholarship to 
study at the University of Toronto 
towards a Master's degree in materne 
and child health. Pask's nursing 
experience includes nursing childrer 1 
in various hospital settings in both thE 
U.S. and Canada. 


Laurie Dawn Reid of Edmonton 
Alberta will receive a $3,000 
scholarship and plans to enter the I 
Master's program at the University 01 
Toronto to study community health 
nursing. Reid plans to teach 
community health nursing in a 
Canadian university following 
completion of her studies. 
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Famous Brand 
Stethoscopes 
;. . . . with FREE Engl3ved 
- Name or Initials 
and Scope Sack! 
REEVESCOPE Our own 
precisi
n stethoscope made to 
Reeves exacting standards, wilh 
our 1 year guarantee. 17/. ' chest- 
piece slips easily under B.P. cuff. 
Weighs only 2 oz. A fine, dependable, sensilive scope in Blue, 
Green Red, G
ld 
r Solver adjustable binaurals, chestpiece and 
tubing to match, Chrome spring. FREE lasl name (up to 15 
lelters) 
r initials engraved on cheslpiece. and protectIve plaslic 
Scope Sark Reevescope No. 5150 . . . . 12.95 ea. 
Littman NURSESCOPE Fam
us scope advertised in 
nursong magazones' HIgh sensitivity, 28" overall, 2 oz., n
n. 
chilling diaphragm, patenled internal sprong. Choose Gold, Sil. 
ver. Blue. Green or Pink. with Grey" tubing. 1 year guaranlee. 
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No. 2160 16.95 "Matching tubing No. 2160M 17.95 
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ilials (no name) and Scope Sack included. 
Dual Scope No. 800 .17.95 ea. 
CLA YTON ECONOMY SCOPES Our lowest cost pre. 
clsion scopes' llghtweighl sensitive, entirely pr
lesSlOnal . . 
and color coordonated Choose Black/Chrome. Blue. Green Red 
S,lver or Gold wIth malchlng tubong and chestplece Three in. 115 
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No. 414 Clay. . 9.95 No. 412 Clay Dual. . . 14.95 
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BLOOD PRESSURE SETS & 
 
SPHYGS For Every Budget! 
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especIally lor Reeves' "' 
Meets U.S. Gov. specs. 
 
,,=3mm accuracy, cat to r..,. (r. 
3oomm.lD-yearReeves 
 
 
 l . 
Guaranleed, Black and 
Chrome. Black tubing, .. _ """ 
 
Grey Velcro' cuff. Zip. _ -_ 
peredleatheretle E ---- - \ 
case Sel includes :;.--- -=-- 
No. 5150 Reevescope 
 
(Iefl). FREE last name 
 
(up to 15 leltersl 
 . 
or imtials on mano . 
and scope. 
 
 
FREE Scope Sack. 
 
Set No. 51-100. . 35.95 Sphyg. only N
. 108..27.95 
SPECIAL DELUXE REISTER IIIIU!II
:I 
One 01 Ihe fonesl pr
lessional sphygs in the world. . . w,th n
 
st
p pin to hide Inaccuracies. Cat to 320mm 10 year accuracy 
guaranteed 10 ,,=3mm. Velcro' cuff zipper case Choose Black 
Chrome mano, or Blue, Green or BeIge man
. tubing, cuff and 
case I
 match. Sel includes Reevescope. FREE names or inilials 
and Sack You can be proud I
 own thIs superb onslrument 
Set No. 06 . . . 47.95 Sphyg. only No. 106. - . 39.95 


ECONOMY B.P. SET 
A low cosl yel hIghly dependable umt. Cal to 3oomm, guaran 
leed by Reeves to "=3mm lor 1 year Smart Grey /Chr
me styhng, 
Velcro' cuff. lIpper case Set oncludes shm. seoslilve slelho 
scope on Blue, Red. Green or Sllve' wllh Grey lubong 
Includes FREE last name or Imllals on sphyg and stelh 
Set No. 14 . . . 27.95 Sphyg. only No. 10 . . . 20.95 


I 


TIMEX
 Pulsometer WATCH 
M
vable ouler rong computes pulse rate lor 
you' Dependable Pulsometer Calendar 
Watch wIth date, WhIle luminous numerals 
sweep second hand, deep Blue dIal. Wh,te 
strap. Stainless back, water and dust re- 
sislant. GIIt.boxed I year guaranlee. In- 
Il,als engraved FREE. Very popular ' 
No. 237 Walch. . . . . .. 19.95 ea. 
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TO: REEvES CO. Box 719-C, Attleboro, Mass. 02703 
OROER NO. ITEM COLOR QUANT. PRICE 


Use extra sheet for addlhonal.tems or orders 

 INITIALS as d..ored, _ _ _ . 
TO ORDER NAME PINS, frll out all ,nlormallon In box,IOP . 
left. clip out and attach to this coupon 
j Please add 50.. handhng/postage I 
I enclo
 $ _ I on orders totalmg under 5 ()() 
N IV 50 pi .e Ma res add !J'7 ö -T 
 _ - _ 
 
Master Charge BanliAmencard Dr Visa welame on _ 
orders of S5 DO or more Submit complete Card No 
lJplr...ofJ Oatr and Jour S'e:n.tilr
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Ingeburg Ursula Schamborzki 
of the Town of Mount Royal, Quebec 
will receive a $1,000 scholarship and 
plans to enter the Master's program in 
nursing at McGill University to 
specialize in research in nursing and 
health care. Recently she was the 
co-ordinator of inservice education at 
the Montreal General Hospital. Her 
future goals include pursuing a career 
in administration or as a nurse 
clinican. 


Joan Irene Wearing of Montreal 
has been awarded a $3,000 
scholarship to enter the Master's 
program in nursing at the University of 
British Columbia where she will 
examine primary health care as it 
relates to the elderly. Upon completion 
of her degree, Wearing plans to 
resume work in a primary care setting. 


Olive E. Anstey, of Australia was 
elected president of the International 
Council of Nurses at the 16th 
Quadrennial Congress held recently 
in Japan. She will head the world-wide 
organization of more than one million 
nurses from 88 countries until the next 
Congress in 1981. She succeeds 
Dorothy Cornelius from the United 
States. 
Anstey is a former president and 
senior vice-president of the Royal 
Australian Nursing Federation and 
has been a member of the ICN Boald 
since 1973. She is well-known 
throughout Australia for her 
contributions to nursing. 
The new ICN president has had a 
varied nursing career encompassing 
public health, acute care, and 
operating room nursing as well as 
administration. At present, she is 
matron of Sir Charles Gairdner 
Hospital in Perth, Western Australia. 


Also elected to the ICN Board of 
Directors, 1977-1981 are: First 
vice-president: Rebecca Bergman, 
professor of Nursing Department, Tel 
Aviv University, Israel. 
Second vice-president: Verna 
Huffman Splane, faculty of the 
School of Nursing, University of British 
Columbia, Canada. 
Third vice-president: Hildegard E. 
Peplau, former director, Graduate 
Program, College of Nursing, Rutgers 
University, U.S.A. 
Members-at-/arge: Ang Mun Moi 
nursing officer and head, Nursing Unit, 
Singapore General Hospital and 
Faculty of Dentistry, Singapore. 
Ingrid Hamelin, nursing officer, 
Helsinki City Hospital and Social 
Services Planning Bureau, Finland. 
Eunice Muringo Kiereini, chief 
nursing officer, Ministry of Health, 
Kenya. 
Sheila M. Quinn, area nursing officer, 
Hampshire Area Health Authority 
(Teaching), United Kingdom. 


Area Members 
Africa: Eloise C. Duncan, 
administrator, Nursing Services, 
John F. Kennedy Medical Center, 
Liberia. 
Eastern Mediterranean: Hend 
Abdel-AI, lecturer, Psychiatric 
Nursing, High Institute of Nursing, 
Cairo University, Egypt. 
Europe: Marie-Louise Badouaille, 
National Association of Continuing 
Education of Pubtic Hospital 
Personnel, France. 
North America: Eileen M. Jacob, 
professor and dean, School of 
Nursing, The University of Texas at EI 
Paso, U.S.A. 
South and Central America: Syringa 
Marshall-Burne", lecturer, 
Advanced Nursing Education, 
University of the West Indies, 
Jamaica. 
Southeast Asia: Annamma P. 
Cheri an, principal, College of 
Nursing, Post Graduate Institute, 
Chandigam, India. 
Western Pacific: Fe M. Valdez, 
chairman, Board of Nursing, 
Professional Regulation Commission, 
Phillipines. 


Norah O'Leary, Nursing Consultant 
has been transferred from the Health 
Consultants Directorate to the Health 
Standards Directorate of the Health 
Programs Branch, Health and Welfare 
Canada. 
O'Leary obtained her M.Sc.N. 
from the University of Toronto and is a 
clinical nurse speci
ist in 
cardiovascular nursing. She was an 
assistant professor in the Faculty of 
Nursing at Lakehead University 
before joining Health and Welfare in 
1976. She is a member of the Board of 
Management and the Executive 
Committee of the Board of the 
Registered Nurses Association of 
Ontario and is past president of the 
Nurses' Section, Ontario Lung 
Association. 
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O'Leary's responsibilities with the 
Health Standards Directorate will 
involve the establishment of 
guidelines and standards for nursing 
practice. To do this, she will be 
working closely with the Canadian 
Nurses Association, the provincial 
associations and government 
agencies. She pointed out that many 
specialized nursing groups and 
provincial associations across the 
country have already set up their own 
standards of practice and that, as a 
result, there are a vast number of 
resource people to draw on in setting 
up national standards of nursing 
practice. In her work, she plans to 
travel to the provinces to meet with 
these various groups. 
In describing her position, she 
stressed that "this is not the federal 
government imposing their standards 
on the nursing profession. It is up to 
nursing to define nursing practice. My 


job is to coordinate and facilitate the 
work of expert practitioners in setting 
up national standards." 
O'Leary sees that the 
establishment of standards is an acute 
need in nursing. One of the priorities of 
CNA since 1975 has been 10 develop 
a definition of nursing practice and to 
establish national standards. "At 
present, there is no objective criteria to 
judge the quality of care Ihat is being 
given. Standards are one way of 
measuring the quality of our care." 
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H. Rose Imai will leave her position as 
acting Plincipal NUlsing Officer, 
Health and Welfare Canada to join the 
staff of the Canadian Nurses 
Association as director of professional 
services in early September. She will 
also assume the role of deputy 
director of CNA in the absence of Dr. 
Mussallem. 
Imai received her diploma in 
nursing at the Moose Jaw Union 
Hospital in Saskatchewan and then 
went on to obtain her bachelor's 
degree in nursing al McGill University 
and her master's degree in public 
health at Johns Hopkins University. 
She has nursed in a variety of settings 
including work in Japan and Okinawa 
and public health nursing in Toronto 
She has also taught at McGill's school 
of nursing. 
Imai was previously on the staff 
of CNA from 1970-1972 as a research 
officer preparing submissions to 
government and drafting position 
papers. 
Robert Gourdeau, M.D., F.R.C.P.(C) 
was recently elected president of the 
Canadian Medical Assocation for 
1977 -7B. At present, he is a consultant 
in pediatrics and hematology at the 
Centre Hospitalier de I'université 
I ;:,v;:,1 in SIA Fnv Ouebec. 
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October 


Interim Council on Health Sciences 
Education of Canada (ICHSEC) 
First Annual Meeting. To be held at 
the Hotel Meridien, Montreal on 
Oct. 2-4. Theme: Accreditation and 
Health Sciences Education. 
Contact: C.A. Casterton, Executive 
Secretary. Association of Canadian 
Medical Colleges, 151 Slater St., 
Ottawa, K1 P 5H3. 


Workshop on Diagnosis of Venous 
Thrombosis: Theoretical and 
Practical Approaches, to be held at 
McMaster University Medical Centre, 


Hamilton, Ontano, on Wednesday, 
Oct. 26. Contact: Dr. J. Hirsh, 
Professor, Department of Pathology, 
McMaster University Medical Centre, 
1200 Main Street West, Room 3N18, 
Haml1ton, Ontario, L8S 4J9. 


Annual Meeting and Workshop of 
the Association of Remotivation 
Therapists of Canada Inc. to be held 
at the Douglas Hospital in Montreal, 
Quebec on Oct. 3-5,1977. Fee: $30. 
Contact: Mr. P. Steibelt, Director of 
Remotivation Therapy, Douglas 
Hospital, 6875 LaSalle Blvd., 
Montreal, Quebec, H4H 1R3. 
(514) 761-6131. 


Therapeutic Touch as it Relates to 
Nursing Practice. A one-day 
symposium given by Dr. Dolores 
Krieger designed to expose nurses to 
new scientific findings on "touch:' To 
be held Oct. 27 at the University of 
Calgary, Calgary, Alta. Fee: $18. 
Contact: Mary Hammond, R.N., 
Administrative Officer, Division of 
Continuing Education, The University 
of Calgary, 2920 24th Avenue N. w., 
Calgary, Alberta, T2N 1N4. 


Association of Registered Nurses 
of Newfoundland 23rd Annual 
Meeting. To be held on Oct. 3-5, atthe 
Hotel Gander, Gander, Nfld. 
Guest speaker: Lorine Bese!. 
Contact: ARNN, 67 Le Marchant Rd.. 
St. John's, MId., A 1C 2G9. 


November 


Order of Nurses of Quebec Annual 
Meeting to be held on Nov. 9-10, 1977 
at the Queen Elizabeth Hotel, 
Montreal. Contact: Order of Nurses of 
Quebec, 4200 Dorchester Blvd. West, 
Montreal, Quebec. 


Good nursing practice calls for the 
reDiovalof necrotic tissu
 as a first step 
in the treatDlent of decubitus ulcers. 
Think of Travase@ as 
(Sutilains Ointment, N F.) 
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Travase o 
(Sutilains Ointment, N.F.) 
INDICATIONS: For wound debridemenl. Travase 
Ointment is indicated as an adjunct to established 
methods 01 wound care for biochemical debridement of 
the following leSions: Second and Ihtrd degree burns; 
Decubitus ulcers; Incisional. traumabc. and pyogenIC 
wounds; Ulcers secondary to peripheral vascular dis. 
ease. CONTRAINDICATIONS: Application 01 Travase 
Ointment is contraindicated in the lollolloing conditions. 
Wounds communicating with m8Jor body cavities; 
Wounds containing exposed majOr nerves or nervous 
tISSue; Fungating neoplastic ulcers. WARNING: 00 not 
permit Travase Ointment to comlllOto contact with the 
eyes. In treatment 01 burns or lesions about the head or 
neck, should the ointment Inadvertently come into 
contact with the e
es, the eyes should be immediately 
rinsed with CopiOUS amounts of water, prelerably sterile. 
PRECAUTIONS: A moist enVIronment is essenlialto 
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optimal 
actiVIty of the en- 
zyme. Enzyme activity may be im- 
paired by certain agents (see package insert). Al- 
though there have been no reports 01 systemIC allerQlC 
reactIOn to Travase OlOtment in humans, stu.es of 
other enzymes have shown that there may be an 
ant'bÒdy response in humans to absorbed enzyme 
matenal. ADVERSE REACTIONS: Consist of mild, 
transient pain, paresthesias. bleeding, and transient 
dermatitis. PalO usually can be controlled by adminis- 
tratIOn of mild analgesics Side effects severe enough to 
warrant discontinuation 01 lherapy 0CC8SI0r1a11y have 
occurred. If dermatitis or unl.lsual bleeding occurs as a 
result 01 the application of Travase Ointment. therapy 
should be discontlOued. No systemic toxiclly has been 
observed as a result 01 the topical application 01 Travase 


OIntment. DOSAGE AND ADMINISTRATION: 
Strict IKIherence to the following I. requlrlKl 
T> .",.. for effectl". r..ults of tr..tment: 1. Thor- 
oughly cleanse and irrigate wound area with 
sodium chloride or water solutions. Wound must 
be deansed 01 antiseptics or heavy-metal antibacterials 
which may denature enzyme (N alter substrate charac- 
teristics (e.g.. Hexachlorophene, Silver Nitrate. Benzal- 
kOOlum Chloride, Nitrofurazone, etc.) 2. Thoroughly 
moisten wound area either through tubbing, showenng, 
or wet soaks (e.g., sodium chloride or water solutions). 
3. Apply Travase Ointment in a thin layer assuring 
intimate contact with necrotic tissue and complete 
wound coverage extending to 'I. to '/2 inch beyond the 
area to be debrided 4. Apply loose wet dressings. 5. 
r--:l Repeat entire procedure 3to 4 bmes per day 
L.....:..:J lor best results. @ Finl1 'i177 
m FlINT lA9ORATORIES OF CANADA 
DfWIIIDNOI" nwlENDl 

 IC 
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Looking for new texts 
to enrich 
your curriculum? 
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A New Book! 
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MATERNITY CARE: 
The Nurse and the Family 
Emphasizing the human dimensions of childbirth, this dynamic new text helps 
you prepare your students to function as competent, sensitive maternity nurses 
in today's changing society. Discussions integrate psychosocial factors with 
current clinical information and show how to apply this to actual patient care. 
Throughout, the authors provide detailed plans for nursing intervention based 
on diagnostic, therapeutic, and educational objectives. They stress the 
importance of setting care goals before planning care or attempting to 
assess results. All information is logically arranged to follow the chronologie 
order of conception, pregnancy, labor and complications, birth, post delivery 
and parenthood. More than 650 superb drawings and photographs augment 
this significant addition to maternity literature. 
By Margaret Duncan Jensen, R.N., M.S., Ralph C Benson, M.D., Irene M Bobak, R N., M.S , 
with 2 contributors. April, 1977 764 pages plus FM I-XX, 8112" x 11",684 illustrations. Price, 
$18.40. 


Medical/Surgical 


CAllE OF THE 
OSTOMY PATIENT 

Vl"CMCH 
oft.liAOGßØ 


New 2nd Edition! 
CARE OF THE OSTOMY PATIENT. By 
Virginia C. Vukovich, R.N., E.T. and Reba 
Douglass Grubb, B.S.; with 12 contributors. 
The new edition of this widely used book 
continues to show nurses how to meet 
the special physical and emotional 
needs of ostomy patients Its valuable 
"how-to" approach focuses on both pre- and 
post-surgical care. as well as social and 
vocational rehabilitation. The authors in- 
clude new discussions 'In patient assess- 
ment and patient education. April, 1977. 164 
pp., 23 illus. Price, $6.85. 
New 2nd Edition! THE SURGICAL PA- 
TIENT: Behaviorial Concepts for the 
Operating Room Nurse. By Barbara J. 
Gruendemann, R.N., B.S., M.S.; et al This 
new edition presents behavioral concepts 
that can be applied to patient care in a 
variety of surgical settings Totally updated, 
this revision incorporates the Standards of 
Practice developed since the first edition, 
and includes valuable new suggestions to 
help students effectively implement the 
nursing process. April, 1977. 206 pp., 72 
illus. Price, $7.30. 


New 4th Edition! NURSING CARE OF 
PATIENTS WITH UROLOGIC DISEASES. 
By Chester C Winter, M.D., F A.C.S. and 
Alice Morel, R.N. The updated edition of this 
popular text presents current concepts of 
urologic diseases and their management. 
Chapters new to this edition discuss such 
topics as: urologic examination and diag- 
nostic tests; equipment; urinary ostomy care 
and appliances; and the cystoscopy suite. 
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New 9th Edition! 
Mosby's COMPRE- 
HENSIVE REVIEW OF 
NURSING. Edited by Dolores F. 
Saxton,RN ,B.S in Ed.,MA,Ed.D.; Patricia 
M Nugent,RN.,A.A.S.,B.S.,M.S.;and Phyllis 
KPelikan.RN.,A.A.S,B.S. MA ; with 1Ocon- 
tributing authors. Revised, reorganized, and 
field-tested tor accuracy, the new edition of 
this wldelyacclaimed review book examines 
current practices In professional nursing. It 
features new material on motivation and the 
teaching process, psychosomatic disorders, 
Canadian nursing history, physics and 
chemistry The revised medical-surgical 
section amphasizes common or recurnng 
diseases. January, 1977. 624 pp., 17 illus. 
Price, $13.15. 
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A New Book! INTRODUCTION TO NURS- 
ING ESSENTIALS: A Handbook, By Helen 
Readey RN., M.A.; Mary Teague, RN. 
MS.N.; and William Readey III, B.S This 
handy resource provides basIc Information 
essential to all beginning nursing students 
Discussions range from study skills, com- 
munication and terminology to legal a!:>pects 
of nursing, P.O.M.R, and mathematical 
problem-solving. March, 1977. 207 pp. 
illustrated. Price, $6.25. 


Nutrition 
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Nutrition 
and diet therapy 
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New 3rd Edition! 
NUTRITION AND DIET THERAPY, By 
Sue Rodwell Williams, M.P.H., MREd., 
Ph.D. The new 3rd edition of this 
popular text focuses on nutrition within 
a context of human needs. Updated 
discussions examine nutrition's role in pub- 
lic health, basic health care specialties, and 
clinical management of disease. You'll find 
more information on minerals in the body, as 
well as new behavioral and problem- 
oriented approaches to weight control. 
March, 1977. 741 pp., 134 illus. Price, 
$13.40 
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A New Book' NUTRITION IN INFANCY AND 
CHILDHOOD, By Peggy L. Pipes, RD., 
MP H This new text helps students gain the 
knowledge they need to counsel parents 
and others about nutrition concerns and 
goals for children Discussions present 
principles of nutrition and development 
(including recommended dietary intakes for 
children), along with current strategies for 
dealing with specific clinical problems 
Apnl, 1977. 218 pp., illustrated Price, 
$685 


A New Book l NUTRITION IN PREGNANCY 
AND LACTATION. By Bonnie S Worth- 
ington, Ph.D., Joyce Vermeersch, Dr.P.H; 
and Sue Rodwell Williams, M.P.H., M.REd., 
Ph.D.; with 3 contributors. This unique new 
book integrates scientific rationale with 
specific techniques essential to maternal 
and child health nutritional assessment and 
education It offers pertinent suggestions for 
improved client learning and motivation, 
along with comprehensive discussions on 
such topics as the pregnant adolescent and 
nutrition and family planning July, 1977 
234 pp., 34 illus Price, $7.30 


Critical Care 


, 


/ 


......... .... 
"",-,IW\1O"Iro 


Education and 
Administration 


Power 
and influence 
in health care 
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New 8th Edition! 
HISTORY AND TRENDS OF PROFESSIONAL 
NURSING. By Grace L. Deloughery, R N, 
M.P.H, Ph D. The new edition of this 
well-established text surveys the history 
of nursing from its ancient beginnings 
to the present Throughout, the author 
stresses the parallel evolution of 
professional nursing and the women's 
movement. The book incorporates much 
new information on recent nursing history 
(since t 945) and on trends that are still 
developing. New discussions explore 
minority nurse education, continuing educa- 
tion for rei icensure, new nurse practice acts, 
and legal aspects of nursing June, 1977 
286 pp., 37 illus Price, $895 
A New Book! POWER AND INFLUENCE IN 
HEALTH CARE: A New Approach to Lead- 
ership, By Karen E. Claus, Ph 0 and June T 
Bailey, RN.. Ed.D.; with 2 contributors The 
authors of this innovative book believe that 
power can be a positive force - the core of 
effective leadership. Their book clearly 
demonstrates how nurses can develop and 
use power to effect changes in health care. 
April, 1977 204 pp., 27 illus Price, $685. 


Behavioral Science 


A New Book! ALCOHOLISM: Development, 
Consequences, and Interventions. By 
Nada J Estes, AN.. M.S and M Edith 
Heinemann, RN., M.A., with 29 contributors 
A valuable resource for all members of the 
health care team, this Important new book 
examines the care, treatment, <!.nd diagnosis 
of alcoholism from both physiologic and 
psychologic perspectives. Leading au- 
thorities from many disciplines explore the 
effects of alcoholism on the primary victim 
and on family members, friends, and SOCI- 
ety. September, 1977. Approx. 352 pp., 6 
illus. About $9.75 


Look to Mosby* 
IVIOSBV 


TIMES MIRRDR 


THE C, V. MOSBY COMPANY, LTD. 
B6 NORTHLINE ROAD 
TORONTO, ONTARIO 
M4B 3E5 
New 3rd Edition' NUTRITION AND DIET 

 
THERAPY:ALearni

GuideforStudents.*/,L' I ,'.J- 
f ""' M 
I)It/
dJ,t.tïk
 J ' .' . 
By Sue Rodwell Williams, RD., M.REd., i/.Æf'(.1Jta.lI II ôf l.. ......"/ I.WVVI(, 
 J 
M.P.H., Ph.D. March, 1977. 186 pag
.:> p
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New 2nd Edition l 
RESPIRATORY NURSING CARE: Physio- 
logy and Technique. By Jacqueline F 
Wade, RN., S.C.M., B.T.A The new 
2nd editicn of this book provides 
exhaustive informatIon on physiology as it 
relates to nursing care. You'll find increased 
emphasis on the application of physiology 
and nursing therapies to prevent respiratory 
complications, and more material on spe- 
cific clinical problems New chapters dis- 
cuss bedside monitoring and hYPoxia, 
hypoxemia and oxygen therapy April, 
1977 244 pp., 51 illus Price, $7.90 



54 The Canadian Nurse September 1977 


Salt,Su 
and Heinz B 


Since the late 19605, the 
H.J. Heinz Company of 
Canada Ltd. have undertaken 

 a significant number of 
.", reformulations that have 
included in many varieties, 
the reduction or elimination 

.. of added salt and sugar. - 
Currently, Heinz 
markets 123 varieties of 
Strained and Junior Baby 
Foods and Cereals of which 84 now contain no added sugar and 82 no 
added salt. During the balance of 1977 Heinz will be offering further 
varieties to which no sugar will be added and will be removing all added 
salt from those varieties in which it is currently used. 
Heinz Baby Foods do not contain any artificial colours, flavours or 
preservatives. Monosodium glutamate (MSG) was removed in 1969 and 
Hydrolized Vegetable Protein (HVP) is currently being removed from those 
17 varieties in which it was previously used. 
Heinz Baby Foods will reflect product formulation changes by label 
flashing those varieties that no longer contain added salt or sugar. 
The reduction or elimination of added salt and sugar in Heinz Baby 
Food varieties has been undertaken following an extensive review of 
Research literature, published papers, and has covered a wide range of 
scientific and medical opinion. As further external research is reviewed, and 
original internal research undertaken, Heinz nutritionists will evaluate all 
results, to ensure that product formulations reflect a consensus opinion 
and the best interests of infant feeding in Canada. 
For further information write to: Heinz Baby Foods, 
250 Bloor Street East, Toronto, Ontario, M4W 1G1. 
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MEINZ 
STRAINED 
APPLE 
SAUCE 
4 1/2 II oz 128 rnI ::r 
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Good Nutrition Starts with Heinz. 
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Cancer Care Nursing by Maureen Ivers 
Donovan and Sandra Girton Pierce, New YOr\(, 
Appleton-Century-Crofts, 1976. 
Approximate price S9.75. 
Reviewed by June M. Davidson, Head Nurse, 
Oncology Unit, Ottawa Civic Hospital, Ottawa, 
Ontarto. 


This book has been written by nurses and for 
nurses. Its authors. Donovan and Pierce, have 
provided a comprehensive approach to the cancer 
nursing problem. In the preface. they state, "one of 
the main goals of this wor\( is to Influence the 
philosophy of nurses who wor\( with cancer 
patients. .. 
There is a recognized need for nurses in the 
field of oncology. In order for patients to receive 
optimum care. we have to change our negative 
attitudes about cancer. Each person needs hope, 
something to look forward to, and this book attempts 
to help us fulfill that need. It is above all a practical 
book, guiding the nurse towards a systematic and 
positive approach to cancer nursing. 
The book deals first of all with the meaning of 
cancer. It explores the effect that this meaning has 
for the patient. In 'The Family and Cancer', the 
authors deal with the special needs of the patient's 
family, and their feelings related to the disease and 
death. 'The Nurse and Cancer' explores the impact 
of cancer on nurses, and its implications for 
participation in cancer care. 
One chapter deals with dying, exploring current 
material available on death and offering ways of 
dealing with dying. The following chapters relate to 
the patient, the family and the nurse; how each deals 
with death and dying. 
A chapter concerning pain is a comprehensive 
review of many theories regarding pain and the 
implications of pain. The chapter offers practical 
ways of dealing with the patient who has pain or 
fears pain, along with methods of control. 
Infection, an ever present problem and threat to 
cancer patients, is well handled by this text. The 
book goes into the causes of infection, and outlines 
ways of dealing with and controlling infections. 
Nutrition and elimination problems of cancer 
patients are also covered. 
The last chapter of the book deals with the 
patient's body image, the devastating effect of 
cancer on the human body, and offers practical 
suggestions towards dealing with the patient's 
feelings about his body. 
The book has a thorough bibliography at the 
end of each chapter. " is a concise and worthwhile 
handbook; students and graduates alike will benefit 
from reading it and applying its direction. 


The EKG - Basic Techniques for 
Interpretation by Jerome Passman and 
Constance D. Drummond. 306 pages, New 
Yor\(, McGraw Hill, Inc. 1976. 
Reviewed by Lorna Ranldn, Instructor, General 
Hospital School of Nursing, St. John's, 
Newfoundland. 


This book, designed for anyone interested In 
EKG interpretation, would be found useful by 
many nurses, particularty those wor\(ing in critical 
care areas. 
The authors, two American cardiologists, 
pIOneered the concept of having the technicians 
report on, as well as actually produce, the EKG 
tracings, on the principle that the technicians would 


find their wor\( more satisfying and reporting would 
become more efficient. 
Readers wl1h some prior knowledge of 
electrocardiography can skim through the first three 
chapters which outline the anatomy and physiology 
of the heart, describe the various waves, complexes 
and intervals of the EKG. and how to measure them. 
The remainder of the book describes the cardiac 
axis, specific abnormalities of rhythm and 
waveforms and the changes that can occur in a wide 
variety of cinicaJ conditions. 


The book, wntten as a programmed leamlng 
text, is valuable. both as a practical gUide and as a 
reference when specific abnormalities are 
encountered. It deliberately gives no details of the 
theory behind heart diseases or the treatment (these 
may be found in other texts), but can be highly 
recommended for nurses wishing to enlarge their 
knowledge of electrocardiography. 
At 300 pages, it is neither too brief nor too 
long-winded and so can be read and understood In a 
few evenings' study. 


)-ete a,st 


The first and last word 
in all-purpose 
elastic mesh bandage. 
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Quality and Choice 
. Comfortable, easv to use 
and allergv-free. 
Widest possible choice of 
9 ditferent sizes (0 to 8) 
and 4 different lengths 
(3m, Sm, 25m, and SOm). 
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Highly Economical Prices 
Retelast pricing isn't just 
competitive, it's tlexible, 
and can easilv be tailored to 
the needs of everv hospital 


Technical training 
. Training and group demonstrations bv our representati\e5 
. Full-culour demonstration folders and posters 
. Audio-\;sual projector available for training progra'11mes 
. Continuous research and development in cooperation \'\ ith 
hospital nursing staff 
For full details and training supplies, contact your Nordic representafive or 
wrife directly to us. 
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PHARMACEUTIQUES LTÉE 
PHARMACEUTICALS LTD 


2775 Bovat st., laval, Quebec 
Tel: (514) 331-9220 
Telex. 05-27208 
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Disposable Lap Sponges 
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Publications recently received in the Canadian 
Nurses Association Library are available on loan- 
with the exception of items marKed R - to CNA 
members, schools of nursing, and other institutions. 
Items marKed R include reference and archive 
material that does not go out on loan. Theses, also 
R, are on Reserve and go out on Interlibrary Loan 
only. 
Requests lor loans, maximum 3 at a time, 
should be made on a standard Interlibrary Loan form 
or by letter givIng author, title and item number in this 
list. 
If you wish to purchase a book, contact your 
local bookstore or the publisher. 


Designed to reduce 
lint and debris problems. 
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Books and documents 
1. Barber, Janet Miller. Adult and child care; a client 
approach to nursing, by... Lillian Gatlin Stokes and 
Diane McGovern Billings. 2ed. St. Louis, Mosby, 
1977. 1036p. 
2. Behavioral approaches to children with 
developmental delays, by Sally M. O'Neil, Barbara 
Newcomer McLaughlin and Mary Beth Knapp. St. 
Louis, Mosby, 1977. 210p. 
3. Canadian Teachers Federation. Bibliographies in 
education, no. 59. Evaluation of student teachers. 
Ottawa. 1977. 76p. 
4. Canadian Tuberculosis and Respiratory Disease 
Association. Standards Committee. Reports. 
Ottawa, 1972. 65p. 
5. Carter, Joan Haselman. Standards of nursing 
care; a guide for evaluation, by... et al. 2ed. New 
YorK, Springer, 1976. 292p. 
6. Fraiberg, Selma H. The magic years; 
understanding and handling the problems of early 
childhood. New YorK, Scribner's, c1959. 305p. 
7. Gannik, Dorte. The national health system in 
Denmark: a descriptive analysis, by... Erik Holst and 
Marsden Wagner. Washington, U.S. Pubfic Health 
Services, 1976, 86p. (U.S. DHEW Publication no. 
(NIH) 77-673) 
B. Hughes, Harold Kenneth. Dictionary of 
abbreviations in medicine and the health sciences. 
Lexington, Mass., Lexington Books, 1977. 313p. R 
9. Jacobs, Charles M. The PEP primer; the JCAH 
performance evaluation procedure for auditing and 
improving patient care, by... and Nancy D. Jacobs. 
2ed. Quality Review Center, Joint Commission on 
Accreditation 01 Hospitals, c1974. 1v. (various 
pagings) 
10. Leahy, Kathleen M. Community health nursing, 
by... et al. 3ed. Toronto, McGraw-Hili, 1977. 432p. 
11. Leifer, Gloria. Principles and techniques in 
pediatric nursing. 3ed. Toronto, Saunders, 1977. 
321p. 
12. Marshall, T. David. Patients' rights: what you 
should know before seeing a doctor. Vancouver, 
International Sell-Counsel Press, c1976. 70p. 
13. Nursing in Japan. Tokyo, Japanese Nursing 
Association, 1977. 71 p. 
14. Stoutt, Glenn R. The first month of/ife; a parent's 
guide to care of the newborn. Oradell, N.J., Medical 
Economics Co., c1977. 161p. 
15. Symposium on Labor Relations, Lake Bluff, III., 
1975. Taft-Hartley amendments; implications for the 
health care fIeld: report of a symposium sponsored 
by the American Hospital Association June 27-29, 
1975 at the Harrison House, Lake Bluff, Illinois. 
Chicago, American Hospital Association, 1976. 
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Index of Canadian Nursing Studies: 1976 Addendum 


The 1976 Addendum to the Index of 
Canadian Nursing Studies is now 
available. This Addendum lists all 
research studies by Canadian nurses 
or about nursing In Canada on which 
information was retrieved in 1976. It is 
not limited to studies completed in that 
calendar year. This Addendum is 
available at $1.00 per copy from the 
Publication Order Department. 


Canadian Nurses Association, 
50 The Dnveway, Ottawa, 
K2P 1E2. 
The 1976 Addendum is the 
second Addendum to the last 
cumulated index which was pubkshed 
in 1974. The cumulated index with the 
Addenda for 1975 and 1976 may be 
purchased for $7.00 per copy. 


Ovol 80 
Tablets 


Sometimes, baby gets 
more air than formula. 


Antiflatulent 
Simethicone 
INDICATIONS 
OVOl is indicated to relieve bloating, 
flatulence and other symptoms 
caused by gas retention including 
aerophagia and infant colic. 
CONTRAINDICATIONS 
None reported. 
PRECAUTIONS 
Protect OVOl DROPS from freezing. 
ADVERSE REACTIONS 
None reported. 
DOSAGE AND ADMINISTRATION 
OVOl80 TABLETS 
Simethicone 80 mg 
OVOl40 TABLETS 
Simethicone 40 mg 
Adults: One chewable tablet between 
meals as required. 
OVOl DROPS 
Simethicone (in a peppermint 
flavoured base) 40 mg/ml 
Infants: One-quarter to one-half ml as 
required. May be added to formula or 
given directly from dropper. 
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That's why we make soothing, 
peppermint-flavoured Ovol 
Drops. 
Ovol is simethicone, an 
effective but gentle antiflatu- 
lent that relieves trapped air 
bubbles in baby's stomach and 
bowel without irritating gastric 
mucosa. 
Ovol works fast. And that's a 
relief for baby. And for mother. 


Ovol 40 
Tablets 


Ovol 
Drops 
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Also available ,n aaull-strength 
chewable tablets. 


OVal DROPS 
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Request Form for "Accession List" 
Canadian Nurses Association Library 
Send this coupon or facsimile to: 
Llbl'llrlen, Cenedlen Nu..... Auocletlon 
50 The DrivewllY, Ottewe K2P 1E2, Ontario. 
Please lend me the following publications, listed in the . 
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . issue of The Canadian Nurse, 
or add my name to the waiting list to receive them when available. 
Item Author Short title (for Identlflcetlon) 
No. 
- 
Request for lOans will be filled in order of receipt. 
Reference and restricted material must be used in the CNA library. 
Borrower ................................................................................. 
Registration No. ................................................ ......--.................. 
Position ........... ..- .. .............................................................. 
.... ...................................................................................... 
Address .................................................................................. 
.. ................... -. ................................................................ 
Date of request ............................................................................ 


TwO careers in one. 


. 


Have you ever thought of combining two 
careers in one? As a Canadian Forces nurse 
you could. because you would also be an oHicer 
eligible for regular promotion, enjoying a mini- 
mum of tour weeks vacation your very first year, 
free transportation privileges to many parts of 
the world. early retirement including a generous 
lifetime pension and a number of other bene- 
fits. The Canadia
 Forces will give you every 
opportunity to continue your nurse's training, 
while using the skills you already have in one 
of the many military medical installations in 
Canada or overseas You might qualify for flight 
nurse's training or even for a complete doctorate 
study course 
" you're a graduate Ifemale or male) of a 
school of nursing accredited by a provincial 
nursing association and a registered member 
of a provincial registered nurses' association, 
a Canadian citizen under 35 with two years' post- 
graduate experience in nursing, you owe it to 
yourself to enjoy two careers in one 
Contact your nearest Canadian Forces 
Recruiting Centre or write to: 
Director of Recruiting and Selection 
National Defence Headquarters 
P.O. Box 8989 
Ottawa, Ontario
 . 
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(jET 
INVOLVED. 
WITH THE 
CANADIAN 
ARMED 
FORCES. 


16. Wade, Jacqueline F. Respiratory nursing care; 
physiOlogy and techniques. 2ed. St. Louis, Mosby, 
1977. 231p. 
17. Western Interstate Commission for Higher 
Education. Communicating nursing research vol. 8: 
nursing research priorities: choice or chance. 
Edited by Marjorie V. Batey. Boulder, Colorado, 
1977. 379p. 
18. World Health Organization/International 
Collaboration Study of Medical Care Utilization. 
Health care. Edited by Robert Kohn and Kerr L. 
White. Toronto, Oxford University Press, 1976. 
557p. 
19. Zilliox, Henry. On les appelait gardiens de fous; 
la profession d'infirmier psychiatrique. Paris, Privat, 
c1976.295p. 


Pamphlets 
20. Airline Users Committee. Care in the air; advice 
for handicapped passengers. London, Civil 
Aviation Authority, 1977. 20p. 
21. Canadian Council on Hospital Accreditation. 
Report 1976. Toronto, 1977. 5p. R 
22. Canadian Medical Association. Council on 
Medical Services. Sub-Committee on Pnmary 
Medical Care. Primary medical care: Resource 
document. Calgary, 1973. 39p. 
23. Canadian Medical Association. Council on 
Medical Services. Review of primary care studies: 
Resource document. Ottawa, 1976. 36p. 


To The Nurse 
Whose Professional 
Standards Are As 
High As Ours 


If your skills are current, you are invited to 
become part of MPP Nursing Services. The 
advantages to you will be many, including top 
pay plus continuing inservice education 
programs. We respect you both as a 
professional and as an individual; we'll make 
every effort to provide the satisfactions and 
rewards of your career the way you want 
them. 


8. - 
 


I.. p." :.) 
l' l. 


208 Bloor St. W. 
Suite 204 
Toronto,' Ontario 
(416) 964-0328 


NURSING SERVICES 


24. Conseil canadien d'agrément des hôpitaux. 
Rapport annue/1976. Toronto, 1977. 5p. R 
25. Commonwealth Nurses Federation. Guide to aid 
agencies. London, 1976. 19p. 
26. Kruglet, Jo Ann, compo Bibliography: Nursing 
literature on cancer 1965-1975. Texas, University of 
Texas System Cancer Center. 1976? 23p. 
27. Manitoba Nurse Practitioners Interest Group. 
Brief: Nurse practitioners, Manitoba. Winnipeg, 
1977. 15p. 
28. New YOrl< State Nurses Association. Council on I 
Nursing Education. Task Force on Behavorial 
Outcomes of Nursing Education Programs. Project I 
tool. New York, 1977. 3p. I 
29. Organisation mondiale de la Santé. Mesures ! 
législatives d'action anti-tabac dans Ie monde; 
aperçu des lois et règlements en vigueur. Genève, 
1976. 29p. 
30. Pan American Health Organization. 
Epidemiology and nursing. Washington, 1976. lOp. 
(Pan American Sanitary Bureau. Scientific pub. no. 
3331 
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31. Romeder, J.-M. The development of potential 
years of life lost as an indicator of premature 
mortality, by... and J.R. McWhinnie. Ottawa, Long 
Range Health Planning Branch, Health and Welfare 
Canada, 1977. 24p. (Canada, Health and Welfare 
Canada. Staff papers. Long range health planning 
77-2) 
32. Registered Nurses Association of Ontario. 
Statement on cardia-pulmonary resuscItation. 
Toronto, 1977. 1p. 
33. -. Statement on patient advocacy. Toronto, 
1977.1p. 
34. Saskatchewan Registered Nurses' Association. 
Consumer participation. Regina, 1977. 1p. 
35. Schulte, Eugene J. You mean I can't do this? A 
guide for health care facility supervisors when 
faced with a union organizational campaign. St. 
I Louis, Mo., Catholic Hospital Association, 1976. 
32p. 
36. World Health Organization. Legislative action to 
combat smoking around the world; a survey of 
I existing legislation. Geneva, World Health 
, Organization, 1976. 27p. 


I Government documents 
Canada 
37. Bureau de Recherches sur les traitements. 
Commission des relations de travail dans la 
fonction publique. Analyse des conventions 
collectives dans la fane lion publique du Canada. 
Ottawa, 1976. 1v. (various pagings) 
38. -. Le bureau de recherches sur les traitements: 
I une rétrospeclive. Ottawa, 1975. 23p. 
39. Dept. of Communications. Report 1976. Ottawa. 
Minister of Supply and Services, 1976. 26p. 
40. Department of Manpower and Immigration. 
Occupational and Career Analysis and 
Development Branch. Task inventory: Nursing 
occupations. Ottawa, 1977. 1v. (unpaged) 
41. Dept. of the Solicitor General. Report 1974-75. 
I Ottawa, Information Canada, 1976. 50p. 
42. Health and Welfare Canada. Social Services 
Division. The proposed federal social services 
I legislation; an outline. Ottawa, 1977. 5p. 
43. Ministère du Solliciteur général. Rapport 
1974-75. Ottawa. Information Canada. 1976. 58p. 
I 44. Pay Research Bureau. Public Service Staff 
Relations Board. Analysis of Canadian public 
service collective agreements. Ottawa, 1976. 1 v. 
(various pagings) 
45. -. The pay research bureau: an overview. 
Ottawa, 1975. 23p. 
46. Statistics Canada. Hospital indicators 1976. 
Ottawa, 1977. (various pagings) 
47. -.Indicateurs des hOpitaux 1976. Ottawa, 
, 1977. (various pagings) 


Studies In CNA Repository Collection 
, 48. College of Nurses of Ontario. Nursing education 
and registration. Statistical report. 1975. Toronto, 
I 1976. 46p. R 
, 49. Karlinsky, Norma. Environmental and 
interpersonal factors which influence the 
satisfaction of clients of a psychiatric aftercare 
service. Ann Arbor, University of Michigan, 1977. 
20p. Thesis (M.S.) - U. ot Michigan. R 
SO. Jones, Phyllis E. An investigation of the 
definition of nursing diagnoses: Report of Phase 1, 
by... Principal investigator and Dorothea Fox Jakob, 
Research Assistant. Toronto, University of Toronto, 
c1977. 88p. R 


AUdio-visualaids 
51. About aging: a catalog of films 1977. 3ed. 
compiled by Mildred Allyn. Los Angeles, Ca., Ethel 
Percy Andrus Gerontology Center, University of 
Southern California, 1977. 148p. 
52. Association des médecins de langue française 
du Canada. Sonomed, série 4, no. 1. Montréal, 
1973. '" 
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MEDICATION GUIDE FOR 
PATIENT COUNSELLING 
Dorothy L. Smith, Pharm. D. 
An authoritative and much needed reference guide to be lIsed 
during the education of the patient regarding his medications, <;0 
that he will become a more active and reliable partner in drug 
therapy. Flexible in design, the book leaves ample scope fur the 
exerCIse of judgement by the practitioner. 
July 1977 425 pages $13.95 


PSYCHOLOGICAL PROBLEMS OF 
THE CHILD AND HIS FAMILY 
Paul D. Steinhauer, M.D., & Quentin Rae-Grant, M.D. 
Edited by two eminent child psychiatrists, this outstanding col- 
lection of 24 original articles discusses the principles of child and 
adolescent psyclÜatry in a language that is easily understood bv 
all; includes a glossary of terms. 
1977 459 pages $12.95 


Please send me copies of Medicahon Guide For Patient Counselling, 
copies of Psychological Problems of the Child and His Family. 
o I enclose my cheque or money order. 
Bill my Chargex/Visa No. Master Charge No. 
Expiry Date Signature 
Name Address 


City Prov. 
H Macmillan of Canada 


Postal Code 


70 Bond St,eet. Toronto. Ontano M5B lX3 (4161362-7651 
 


Students & Graduates 


EXCLUSIVE 
PERMA-STARCH FABRIC "NEEDS NO STARCH" 
WASHABLE, NO IRON 


WEAR YOUR OWN. WE DUPLICATE YOUR CAP. 
STANDARD & SPECIAL STYLES 
SINGLE OR GROUP PURCHASE. QUANTITY DISCOUNT. 


----------------------------------------- 


THE CANADIAN NURSE'S CAP REG'D 
P.O. BOX 634 
ST. THERESE, QUE. J7E 4K3 


To receive a free sample of our "needs no starch" cloth, and more 
information, please clip this coupon and mail today. 


Name ..................................................................... 


Address. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. .................... 
City.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .Postal Code. . . . . . . . . . . . . . . . . . 


............................................................................ 
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British Columbia 


Registered and Graduate Nurses reqUired for new 41-bed acutE' 
care hospital. 200 miles north of Vancouver. 60 miles from Kamloops 
limited furnished accommodation avallable_ Apply. Dueclor of Nurs. 
Ing. Ashcroft & Dlstnct General Hospital. Ashcroft. Bntlsh Columbia. 


Registered Nurses - The British Columboa Public Service has vac- 
aooes In the Greater Vancouver and Other Areas lor Nurses who 
ara currently registered or eligible lor registration In Bntish Columbia. 
Positions are In mental hesnh, mental ratardatlon, and psychO- 
geriatnc institutIOns Salaries and Innge benefits are competitive - 
$ t . 184 to $1 ,399 lor Nurse ,. Canadian CItizens are given preference. 
Interested applicants mey contact the: PubIc Serv1ce Commission. 
Valleyvlew Lodge. Essondøle, British Collmbia VOM IJO. Quote 
competition no. 77:449A. 


Experienced Nurses (eligible lor B.C. registration) requored lor 
409-bed acute care, teaching hosprtallocated In Fraser Valley. 20 
mnules by freeway Irom Vancouver. and wrthln easy access 01 
vanous recreational faCIlities. Excellent onentatlon and continuing 
educa
on programmes. Salary: $1184.00 to $1399.00 per month. 
ClinICal areas ",elude Medtclne. Surgery, Obslelrlcs. Pedtalrlcs, 
Coronary Care. Hemochalysls, RehabllltattOn, Intensive Care. 
Emergency. Apply to. Nursing Personnel, Royal Columbian Hosprtal. 
New Westminster. Bntlsh Columboa. V3L 3W7. 


Posilions Vacant - Reglsterad Nurses reqlired lor a 16-bed 
Psychiatric Unit located in Northwest B.C., opening in June 1977. 
Psychlatnc training or expenence essential RNASC contract IS In 
ettect. Apply In writing to. Mrs. F. Ouackenbush, R.N., Director of 
NurSing, Mills Memonal Hospital, 4720 Haughland Ave.. Terrace. 
Bntlsh Columbia, V8G z.N7. 


General Duty Nurses lor modern 41-bed hospllallocaled on Ihe 
Alaska Highway. Salary and personnel polices in accordanc
 with 
RNABC. Accommodation available in residence Apply Dlreclor 0, 
Nursing, Fort Nelson General Hospital. P.O. Box 60. Fort Nelson, 
Bntish Columbia. VOC 1RO. 


General Duly Nurses for modern 35-bed nospltallocated In south- 
ern B C..s Boundarv Area wIth excellent recreation faalities. Salarv 
and personnel polloes In accoroance with ANAI:3C comfortablè 
Nurse s home. Apply Doreclor 01 Nursing. Boundary Hospital, Grand 
ForXs, Bntlsh Columbia. VOH tHO 


Ontario 


RN or RNA. 57' or over and strong. without dependents. to care tor 
160 pound handicapped execut:JVe with stroke. Live-in. '/
 yr. in To- 
rontoand '1-2 yr. in Miami. Preferably anon-smoker. Wage- $200 00 to 
$220.00 weekly NET. dêpending on expenence plus Miami bonus. 
Send resume to: M.D. C.. 3532 EalintonAvenue West, Toronto. 0,,- 
tario. M6M 1 V6. 


Supervisor 01 Public Health Nursing requred lor an expanding 
Heanh Unit. Qualifications: B.Sc.N. oreqlivalent wrth demonstrated 
competence In Pubic Heal'th Nursing and management functions. For 
further particulars, apply. Miss Joan O'Leary. Director of Nursing, 
Algoma Heanh Unil, SiXth Floor, C,VIC Centre. Saun Sle. Mane, On- 
tano. P6A 5X6. 


United States 


Reglslered Nurses - Dunhili. with 200 offices., the U.S.A.. nas 
exciting career opportunities for both new grads and experienced 
R.N. s. Send your resumé to: Dunhlll Personnel Consunants. No. 805 
Empire Building. Edmonton. Alberta. TSJ 1 V9. Fees are paid by 
employer. 


Registered Nurses - Flonda and Texas -Immediate hospital ope- 
nings in Miami. Fort Lauderdale. Palm Beach and Stuart. Flonda and 
Houston. Texas. Nurses needed for Medical-Surgical, Crilical Care. 
Pediatrics. Operating Room and OrthOpedics We will p!ovide the 
necessary worX visa. No lee to applicant Medical RecrUiters of Ame- 
nca. Inc.. 800 NW. 62nd SI., Fort Lauderdale, Flonda 33309. U.S.A. 
(305) 772-3680. 


f 
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DO YOU HAVE GRADUATE lEVEL CLINICAL EXPERIENCES 
AND/OR NURSING RESEARCH TO SHARE WITH YOUR 
PROFESSIONAL COLLEAGUES? 
The Colorado Nurses' Association Chautauqua '78 will be held in Vail 
July 29 - August 5, 1978. Abstracts are currently being solicited from 
RNs interested in presenting pertinent nursing seminars at the next 
symposium. Only one presenter per seminar, must be an RN, travel, 
lodging and per diem paid, no honoriums. Application deadline: Novem- 
ber 1, 1977. For application form and more information, contact: 
Colorado Nurses' Association, 5453 East Evans Place, Denver, CO. 
80222,303-757-7483. 


United States 


United States 


NursllS - RNs -Immediate Openings In California - Florlda- 
Texaa - Arkans8B - II you are experienced or a recent Graduate 
Nurse we can oller you positions with excellent salaries of up to $1300 
per month plus all benefits. Not only are there no lees 10 you whatsoe- 
ver for plaang you, but we also provide comptete Visa and licensure 
assistance at also no cost to you. Wnte Immedately for our application 
even 
 there are other areas 01 the U.S. that you are interested in. We 
will call you upon receipt 01 you application In order to arrange lor 
hospital interviews. Windsor Nurse Placement Service, P.O. Box 
1133. Great Neck. New YorX 11023. (516-487-2818) 
"Our 20th Year 01 World WIde Service" 


R.N.'s - Pacific Northwestlldaho: Openings In 229-bed. accredited 
acute hOspital serving as major regional center lor OrthOpediC, 
ophthalmology, dialysis, mental health. neurosurgery, and trauma. A 
modern hosprtal laality surrounded by uncongesled recreatIOnal 
areas with close skiing. sparkhnglakes and rivers and clean air. Salary 
range $900to$1212 p/mo. commensurate wrth experience. Excellent 
benefits, shill rotatIOn, relocation assistance. and lrae parXing. Write 
or call: Dennis Wedman. Personnel Office, (208) 376-1211. SI. AI- 
phonsus Hospital. 1055 N. Curtis Road. Boise. Idaho, 83704. E.O.E. 


PUBLIC HEALTH 
NURSE 


Required for service in Blind River, 
Ontario and surrounding 
District. Preferrably bilingual. 


Qualifications: B.Sc.N. with Public 
Health Content or recognized 
certificate in Public Health Nursing. 


Please apply: 


Miss Joan O'Leary 
Algoma Health Unit 
6th Floor 
Civic Centre 
Sault Ste. Marie, Ontario 
P6A 5X6 


Registered Nurses - New Crttlcal Care Areas- Wishard Memor- 
Ial Hospital. Bum Cenler-ICU-CCU. Rotation-Permanent evenings - ! 
Permanent noghts. Call: Madehne DeTalvo, Nursing SerVIce, 
(630-7032). or apply to: Wishard Memorial Hosp
al, NurslnQ Service 
Office, Indiana University Medical Cenler, 1001 West 10th Street, 
Indianapolis, Indiana. 46202. The Heanh and Hosprtal Corporation, 
AN EQUAL OPPORTUNITY EMPLOYER 


The best location in the nation - The world-renowned Cleveland 
Clnic Hospital. a progressive. 1020-bed acute care teaching laciloty 
comfnltted to excenence in pat)ent care currently has staff nurse 
positions available In several of our 6 ICUs and 30 departmentalized I 
medlsurg and specialty diVIsions. Starting salary range is $12,454 to I 
$14.300. plus premium shill and unil differenl.al, progressive bene!,t 
package and a comprehensive 7 week orientatIon. For further Infor- 
mation contact: DirectOr - Nurse Recruitment. The Cleveland Cinoc 
Foundation. 9500 Eucld Avenue. Cleveland. OhIO 44106; or call 
collect 216-444-5865. 


Nursing Opportunllies - ProgressIve 500-bed Medical Center on 
West Texas City 01 Abllene with population nearly 100,000 is looking 
for new greduates and experienced R.N:s lor posrtlons in O.B.. 
Pedialrics. Surgery. E.R.,ICU, CCU. plussurgocal and medicaltloors. 
Good competitive salary and generous bene"ts are proVIded. 
Contact: Personnel Office Hendrick Medical Center, 19th and 
Hickory, Abilene, Texas 79601. 


Operating Room 
Post-Basic Six Month 
Course 


A clinical and academic program offered 
to Registered Nurses. 


Beginning: 
October 3, 1977 (next course March 13, 
1978) Applications now being accepted. 


For further information, write: 


M. Whitney 
Director of Staff Education 
St. Paul's Hospital 
1081 Burrard Street 
Vancouver, British Columbia 
V6Z 1Y6 



Applications for the 
position of 
Supervisor 
Operating Room and 
Recovery Room 
are now being accepted by this 
300 bed fully accredited hospital. 
We offer an active staff 
development programme. 
Salaries and fringe benefits are 
competitive, based on 
educational background and 
experience. Temporary 
accommodation available. 
Apply sending complete 
resume to: 
The Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6 


Head Nurse 


With preparation and demonstrative 
competence in Psychiatric Nursing and 
Management required for a 20 bed unit. 
Applicant must be eligible for registration 
in the Province of British Columbia. Salary 
and benefits in accord with RN.A.B.C. 
contract. 


Please apply forwarding complete 
resume to: 


Director of Nursing 
St. Joseph's General Hospital 
2137 Comox Avenue 
Comox, British Columbia 
V9N 4B1 


HEAD NURSE 
INTENSIVE CARE 
UNIT 


Applications for the above position are 
now being accepted by this 300 bed fully 
accredited General Hospital. We offer an 
active Staff Development Programme, 
Competitive Salaries and Fnnge Benefits 
based on Educational background and 
experience. 


Apply sending complete resume to: 
Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6 
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Director of Nursing 


Applications are invited for the 
position of Director of Nursing, S1. 
Joseph's Hospital, Chatham, 
Ontano. 


St. Joseph's is a 170 bed general 
acute hospital. Applicants must have 
had previous nursing administrative 
experience; B.Sc.N. or Masters' 
degree preferred. Appointee will be 
responsible for complete 
management of the Nursing 
Department. 


Applications in writing to: 


Director of Personnel 
St. Joseph's Hospital 
Chatham, Ontario 
N7M 1GB 


PROVINCE OF 
BRITISH COLUMBIA 
PUBLIC HEALTH 
NURSE 


Community Mental 
Health Centre 
NELSON & OTHER AREAS 
The Mental Health Programs, 
Ministry of Health, urgently requires 
persons to function as members of 
multi-discipline mental health team in 
providing diagnostic, assessment, 
treatment, consultation and 
education services to the community 
concerned; to conduct individual, 
marital and group therapy, and liaise 
with the community and allied 
agencies. Registration or eligible for 
registration as a Nurse in B. C. and, 
preferably, a Master's Degree in 
Nursing, with emphasis in 
behavioural sciences and/or 
community mental health; extensive 
experience and skill in family and 
marriage therapy. 
Salary - $1,502 - $1,769/month, 
depending upon qualifications. 
Obtain applications from the Public 
Service Commission, Valleyview 
Lodge, ESSONDALE, BRITISH 
COLUMBIA, VOM 1JO and return 
immediately. 
COMPETITION NO. 77:451 B. 
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UNITED STATES 
OPPORTUNITIES 
FOR REGISTERED NURSES 
AVAILABLE NOW 


IN CALIFORNIA 
FLORIDA 
MISSISSIPPI 


NEW ORLEANS 
TEXAS 
WISCONSIN 


WE PLACE AND HELP you WITH: 
STATE BOARD REGISTRATION 
YOUR WORK VISA 
TEMPORARY HOUSING - ETC 
A CANADIAN COUNSELLING SERVICE 
Phone: (416) 449-5883 OR WRITE TO: 
RECRUITING REGISTERED NURSES INC. 
1200 LAWRENCE AVENUE EAST, SUITE 301, 
DON MILLS, ONTARIO M3A 1C1 


NO FEE IS CHARGED 
TO APPLICANTS 
OPEN 7 DAYS A WEEK. 


Director of Nursing 


Applications are invited for the position of 
Director of Nursing in a 22-bed active 
treatment hospital. The town is located on a 
major highway 85 miles northwest of 
Edmonton. 


This position carries responsibility for the 
co-ordination direction and supervision of the 
activities of all nursing service departments 


Applications should be in writing includng 
age, qualifications and experience. with 
references and date of availability. 


Salary commensurate with qualifications and 
experience. 


Please apply to: 
Administrator 
Mayerthorpe General Hospital 
Mayerthorpe. Alberta 
TOE 1 NO 


Foothills Hospital, Calgary, 
Alberta 
Advanced Neurological- 
Neurosurgical Nursing 
for Graduate Nurses 


A five month Clinical and academic 
program oHered by The Department of 
Nursing Service and The Division of 
Neurosurgery (Department of SUlgery) 
Beginning: March, September 


Limited to 8 participants 
Applications now being accepted 
For further information, please write 
to: 
Co-ordinator of In-service Education 
Foothills Hospital 
140329 St. N.W. Calgary, Alberta 
T2N 2T9 
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Assistant Director of 
Public Health Nursing 


................. 


The City of Toronto's Department of Pubtic Health requires an 
Assistant Director to aid the Director in the organization, 
direction and administration of the Division of Public Health 
Nursing. In addition to aiding in the administration of district 
nursing services and Divisional programs, the successful 
candidate will be expected to devote considerable time to 
analyzing and evaluating the quality and effectiveness of the 
activities and programs in the Division and recommending 
changes. 


Registered Nurse in the Province of Ontario, Baccalaureate 
Degree from a University School of Nursing which has 
included Public Health Nursing and a Master's Degree from a 
University School of Nursing or Schod of Pubtic Health 
including administration and supervision. Salary Range 
$20,207 - $25.852 per annum with full fringe benefits. 


Apply In writing giving full resume of qualifications and 
experience to the Personnel Department, 17th Floor, 
West Tower, City Hall, :r<<onto, Ontario M5H 2N2. 
All applications will be treated in confidence. 


This position open to both women and men applicants. 


OTTAWA CIVIC HOSPITAL 
NURSING VACANCIES 


Teaching Position: Degree required, Surgical/medical, 
clinical or teaching background. Experience in a School of 
Nursing or Hospital Staff Education required. 


Assistant Director of Nursing Service: Evening and night 
schedule. Degree required. 


Nursing Care Co-ordinator: Degree required. 
Medical/surgical, clinical background. Three-four years 
expenence. 


Head Nurse: Case Room. Degree preferred, with experience 
in specified area. 


Please send curriculum vitae to: 


Miss M. Mills, Reg. N., B. Sc. N. 
Assistant Director of Nursing Service 
Ottawa Civic Hospital 
1053 Carling Avenue 
Ottawa, Ontario 
K1 Y 4E9 
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Director of Nursing 


Applications are invited for this position in a modern 
1 Q-bed general hospital located in picturesque 
Stewart, B. C. 


The successful applicant will be responsible for the 
day to day management of the hospital and prefer- 
ence will be given to registered nurses who have had 
previous head nurse experience and have either 
completed or would be prepared to take the nursing 
unit administration course. 


An attractive salary, commensurate with qualifica- 
tions, will be offered and accommoclation is also av- 
ailable. 


The position is currently available and written 
applications should be submitted to: 
The Administrator 
c/o Prince Rupert Regional Hospital 
1305 Summit Avenue 
Prince Rupert, British Columbia 
VSJ 2A6 


VERNON JUBLEE HOSPITAL 
Vernon, B.C. 
a 258 bed acute and extended care hospital in 
Okanagan Valley invites applications for the 
following positions - 


DAY NURSING CO-ORDINATOR 


An excellent career opportunity for a qualified, innovative 
individual involving responsibility for a specific Nursing 
division. The applicant must have the ability to plan, 
implement and assess new projects and programmes. 


Must be eligible for B.C. registration. Preference to the 
applicant with advanced educational, cNnical and 
management preparations. 


IN-SERVICE EDUCATION CO-ORDINATOR 


Responsibilities in this newly established position include 
planning, organizing, co-ordinating and fully directing all 
aspects of in-service education in the hospital. 


The successful applicant should possess qualifications and 
experience in education and/or hospital management. 


Apply sending complete resume to: 
Director of Personnel 
Vernon Jubilee Hospital 
Vernon, B.C. 
V1T 5L2 



Make )'ourself at home 
in Philadelphia. . . 


Art. History. Good restaurants and theatre. 
Universities. An active social life. They're 
all here in Philadelphia. And so are we. 
Temple University Hospital serves a large 
urban community in the midst of the city. 
It's a teaching hospital where a nurse can " . " 
really get involved. At Temple, a nurse's 
life is anything but routine. And your life 
after hours? That's up to you. 0 ' . -.., 
So if you're looking for a place to call 1 
home, consider Temple. We're now . :::...:..:..::": 
offering a Nurse Internship Program for ill.. 
 iJC 
those nurses with no more than six -;:f:. :..,. 
months' clinical experience. It . 
 
=: , 
enables you to meet your 6 
month clinical requirement for 
transfer to Special Care 
Units while you are working. ::. _ 
Get in touch with t 
Ms. Judy May. Temple 
University Hospital, 3401 North 
Broad Street, Philadelphia, Pa. 19140. (215) 
221-3152. We're an equal opportunity employer. 


Temple University Hospital 


[ OPPORTUNITY Jd lmra 


Associate Director of Nursing Services 


The Alberta Hospital, located 2 1/2 miles northeast of the city of 
Edmonton, seeks an experienced individual to assume a leadership 
role involving assessment, planning, organization, directing, 
evaluating and making revisions to improve patient care. 


Qualifications: Graduate of an approved School of Nursing and 
eligibility for registration in Alberta. Baccaluareate Degree with 
demonstrated leadership and administrative skills also required 


Note: Transportation from downtown Edmonton is available. 


Salary up to $22,320 dependant upon qualifications presented 
(Currently Under Review) 


Competition #M341-15 


This competition will remain 
open until a suitable 
candidate has been 
selected. 


Application forms may be obtained and should be returned to the 
Personnel Director, Alberta Hospital, Box 307, Edmonton, 
Alberta, TSJ 2J7 or phone 973-2212. 


The Canadian Nurse September 1977 


63 



 
, 


-!" 



-::- 


. "
 
iJ $; 
... . 
7 
 

 


-, 

-
 
- ,- 


. 


I - 


4} _ \ 

- . 
... 
- 


. 



. 


I .., - , 
.. 
:t if . 
 - - - 
_.
--:':.:.J 
 
{
..
 
can go a long way 
. . . to the Canadian North in fact! 


.c=:........ 


-.... 


Canada's Indian and Eskimo peoples in the North 
need your help. Particularly if you are a Community 
Health Nurse (with public health preparation) who 
can carry more than the usual burden of responsi- 
bility. Hospital Nurses are needed too... there are 
never enough to go around. 
And challenge isn't all you'll get either- because 
there are educational opportunities such as in- 
service training and some financial support for 
educational studies. 
For further information on Nursing opportunities in 
Canada's Northern Health Service, please write to: 



........., 
I Medical Services Branch I 
Department of National Health and Welfare 
Ottawa, Ontario K1A 013 
II Name II 
II Address I 
II City Prov I 
I . . Health and Welli!re Sante el Bien-être social I 
Canada Canada 
'-........ 
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Assistant Director - Nursing Service - 
Admin istration 


An opportunity for a challenging position in nursing administration in a Teaching 
Hospital, where on going eHorts are made to incorporate the most eHective methods 
of patient care. 
Applications are invited from Registered Nurses with the following qualifications: 
. Master's Degree 
. 5 years successful managemenl experience 
. eligible for registration with Manitoba Association of Registered Nurses 


Clinical Nursing Head for Intensive Care Services 
Clinical Areas include: 
1) Intensive Care Medicine 
2) Coronary Care 
3) Cardio Vascular Thoracic Surgical Area 
(Cardiac Surgery) 
4) Intensive Care Surgery 
The Successful Applicant will have the opportunity of providing nursing leadership 
and functioning clinically in: 
. Cardiac Surgery team 
. Neuro-Surgery team 
. Renal team 
. Respiratory team 
. Cardiology team 


Qualifications: 


1) Advanced academic preparation 
2) 5 years clinical experience preferred 
3) Management experience 


Apply to: 
Mrs. Phyllis McGrath 
Director of Nursing 
St. Boniface General Hospital 
409 Tache Avenue 
Winmpeg, Manitoba 
R2H 2A6 


Advertising Rates 


For All Classified Advertising 


$15.00 for 6 lines or less 
$2.50 for each additional line 


Rates for display advertisements on request. 


Closing date for copy and cancellation is 6 weeks prior 
to 1 st day of publication month. 


The Canadian Nurses Association does not review the 
personnel policies of the hospitals and agencies 
advertising in the Journal. For authentic information, 
prospective applicants should apply to the Registered 
Nurses' Association of the Province in which they are 
interested in working. 


Address correspondence to: 


The Canadian Nurse 


50 The Driveway 
Ottawa, Ontario 
K2P 1 E2 


. 
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Designer's Choice 
Uniforms as individual as you are 
A. Style No. 49207 - Culotte dress. Sizes: 3-15. White, Blue: about $30.00 
B. Style No. 49241 - Culotte suit. Sizes: 3-15. White, Yellow: about $33.00 
Fabric: "DESIGNER'S RIB" - 100% textured Dacron. polyester warp knit 
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BUTTERFLY * 
the original and universally accepted 
winged infusion set. 
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White Sister... 
because good clothing is an investment 
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A. Style No. 49588 - Pant suit. 
Sizes: 3-15. "Pristine Royale" 
- 100% textured polyester warp knit. 
White, Cre: '11: about $33.00. 


B. Style No. 9508 - Dress. 
Sizes: 6-16. "Pristine Royale" 
- 100% textured polyester warp knit. 
White about: $26.00. 


c. Style No. 49505 - Skirt suit. 
Sizes: 3-15. "Pristine Royale" 
- 100% textured polyester warp knit. 
White.>, Cream: about $30.00. 


White 
Sister 



CONTINUE YOUR STUDIES WHILE YOU WORK, 
WITH THESE OPPORTUNITIES FOR 


SENIOR 
HEALTH SERVICE EXECUTIVES: 
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As admission criteria, degree requirements. 
and courses vary at each educational institu- 
tion, interested executives should write directly 
to the following: 


Professor J. Nicholson 
Department of Administrative Studies 
Atkinson College, York University 
4700 Keele Street 
Downsview. Ontario. M3J 2R7 
Dr. D. Gyaliay 
Canadian School of Management 
L-76, Learning Resources Building 
50 Gould Street 
Toronto. Ontario M5B 1 E8 
Professor Frank Silversides 
College of Commerce 
University of Saskatchewan 
Saskatoon, Saskatchewan. S7N OWO 
Dr. J-Y. Rivard 
Directeur 
Department d' Administration de la santé 
Université de Montréal 
C.P. 6128 Montréal. Ouébec 
General information is available from: Canadian College of Health Service Executives 
410 Laurier Avenue West 
Ottawa. Ontario. K1 R 7T3 



Keel)S 
hiIß (trier 


Instead of holding 
moisture, Pampers 
hydrophobic top sheet 
allows it to pass 
through and get 
<<trapped" in the 
absorbent wadding 
underneath. The inner 
sheet stavs drier, and 
baby's b
ttom stays 
drier than it would in 
cloth diapers. 
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Saves 
YOll tiIl1e 
Pampers construction 
helps prevent moisture 
from soaking through 
and soiling linens. As a 
result of this superior 
containment, shirts, 
sheets, blankets and 
hed pads don't have to 
be changed as often 
as they would with 
conventional cloth 
diapers. And when less 
time is spent changing 
linens, those who take 
care of babies have 
more time to spend on 
other tasks. 
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Electronic wizardry. It s part and 
parcel of living in the seventies. We 
have learned to co-exist with 
intercoms and transistors. 
microwaves and even Instabank. But 
what about the life-supporting 
machines that we work with every 
day? Author Laura Worthington, 
whose article. "Things that go bump in 
the night," begins on page 18, says a 
whole new world awaits the nurse who 
takes it upon herself to develop a more 
informed and responsible attitude 
towards the medical devices that 
surround her. The electronic Wizard 
cum nurse on our cover is CNJ 
assistant editor, Sandra LeFort. 
Photoart by Studio Impact of Ottawa. 


The official journal of the Canadian 
Nurses Association published 
monthly In French and English 
editions 


Indexed in International Nursing 
Index Cumulative Index to Nursing 
Literatule. Abstracts of Hospital 
Management Studies. Hospital 
Lltelature Index Hospital Abstracts 
Index Medlcus. The Canadian Nurse 
IS available In microform from Xerox 
University Microfilms, Ann Arbor. 
Michigan, 48106. 


The Canadian Nurse welcomes 
suggesllons fOl articles or unsolicited 
manuscripts. Authors may submit 
finished articles or a summary of the 
proposed content. ManusCripts should 
be typed double-space. Send original 
and calbon. All articles must be 
submitted fOl the exclusive use of The 
Canadian Nurse. A biographical 
statement and return addless should 
accompany all manuscnpts. 
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The basic contribution of industrial 
democracy has been to reduce the 
disparity between the rights of the 
individual as a worker and his rights 
as a citizen. (Report of the Task Force 
on Industrial Relations, Ottawa. 1969. 
page 97). 
In Canada, the collective 
bargaining process, like our legal 
system. IS based on the adversary 
system. Differences between 
management and workers are 
resolved through conflict or the threat 
of conflict. 
In the case of orgamzed 
professional workers, the issues at 
stake are far more complex than the 
bare essentials of wage and fringe 
benefits. Conflict, in these instances, 
is more likely to center on issues 
related to the protection of the 
"professional role" and assurance of 
conditions and standards of 
"professional performance." 
When these demands can be 
translated into monetary terms - 
such as provIsion for continuing 
education days, for example - they 
pose relatively little threat to the 
relationship. It is when "professional 
prerogatives" threaten to impinge on 
"management rights" that trouble 
arises. When, for example, teachers 
demand the right to have a voice in 
determining curriculum content, how 
many students will be in their 
classrooms and how they will 
discipline these pupils, their demands 
are seen as limiting the discretionary 
power of management and school 
boards react accordingly. 
When nurses insist on their right 
to express an opinion on the number 
of patients they can care for safely, or 
who is qualified to perform a task such 
as dispensing medications, they 
encounter similarly strong employer 
resistance. 
Many professionals consider that 
participation in policy decisions such 
as patient workload constitutes one of 
the hallmarks of professional status. 
Management, on the other hand, is apt 
to feel that the employer who 
recognizes the right of workers to help 
determine the rules that prevail in the 


l 


--- 


" f 


- 


workplace, is giving up a little of the 
prerogative that is traditionally his "to 
assign the work as he sees fit." 
That is why nurses in Ontario are 
hailing announcement ofthe details of 
an arbitration award affecting nurses 
at Mount Sinai Hespital in Toronto as 
"a major breakthrough." At the heart 
of the matter is a "professional 
responsibility clause" in the 
agreement that provides for the 
establishment of an outside forum to 
make recommendations concerning 
conflicts over workload and patient 
care. 
The forum, or "independent 
assessment committee" as it is 
described in the award will consist of 
three registered nurses - one chosen 
by the Ontario Nurses Association, 
one by the hospital and one from a 
panel of four independent registered 
nurses "well respected within the 
profession." When a nurse feels that 
she has been asked to perform more 
work than is consistent with proper 
patient care she is to complain in 
writing to the union-management 
committee. 
Complaints that are not resolved 
to the satisfaction of both parties by 
this committee within a specified time 
will be forwarded to the panel. The 
expectation is that most complaints 
will be settled quickly without resort to 
the outside panel. 
Officials of the Ontario Nurses 
Association will assess the 
effectiveness of the professional 
responsibility clause over the next two 
or three years. 
In the meantime, we must agree 
with them in their description of the 
award as a sigmficant step in the 
direction of "recognizing the right and 
responsibility of the nursing 
profession at large to be involved in 
assessing quality and quantity of 
nursing care within a health agency." 
-MAH. 
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The nursing process, is it all pie il1 
the sky? Not according to author 
Lorraine Hagar. In her article startinç 
on page 38, she explains the 
"common sense" element of the 
nursing process and demonstrates it! 
application in the nursing care of 
Brian, one of her young patients. 
World statistics on infant and 
maternal mortality rates indicate tha I 
hospitals may not necessarily be thl 
best or safest places to have babies 
Holland, where seven out of ten 
babies are born at home with 
midwives in attendance, has one of 
the world's lowest infant mortality I 
rates. Rates in the U.S. and Canadi 
are comparatively high. 
Using these and other 
arguments, North American 
childbearing women and their 
partners are questioning the 
traditional hospital birth. They say the 
are seeking a childbirth experience 
that is both physiologically safe and 
psychologically satisfying - in shor 
a family-centered experience. 
Next month, authors Alison Ric I 
and Elaine Carty of Vancouver shan 
their observations about how four I 
alternative childbirth centers (ABC'sl 
in the United States are providing a! 
safe, family-centered environment. I 
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therapy 
for both 
vaginal candidiasis 
and 
trichomoniasis 
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Vaginal Tablets 


. 


Ala 


Ala 


The broad spectrum approach to vaginitis 
due to candida, trichomonas or mixed infections. 


. fungicidal and trichomonacidal action 


. convenient once-a-day, 6 day therapy 


. low relapse rate 


. for pregnant and non-pregnant women 


in dermatology 
Cream/Solution 
instant therapy 


I
 


. no cross-resistance with other agents 
. no known contraindications 


.. 


. for the topical treatment of 
both tinea and candidiasis 


1 

 


. well tolerated 
. excellent patient acceptance: 
non-staining, non-greasy, odourless, 
rapid and complete disintegration 
of vaginal tablets. 


. when your patient can't wait 
for time-consuming culture 
identification. 
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The Canadian Nurse Invites your 
lelters. All correspondence is subject 
to editing and must be signed, 
although the author"s name may be 
withheld on request. 
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At home with exotic diseases 
With the rising interest in Canada, 
with regard to "imported" and "exotic" 
diseases, some points may be useful 
to Canadian nurses who might 
encounter such new conditions. 
Always ask a patient. "Where 
have you been?" Even a few mmutes 
in a foreign airport is sufficient time for 
a malaria- or dengue-infected 
mosquito, to transmit disease to a 
traveller. Pinpointing the travel area 
can help to save life, in the case of the 
often fatal P. falciparum, fOl instance, 
where speed in diagnosis and 
treatment is vital. 
In the case of possible viral 
infections. for personal safety, as well 
as that of others, adequate knowledge 
and practice of the "barrier" 


techniques are essential. Such 
techniques and practice may have to 
become post -basic courses for nurses 
likely to be involved in caring for such 
cases. "Nursing Mirror," (G.B.), May 
26, 1977, vol. 144, No. 21, pp. 13-18, 
has a most informative article on the 
nursing care of Marburg virus, with 
first priority on "barrier" techniques, 
rather than on the Trexler 
negative-pressure plastic isolator with 
air filtration, Tyvec suits for the health 
team staff, etc. 
Nurses should be aware of their 
provincial "tropical disease" clinic 
centers, and nursing libraries should 
have available the standard textbooks 
for referral. An excellent handbook for 
nurses' personal libraries, is "Control 
of Communicable Diseases in Man" 


WHEN YOU'RE 


IN OTTAWA 


BE SURE TO SEE ONE OF CANADA'S FINEST 
SELECTIONS OF WHITE AND COLORED 


UNIFORMS 


at 


. HOS'(I.Y Wtti1'as! 
(THE COMPLETE UNIFORM SHOP) 
WE ALSO CARRY: 


White Shoes 
Hosiery 


Slips 
Panties 


Nurses Caps 
Bras 


BELL MEWS PLAZA, BELLS CORNERS, ONTARIO 
Mrs. Catherine Buck, R.T.R. (Mgr.) 


P.S. OH YES, WE ARE OPEN EVENINGS 


Abram S. Berenson, M.C., American 
Public Health Association. 
In English-speaking Canada, the 
"International Health Program," 
post-basIc, in Parasitology and 
Infectious Diseases, will be available 
again at Seneca College of Applied 
Arts and Technology, Willowdale, 
Ontario, starting in September. 
National Health and Welfare has 
"Canada Diseas95 Weekly Report," 
and the U.S. Department of Health, 
Education, and Welfare Center for 
Disease Control "Morbidity and 
Mortality Weekly Report," with both 
carrying interesting accounts of 
diseases abroad as well as at home. In 
the global world of today, not just 
public health nurses, but most nurses 
may ultimately be involved with some 
of the exotic diseases during their 
professional careers. 
P.S. Interested nurses are welcome 
as members of the Division of Tropical 
Medicine and International Health, 
soon to be known as the "Society" of 
the Canadian Public Health 
Association. 
- G.C. Pope, R.N., P.H.N., Toronto, 
Onto 


A role for PHNs 
In relation to your interview with 
Shirley Post of the Canadian Institute 
of Child Health, July 1977, I am deeply 
concerned that she seems unaware of 
the fact that public health nurses have 
been and are presenlly directing the 
major portion of their professional time 
to the health needs of children. At no 
point in the interview does she indicate 
that she interviewed or consulted with 
these valuable community workers. 
Was this an oversight m reporting 
or an oversight in research? 
- Reta McBean, Public Health 
Nurse,Pembroke,Ont 


The author replies: 
Thank you for giving me an 
opportunity to reply to Ms. 
McBean s letter. Please assure her 
that in preparing the feasibility study 
for the Canadian Institute of Child 
Health - a number of public health 
nurses, some medical officers of 
health and the Canadian Public Health 
Association were consulted. 
I am aware of the important role 
that public health nurses play in child 
care. However I also believe that in 


many communities they are 
underutilized. Public health nurses 
have the skills necessary to play an 
even greater role in preventive healll 
care for children if given the 
opportunity to do so. 
The Institute would like to hear 
from public health nurses legardmg 
their role. We'd liketoknowiHheyfeel 
they are being fully utilized and if no! 
what factors might be preventing then 
from playing an expanded role in chil 
health. 
- Shirley Post, Canadian Institute 0, 
Child Health, Ottawa, Ontario. 


More funds for C. Ed. 
The dilemma of mandatory 
continuing educallon vs. voluntary 
continuing education is one which 
concerns every nurse and nurse 
administrator. I am against 
regimentation and legally forcing 
people to do what they do not, really 
want to do. I must therefore, presen l 
as being against mandatory C.E. for, 
renewal of registration as is practice' 
in some states. I must, though, 
express my firm belief that unless 
nurses remain abreast of the 
continuing changes in the health care 
spectrum they may not be giving thE' 
client the care that he deserves. 
I would like to commend Nora J ' 
Briant for her article "What every 
reasonable pludent nurse should 
know" (May, 1977); and add that OUi 
provincial nurses' associations must 
indicate their support for 
continuing education by budgeting I 
larger sums of money for this area am 
generating more activity than is noVo 
eVidenced in some provinces. Our I 
associations must also bring pressu"l 
to bear upon our proVincial 
governments (through our nursing 
representatives) to recognize the 
need for continuing education for ali i 
health care workers, and insist on 
government increasing budget I 
allocations for staff development. It 
will then be incumbent on directors c 
nursing to make sure that nurses gel 
their fair share of the budget and 
participate in programs internally am 
externally. I 
- G. Hollingsworth, director of 
nursing, Provincial Hospital, Samt 
John, N. B. 



New family association 
This letter is to introduce your 
readers to the Canadian Cleft Lip and 
Palate Family Association. Our 
association, now one and a half years 
old, is the first of its kind in Canada, 
although in the U.S. there are 50 
groups of this nature. Our sponsor is 
the Hospital for Sick Children in 
Toronto. 
The initial aim of the association 
is to set up a newborn program 
through which parents of infants with 
cleft palates will receive assistance 
and information. Another aim is to 
develop a resource center with 
information about the cleft lip and 
palate condition. It will be the 
members themselves, as they assist 
and learn from one another, who will 
determine the ultimate form the 
association will take. 


We are fortunate in having 
competent professional advisors fOl 
the association who will be available 
for general educational purposes. 
For further information: 
Elise Bossin (Mrs.), Coordinator, 
Canadian Cleft Lip and Palate Famdy 
AssocIation, 4981 Bathurst Street, 
Apt. 215, Willowdale, Ont. M2R IY5. 


Lost and found 
The 1941 graduating class of 
Newark Beth Israel hospital in the 
United States included at least one 
Canadian nurse. Now that I am in 
Canada, I would appreciate renewing 
contact with some of these 
classmates who are probably readers 
01 this journal. 
- Pearl (Koweek) Newton, associate 
professor, Dalhousie University 
school of nursing, Halifax, N.S. 


Moving, being married? 
Be sure to notify us in advance. 


. 


Attach label from 
your last issue or 
copy address and 
code numbel from it here 


New (Name)/ Address 


SIIeel 


City 


Prov.lState 


F/ease complete appropriate category 


Postal Code/Zip 


, I hold active membership in provincial nurses assoc 


reg. no.lperm cert.llic. no. 


o I am a personal subscriber 
Mall to: The Canadian Nurse. 50 The Dnveway. Ottawa K?P 1E2 


- 


If you 
hate to 
change 
dressings, 
change to . . . 


. 


Effective wound care without the bother 
of absorbent dressings. 
The Hollister Draining-Wound Management Sys- 
tem lets you: 
Examine the wound in seconds by looking right 
through the odor-barrier, fluid-barrier transparent 
film. 
Treat the wound by removing just the Access Cap. 
Assess and measure exudate without removing 
anything from the patient. 
This unique alternative to absorbent dressings is 
ideal for any wound where drainage is expected. 
For a welcome change from dressing changes, try 
the Hollister Draining-Wound Management System. 
Write today for free evaluation samples. You've got 
to see through it to believe it! 


Holltsrm 


HollISter Incorporated. 211 East Chicago Ave. Chicago illinoIS 60611 
Dlstnbuted In Canada by Hollister Limited W'lIowdale Onlano M2J 1 P8 
Copynghtl977 Hollister Incorporated All RIghts . , O. , . 
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Correction 


Order of Nurses of Quebec Annual 
Meeting will be held on Nov. 9-10, 
1977 at the Quebec Municipal 
Convention Centre, Quebec City not 
in Montreal as previously printed. 
Contact: Order of Nurses of Quebec, 
4200 Dorchester Blvd. West, 
Montreal, Quebec. 


November 


Canadian Intravenous Nurses 
Association 2nd Annual 
Convention to be held in Toronto, 
Ontario at Inn on the Park Hotel- 
November 23-24th, 1977. Contact: 
C.I.N.A. - Box4B1, StationZ, Toronto, 
Ontario, M5N 2Z6 


Parent to Infant Attachment: 
Strengthening the Family in the 
Perinatal Period. A four-<:lay 
conference to be held on Nov. 6-9, 
1977 at the Bond Court Hotel in 
Cleveland, Ohio. Sponsored by the 
Rainbow Babies' and Children's 
Hospital. Contact: Marilyn Griffith, 


Assistant Director, Public Relations 
Dept., Rainbow Babies' and 
Children's Hospital, 2101 Adelbert 
Rd., Cleveland, Ohio, 44106. 


Conducting Performance Reviews 
- a two-<:lay program for health care 
professionals who are expected to 
review the performance of others. 
Techniques to use in conducting the 
actual interviews will be presented 
with concrete examples. To be held in 
Toronto on Nov. 14-15, 1977. Tuition: 
$120. (Tax deductible). Contact:R.M. 
Brown Consultants, 1115-1701 
Kilborn Ave., Ottawa, Ontario, 
K1 H 6MB. 


One-day seminars for helping 
professionals to be held at 
Ashtonbee Conference Centre, 
Scarborough, Ontario. Speaker: 
Jackie Barber, R.N., B.Sc.N., MEd. 
Power and conflict in the professional 
work setting on Oct. 20; Group 
dynamics and leadership on Oct. 27; 
Supervision and discipline on Nov. 3; 
The helping relationship on Nov. 10; 
Evaluating staff on Nov. 17; Working 
with families on Nov. 24. 
Contact: Roy DelBianco, 
Co-ordinator, Conferences and 
Seminars, Centennial College, 
Continuing Education Division, 
Ashtonbee Conference Centre, 651 
Warden Ave., Scarborough. Ont.. 
MIL 3Z6. 


Ontario Nurses Association Annual 
Meeting to be held Nov. 16-18, 1977 
at the Constellation Hotel in Toronto. 
Contact: Rita Kohan, Administrative 
Assistant, Ontario Nurses 
Association, Suite 1401,415 Yonge 
Street, Toronto, Ontario, M5B 2E7. 


Conjoint Meeting on Infectious 
Diseases to be held at the Chateau 
Laurier Hotel, Ottawa, Ontario on Nov 
23-25. Sponsored by the Tropical 
Medicine and International Health 
Laboratory Divisions of the Canadian 
Public Health Association. Contact: 
Dr. P. F. Stuart, Dept of M,crobIOlogy, 
Toronto General Hospital, Room 215, 
100 College Street, Toronto, M5GIL5. 
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WHEREAS the Canadian Nurses Association will hold 
its biennial convention in Toronto in 1978; 
WHEREAS the Registered Nurses' Association of 
Ontario is preparing to roll out the red carpet; 
WHEREAS Toronto offers a wealth of professional and 
social opportunities; 


THEREFORE BE IT RESOLVED to attend the CNA 
Convention in Toronto from June 25 to 28. 1978. 
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Agood move for cholesterol 
concerned patients... 
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...is to Fleischmann's Margarine and Egg Beaters. 


Egg Beaters, the anti-cholesterol 
eggs. 
The average large egg contains 275 mg. 
of cholesterol. It's the single highest source 
of cholesterol in man's diet. By replacing 
egg yolks with corn oil and a vitamin/ 
mineral fortified nutrient, we've reduced 
the cholesterol content of eggs by 98%. Yet 
Egg Beaters look, cook and taste like fresh 
farm eggs. They're versatile and delicious. 
Egg Beaters. Even cholesterol patients 
can eat them every day. 
In your grocer's freezer 
.
 


) 
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Tell your patients about 
polyunsaturates. 
Because Fleischmann's Margarine is made 
from 100% corn oil, it has a very high poly- 
unsaturate level-40%, and only 18% saturates. 
A very sensible chOIce for patients with 
cholesterol problems. Incidentally, when you 
recommend Fleischmann's for its health 
benefits, theyl1 thank you for the 
taste! Fleischmann's. We make all 
our margarine with 100% corn oil. 
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Special give-aways to help 
your patients. 
Please send me at no extra charge: 


- 
i'iii:.....
--
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Name: 


Address: 


.. 


- 


. _ Eng. copIes _ Fr. copies 

,.;> "Cooking with Egg Beaters" 
/ -"..... 
,,
, 
I ' i - Eng. copies - Fr. copies 
_ 4O' "Cholesterol, Calorie, 

 Sodium Calculator" 
Fleischmann's, Consumer Service Division, The Business Center, Toronto Eaton Center, 
P.O. Box 504, Suite 104,220 Yonge Street, Toronto. Ontario, M5B 2Hl 


City: 


Postal 
Code: 


Provmce: 


CN-77-l0 
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World Federation for Mental Health 
draws 2100 concerned professionals 


The stigma attached to mental illness should be a first priority for those 
working with the mentally ill, for it is negative public attitudes that are holding 
back progress in the field, says Rosalynn Carter, wife of United States' 
President Jimmy Carter. 
"This self-feeding cycle of fear, discrimination and lack of understanding 
about mental illness IS more than a vague uneasiness we detect from time to 
time. It is a very real and troubling fact," she told delegates to the 1977 
Congress of the World Federation for Mental Health in Vancouver in 
mid-August. 


Carter was speaking during a special 
session for the more than 2,100 
registrants, inoluding 350 nurses, 
from 44 nations. Her message 
summed up much of the five days of 
sessions, lectures, debate and 
workshops that were to determine as 
the Congress theme put it, "Today's 
Priorities in Mental Health." 
"The data our Commission has 
gathered show that the public 
continues to be repelled by the notion 
of mental illness - although it is 
becoming less socially acceptable to 
say so," Carter said. Even when 
patients manage to overcome their 
fears and shame and finally seek 
professional help. there are still 
attitudes that need to be scrutinized; 
patients often run into as much fear 
and prejudice from professional 
workers as from the general public. 
"We need to try to create a national 
commitment, a national attitude. a 
national climate for the proper care 
and treatment of the mentally ill," she 
said. 
Another highlight of the 
week-long convention that drew 
together psychiatrists. social workers, 
psychologists, teachers, mental 


.4. . 


/ 


; 


\ 
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health volunteers and nurses was a 
debate between Ivan lIIich. author of 
"Limits to Medicine: Medical 
Nemesis, and Morris Carstairs, 
vice-chancellor of the University of 
York, England, on the role of 
professionals in today's society. 
lilich repeated his thesis that 
professionals have become too strong 
through their organizations and now 
completely dominate individuals who 
have had to surrender all 
responsibility for their own health. 
He accused the professions of 
being "disabling" rather than 
"enabling," or helping, because they 
create dependence. The professions 
jealously guard their body of 
knowledge, shrouding it in almost 
religious trappings so individuals 
cannot understand the facts on which 
care is based. 
Carstairs replied that many of 
lIIich's ideas were so "safely Utopian 
there is little possibility of their being 
put into effect." He denied that the 
medical establishment is trying to take 
over, but agreed that Individuals ought 
to assume more responsibility fortheir 
care when it is within their power to do 
so. 



 


\ 


Chairman Dr. Milton Miller (left) and president Dr Tsung-yi Un ofthe WFMH, 
are pictured during recent Congress Both are from Vancouver. 
(Photos by Kent) 


Also drawing a large crowd at a 
main session was 
anthropologist/author, Margaret 
Mead, who questioned Western 
attitudes towards leisure and 
retirement. Westerners seem to 
believe that leisure exists merely to 
refresh people so they can work 
harder the next day or the next week, 
she said disdainfully. She also 
scorned the idea óf mandatory 
retirement, saying retirement can kill. 
"All the evidence we have at 
present is that stopping abruptly what 
we're doing and, equally, imposing 
non-participation on children and 
adolescents and keeping people out 
of the working world, is one of the most 
disastrous things we can do to them." 


<II 


, 


. 
Fitness Minister lona Campagnolo 
addresses participants in "Health by 
the People" meeting. 


Opening speaker at the Congress 
was lona Campagnolo, Canada's 
Secretary of State responsible for 
fitness and amateur sport. She spoke 
of the value of physical exercise to 
combat stress and anxiety. referring to 
activity as "nature's tranquilizer," and 
adding that Hans Selye, the father of 
the theories related to stress, advises 
physical activity as one of the most 
effective ways of channeling and 
balancing stress. 
Campagnolo noted that a 
sub-theme of the Congress was 
"Health by the People." with its 
attendant emphasis on prevention 
and individual responsibility for one's 
own well-being. She urged Canadians 
to be their own fitness planners and 
"achieve an extra measure of pride 
and satisfaction in addition to those 
physical and mental benefits." 


Many of the papers presented at I 
the workshop sessions were given by 
nurses, including some of the 
research papers. Joan Anderson of 
the faculty of nursing at the University 
of British Columbia reported on her 
recent study that showed nursing 
students are more negative than 
professionals in their predictions 
about the futures of psychiatric 
patients. She said students depend on 
and are influenced by diagnostic 
labels. However, if the diagnosis is 
concealed, the students are more 
positive and tend to use their 
observations more wisely. If the 
diagnostic label is present, the 
students rely less on observation. 
However, they are more positive 
toward the prognosis than if no 
diagnosis is given for the patient. 
Anderson sees the study as having 
implications for education of nursing 
students, saying, "There needs to be 
emphasis on observation of behavior 
and on arriving at conclusions from 
direct observations rather than from 
the diagnostic label alone." 
-G/ennis Zilrr. 


Special isolation unit 


A two-day meeting of federal and 
provincial Health Ministers in Ottawé 
was told of a plan for a three-level 
approach to handling persons who 
enter Canada with dangerous 
communicable diseases. The I 
national plan would consist of three I 
lines of defence: 
a) stretcher-type plastic isolators to be 
maintained in selected international 
airports in Canada 
b) bed-type isolators to be stationed ir. 
strategic hospitals under provincial 
auspices at major centers in Canada 
c) a central facility to provide a fully 
secure environment. 
Health Minister Marc Lalonde said tha I 
the special isolation unit, costing I 
approx imately $3 million will be built ir I 
Ottawa. The unit, comprising six beds 
would be as impenetrable "as the 
Bank of Canada and would ensure the I 
disease would not spread." 
The three lines of defence are te' 
be linked by highly skilled medical I 
evacuation Canadian armed forces , 
personnel using a transit isolator anc 
armed forces aircraft. 



VON appoints 
financial adviser 


The Victorian Order of Nurses for 
Canada is well on its way to 
implementing the nine 
recommendations made by Edward A. 
Pickering in his study of the future role 
of the VON.ln his 1976 report "A Case 
for the VON in Home Care,' 
Pickering's suggestions included, 
among others, that organizational 
changes were needed, such as 
adding a business executive to the 
national office staff and making a 
professional study of budgeting and 
cost accounting. 


In light of these 
lecommendations, the VON are 
making changes at the national, 
provincial and local levels, says 
Lorette Sutton, assistant director at 
VON National Office. "Since more and 
more of our funding now comes from 
government agencies, the VON is 
working towards improving its 
methods of budgeting, to correspond 
with government expectations." A 
professional study on budgeting and 
cost accounting has already been 
completed in the province of Ontario, 
she said. 
In August, VON president R.G. 
Smethurst of Winnipeg announced 
the appointment of Bruce Daubney of 
Ottawa as an advisor in the field of 
hnancitll administration and liaison 
with governments concerning 
financial arrangements for services 
provided by the VON. 
Daubney is a past president of 
Computing Devices Company and 
also has had an extensive career with 
the Ford Motor Company of Canada. 


Health happenings 
in the news 


Dr. Blair Fearon olThe Sick Children's 
Hospital in Toronto has removed the 
tonsils of four patients using a burst of 
light from a laser rather than scissors 
and knife. The procedure which 
destroys tissue by burning and 
vaporization takes about twice as long 
as conventional surgery - one 
reason why the laser tonsillectomy will 
be limited to cases where blood loss is 
a problem. The laser's accuracy 
makes it possible to treat other 
conditions such as narrowing of the 
windpipe. 
Dr. Fearon said that the four 
tonsillectomy patients suffered much 
less and nurses were amazed at the 
speed of recovery. 


The major findings of the Nutrition 
Canada Dental Report of Health and 
Welfare Canada show that: 
. Dental caries is the leading cause 
of tooth loss in persons under 35 years 
of age. Ninety-six per cent of adults 
over 19 years of age had dental caries. 
. The percentage of children aged 
12-14 years with good teeth, Le. zero 
DMF teeth (DMF is the number of 
decayed missing and filled 
permanent teeth) appeared to be 
unrelated to income. 
. Periodontal disease ( a disease of 
the tissues which support the teeth 
firmly in the jaws) is the main cause of 
tooth loss in persons over 30 years of 
age. About 15 per cent of the adult 
population had obvious "pockets" of 
periodontal disease. a condition which 
was generally worse in men than 
women. 
. Approximately 40 percent of 
adults aged 19 years and over had no 
teeth in one or both dental arches. 
. A consistent beneficial effect of 
fluoridation in reducing the prevalence 
of dental caries was observed in 
children under 11 years of age. 
. Thirty-nine per cent of children 
aged 12-14 were observed to have a 
malocclusion (a deviation from the 
normal, accepted manner In which the 
teeth of the upper jaw fit with those of 
the lower jaw). Thirteen per cent 
showed a serious need for treatment 
and one per cent an urgent need. 


Respiratory nurses 
seek CNA affiliation 


The Canadian Nurses Association 
could have its second affiliate member 
within a matter of months. The 
Canadian Nurses' Respiratory 
Society has announced that it will seek 
affiliation with the national 
organization that now represents 
117.206 nurses in this country. 
Last Spring, CNA directors 
approved an application from the 
Canadian Association of Neurological 
and Neurosurgical Nurses for affiliate 
membership in CNA. 
Announcement of the CNRS 
decision was made following the 
annual meeting of the Canadian Lung 
Association (formerly the Canadian 
Tuberculosis and Respiratory 
Disease Association) in Moncton, 
N.B. 
At the same meeting, the nurses' 
section of the assoCiation announced 
that it was changing its name from the 
Nurses' Section of the Canadian 
Tuberculosis and Respiratory 
Disease Association to the Canadian 
Nurses' Respiratory Society. A 
committee has been formed to select 
a suitable French equivalent. 


u. of Victoria 
focuses on elderly 


The newly established school of 
nursing at the University of Victoria in 
Vlctona, B.C. is pioneering a health 
philosophy to ease the problems of old 
age. 
In an interview with the Canadian 
Press, the director of the school. 
Isabel McRae stated that by the year 
2000, one-quarter of the population 
will be older than 55 and the old 
nursing philosophy which emphasized 
care of the acutely sick w
1 no longer 
be adequate. 
"Our program is based on the idea 
that nurses are not junior doctors, but 
personnel trained: to help people 
maintain good health; to help patients 
tolerate the experience of ill health; 
and to help them live as satisfying lives 
as possible within the constraints of 
their dysfunction," she said. 
McRae said that one reason that 
the university nursing school is able to 
focus on gerontology is that it is a 
post-graduate institution and not tied 
down to preparing nurses to write 
registration exams. Opened in 1976. it 
offers a two-year program leading to a 
bachelor of science degree in nursing. 


AARN allocates $36,000 
to continuing education 


The Alberta Association of Registered 
Nurses has announced the award of 
two educational scholarships as part 
of the association's $36,000 annual 
allocation for continuing education. 
The Abe Miller Memorial and the 
Helen M. Sabin Scholarships are each 
awarded annually in the amount of 
$2,000 to assist members to continue 
graduate study of not less than one 
academic year. 
This year, the Abe Miller 
Memorial Scholarship was won by 
Rhea Arcand, section head of the Post 
R.N. NurSing Program at Grant 
MacEwan Community College. 
Arcand has enrolled in the Master's in 
Nursing Program at the University of 
Alberta. 
Karen Mills, assistant director of 
nursing, Edmonton Local Board of 


Health, was the winner of the Helen M. 
Sabin Scholarship. She will enter the 
Master's in Health Services 
Administration Program at the 
University of Alberta. 
The A.A.R.N. also has an 
Educational Loan Fund available to 
assist members enrolled in graduate 
programs. This year 21 members of 
the A.A. R.N. have been allocated 
loans totalling $20,000 to assist them 
in pursuing baccalaureate and 
master's programs. 
To complete the budgetary 
allocation in support of continuing 
education, the A.A. R.N. contributes 
annually in excess of $12,000 to the 
Canadian Nurses Foundation which 
exists to assist nurses in educational 
endeavors by providing scholarships 
bursaries and fellowships. 
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After eyery bath, everv diaper change and in between, 
soothing Zincofax protects baby's nature-smooth skin. 
Protects against chafing and diaper rash, against irritation 
and soap-and-water overdry. 
But Zincofax isn't just for delicate baby skin. It's for 
you and your entire family-to soothe, smooth and 
moisturize hands, legs and bodies all over. 
What's more, Zincofax is economical, even more 
important now with a new baby at home. 
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CNA supports 
special interest groups 


Bottle holders banned 
by federal officials 


In March 1977, CNA directors adopted A federal ban on mechanical devices 
preliminary guidelines for the support for propping infant feeding bottles 
of "emerging" special interest groups went into effect late this Summer. 
in nursing. The board of directors was Consumer and Corporate Affairs 
acting in response to a resolution Minister Tony Abbott, who issued the 
passed at the 1976 biennial warning, explained: 
convention, that called for the national "While no deaths have been reported 
association to actively encourage the from the use of these devices, we are 
estab
shment and development of issuing the ban as a purely preventive 
additional special interest groups in measure based on suggestions of 
nursing and to be prepared to offer possible dangers to Canadian infants 
financial assistance to such groups for by representatives of the medical and 
organizational purposes and up to two nursing professions." 
years of operation. Directors of the Canadian Nurses 
In the past, CNA has provided Association, in response to a 
support in various ways to emerging complaint from a member of the 
nursing groups of a national nature. Manitoba Association of Registered 
Now, however, they have established Nurses, passed a motion in April 1975 
specific guidelines that will provide recommending that the threat posed 
special interest groups with moral and by these devices be brought to the 
I financial assistance. These attention of the appropriate 
preliminary guidelines are: authorities. The correspondence that 
1. Advice from CNA will still be followed involved the Consumers 
available, as CNA resources permit, Association of Canada, 
but no financial assistance will be manufacturers, retailers and federal 
given to "established" organizations. officials. 
2. "Emerging" nursing special interest In their letters, CNA directors 
I groups must meet the following criteria: pointed out that "If a child is being 
a) their organizers and potential 'prop-fed' without supervision, 
members must be members of CNA regurgitated food may be drawn Into 
bj there must be a tentative statement the lungs and pneumonia could result. 
of the proposed purpose and In an extreme situation, the Infant's 
I objectives of the interest group and breathing could be cut off, resulting in 
I these must be compatible with CNA death." 
purposes and objectives before 
I funding assistance is considered 
c) there should be at least one contact 
person designated in each 
I province/territory before any funding 
: assistance is considered 
i d) normally, not more than $500. will 
I be given to anyone group in their first 
, year of operation; and normally any 
further financial assistance would be 
I limited to a $500 allotment in their 
second year of operation 
e) any financial assistance beyond the 
first $500 would be contingent upon 
the groups' having been incorporated. 
3. Any group receiving financial 
, assistance must provide a yearly 
report to C NA. 
Nurses involved in forming 
national special interest groups are 
, invited to apply for assistance by 
I contacting: Executive Director, 
I The Canadian Nurses Association, 
I 50 The Driveway, 
,Ottawa, Canada, K2P 1E2. 


Did you know... 
Dr. Bruce Bistrian of Boston told the 
Canadian Medical Association annual 
meeting in Quebec that one-third to 
one-half of the patients in acute care 
hospitals will be malnourished. He 
stated that acutely ill people need 
double the usual amount of protein 
and 25% more calories than usual. He 
suggested that patients should have a 
"beefed up" version of the instant 
breakfast kind of food to sip at all day. 


Did you know... 
Pediatric dentists say that children up 
to the age of 4 or 5 years do not have 
the necessary hand skills to clean their 
teeth thoroughly. Dentists suggested 
that an adult help the child brush his 
teeth at least once a day. Dentists 
were meeting at a conference on 
dental health in Toronto in April. 


Hemophiliacs studied 


A comprehensive study of the 
Canadian hemophiliac is currently 
being directed by Dr. Martin Inwood, a 
clinical hematologist and chairman of 
the Medical and Scientific Advisory 
Committee for the Canadian 
Hemophilia Society. With $90,000 in 
grants from federal, provincial and 
private sources, Dr. Inwood, assistant 
professor at the University of Western 
Ontario, began working on acensus of 
the estimated 2,400 hemophiliacs in 
Canada in the early summer. 
The survey of hemophiliacs is 
only one of several projects of the 
Advisory Committee of the Canadian 
Hemophilia Society. Plans are now 
underway for a central data bank. 
Anonymous data will be compiled at a 
central registry to provide up-to-(jate 
social, economic and medical 
information on hemophilia to be used 
by researchers. 
Plans are also being made for the 
establishment of comprehensive 
hemophilia assessment centers at all 
Canadian medical schools. Dr. 
Inwood describes the proposed 
facilities as "centers of excellence" 
which would provide complete 
information about the rare blood 
conátion and would offer assessment 
and treatment on a comprehensive 
basis. 
Each of the centers across 
Canada would offer a multidisciplinary 
approach to assessment and 
treatment and would employ the 
services of a nurse, physiotherapist, 
physician, surgeon, social worker and 
psychiatrist. Once a patient's 
problems have been identified, he 
could then be treated by the 
appropriate health care professional. 
Dr. Inwood said the development 
of new treatments, wider use of 
genetic counseling and creation of the 
"centers of excellence" will shift the 
emphasis to a more preventive 
approach. He also stated that a 
comprehensive social survey of 
hemophiliacs will be undertaken by his 
committee in the Mure so that "we 
can come up with a definite profile of 
what the Canadian hemophiliac is 
like:' 
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CNA rep attends 
world food symposium 


A recent symposium on Canada and 
World Food was told that there are 
tragic effects on infant mortality 
because of the move away from 
breast feeding in developing 
countries. 
N.S. Scrimshaw of the 
Department of Nutrition and Food 
Science, Massachusetts Institute of 
Technology, was speaking to 170 
agrologists, economists and others 
interested in the problem of world food 
at a three-day meeting in Ottawa. The 
Canadian Nurses Association was 
represented at the meeting by 
research officer Manon Kerr. 
Symposium participants presented 
papers on population, health, food 
production and processing, research, 
engineering, economics, the political 
and the social sciences. 
Scnmshaw also stated that an 
often neglected aspect of the world 
hunger problem IS the large 
post-harvest losses of food to rodents, 
insects, molds, simple spoilage and 
inefficient processing procedures. 
"Vet most food-deficit countries 
could be self-sufficient or even food 
exporters if proper storage of grains 
were assured, if processing were 
more efficient and if spoilage of fruits 
and vegetables and fish were 
reduced," he said. 
Another speaker, Helen Abell, 
consultant in socioeconomic 
development, said in her paper "The 
Forgotten Familiars and World 
Health" that the grass roots expressed 
needs of people in the Carribean, 
Africa and Indo-China are, in order of 
importance: dnnkable water; basic 
tools; cooking fuel; midwives from 
their own district; and eradication of 
communicable diseases. 
Other speakers at the conference 
pointed out that: 
ø Canada has very high food 
production costs and that there is a 
serious deterioration in Canada's 
agriculture-food industry; 
. Canada should encourage third 
world countries to give agricultural 
development a high priority in their 
own domestic spending; 
. there are no local agricultural 
training programs and no training 
abroad programs for women in third 
world countries. 


Central registry for 
community nursing 


A central registry for those applying f
r 
community health nursing positions in 
Alberta has recenUy been established 
by the NurSing Branch of the Division 
of Local Health, Alberta. Individual 
nurses enquiring about positions will 
be asked to complete an application 
form that includes geographical 
preference and availability status. 
Local health authorities with vacant 
positions will be sent completed 
applications and will remain 
responsible for screening, 
interviewing and selecting nurses. 
Enquiries may be made to: 
Registry for Community Health, 
Nursing Applicants, 
Office ofthe Senior Nurse Consultant, 
Local Health Services, 
4th Floor Administration Building, 
109 St. and 9B Ave., 
Edmonton, Alberta, T5K OCB. 


Health happenings 


A Health Day, with free checkups and 
demonstrations, attracted a sellout 
crowd of 200 senior citizens in 
downtown Toronto last month. The 
all-(jay clinic marked the conclusion of 
an "Aging Successfully" program 
conducted by SI. Christopher House 
Older Adult Centre for residents of the 
community, including many 
Portuguese and Chinese-speaking 
people. 
Program director Marcelle Abou 
Assaly said that planners emphasized 
the need for preventive care. She 
pointed out that many residents of the 
area are immigrants who have never 
become Canadian citizens and may 
not be eligible for financial assistance 
available to others. "Proper dental 
care and care of the feet," she said, 
"are the great needs of the elderly." 
Twenty-four of those who 
attended the clinic had a podiatrist do 
their feet. Twenty-five of 29 who had 
dental checkups were found to have 
dental problems. Fifteen persons with 
defective vision were found among the 
67 who came for eye tests; six of the 
77 who had theil lungs checked had 
lung trouble; 20 of 55 checked for 
arthritis were found to be affected by it; 
17 of the 54 checked for diabetes were 
found to have the disease. 


A Vale psychologist warns that once a 
person becomes overweight he is 
likely to become "highly, sometimes 
uncontrollably responsive to external 
food-relevant stimuli." 
Dr. Judith Rodin told members of 
the American Psychological 
Association attending their annual 
meeting recently that overweight 
people have an increased tendency to 
secrete insulin when they are 
stimulated by the sights and smells of 
food. Insulin, a hormone produced in 
the pancreas, leads to increased 
hunger and eating and promotes the 
storage offat in the body. Obesity, she 
said, makes one less active and more 
unhappy because society 
discriminates against the overweight, 
and more likely to overeat in response 
to situations that produce 
anxiousness or arousal. 
Moreover, said Dr. Rodin, the 
overweight person tends to try diet 
after diet, but once his self-discipline is 
momentarily weakened, the diet 
collapses in an overeating spree. She 
cast doubt on the theory that fat 
people are genetically destined to be 
fat, and said the research shows that 
overweight is primarily a result of 
lifestyle, helped along by what she 
called a national preoccupation with 
eating. 
Dr. Rodin said the fight against 
obesity has become a 
$10-billion-a-year industry in the 
United States, "and yet the record of 
success in losing and keeping off 
weight is abysmally poor." 


!n the search for the secrets of long 
life, the Soviet Institute of Gerontology 
found that "work is an invaluable 
remedy against premature old age." A 
Pravda article which cited the effects 
of "pension illness" - the quick 
deterioration suffered by old people 
when they retire - stated that "Old 
age is not a time to be sedentary, but 
to be active." Soviet gerontologists 
also recommended getting married, 
having children, living in high places, 
eating moderately, drinking well water 
and talking a lot." 
The Soviet Union claims to have 
19,304 centenarians as of the 1970 
census or 8 per 1 00,000 population 
compared to 1.5 per 100,000 in the 
United States. 


The U.S. Bureau of the Census has 
identified some of the changing 
patterns of marriage and family 
living in our neighbor to the South, 
among them: 
ø The number of unmarried 
persons living with someone of the 
opposite sex doubled between 1970 
and 1976. 
. In the same period, the proportion ' I 
of the population aged 25 to 29 who 
had never married increased 
substantially from 19. 1 percentlo 24 9 
percent among men and from 10.5 
percent to 14.8 percent among 
women. 
. The divorce rate more than 
doubled between 1963 and 1975, 
from 2.3 percent per 1,999 population 
to 4.8. 
ø Of every 1,000 married persons I 
in 1976, 75 had been previously I 
married and divorced; in 1960 the ratio 
was 35 in 1,000. 


Did you know .n 
The originator of "Anstie's Alcohol 
Limit'" was a physician- 
scientist-reformer named Francis 
E. Anstie who died more than 100 
years ago in London, England. 
His dictum concerning the daily 
amount of alcohol that an individual 
can consume without risk of 
deterioration of health is still cited in 
Dorland's 25th Medical Dictionary as a 
rule used in connection with life 
insurance examinations: "the 
maximum amount of absolute alcohol 
taken daily withou1 injury is 1 1/2 
ounces, equivalent to about 3 ounces 
of hard liquor, a pint of light wine, or 24 
ounces of bottled beer or ale. 
Although Anstie's name is best 
remembered for his pronouncement 
on moderation, he was recognized 
during his lifetime as a tireless leader J 
In the public health field who was 
responsible for many progressive I 
measures connected with medical 
and nursing care in workhouse I 
infirmaries and urban renewal. 
When he died of septicemia at the 
age of 41, Florence Nightingale I 
predicted: "Many will fall victims to the . 
want of (pursuing) the public health 
measures of which he was such a 
devoted supporter." 



Comfortable relief Naturallv 
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Many hemorrhoid-prone patients 
require a laxative to encourage 
relief from constipation. Trust 
Metamucil to provide just that for 
some very good reasons: 
. Metamucil is made from grain. 
not chemical stimulants. oils or 
salines to provide soft. fully 
formed stools 
. Metamucil promotes regular 
bowel function. physiologically. 
without straining. cramping 
or irritation 
· Metamucil will not cause 
laxative dependency or loss of 
bowel tone 
. Metamucil provides the bulk 
lacking in many diets 
Available as Metamucil powder. 
low in sodium for your geriatric and 
cardiac patients; and lemon-lime 
flavoured Metamucillnstant Mix, 
low in calories for diabetics or 
those patients whose carbohydrate 
intake is restricted. 
The dosage can be 
individually regulated. 
For short or long term 
treatment and successful 
bowel management. 
trust Metamucil for all 
kinds of patients. 
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recommended by 
physicians. 


-.. 

e'a 
--,"ll&
j
 
_
 .. :III'" 
..
!1;UR"'::";ÛRCE 
J,...,o-w 1'- -. LA-r"'''/II'E 
.
., 
 ":;..:... 

,

1
c:.r:1'J:
 :. 


... 
"" 


-...,... r- 


"lfll II 
..... þ. 
If. 
... 


. 


, 


""" 


,.. 
\i\ 


'\ 


.. 
'" II.,)JI:\. 
\.. 
, 
" ., 
\" 
',. 
t.. 


"'" 



 


I 


, 
. 


Metarnuril'> 


...r 



lI'IhrlHttþt 


....:_
 ic.:: C 1 fIoI4 

 IIItll
f:'-"')I","'--: 

"'...':.CO"ITI..TIIII 



'::2

;'
': 


 , . ..... 

,
.
t
'...
 


",:k::: 


.......'''.a._ 


Ell Searie Pharmaceuticals 
· . Oakville. Ontario 
L6H 1 M5 


.. 


.. 



16 


The Canadian Nurse October 1977 


X;:1111PS 


;:111(1 Faces 


CNJ talks to 


Suzanne M. Gouthreau 


"Nurses must decipher which 
problems concern nursing and which 
do not; then they must learn to say 
"no." So says Suzanne M. Gouthreau 
of R.M. Brown Consultants, Ottawa. 
Along with her associate Ron Brown 
Sue develops and presents a series of 
seminars to health care personnel in 
ma
agement positions covering such 
tOpiCS as management functions, time 
management, leadership style, 
motivation, and inter-personal 
relationships. The lively conferences 
are presented all across Canada at 
various times during the year in both 
English and French. 
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S
e completed her basic nUlsing 
education at the University of Ottawa 
School of Nursing, Ottawa General 
Hospital. She then went on to obtain 
her B.Sc.N.Ed. at the University of 
Ottawa in 1967. She has also 
engaged in graduate work in the 
Department of Business 
Administration at the University of 
Minnesota. During her experience as 

 head nurse in pediatncs and as an 
Inservlce education coordinator in a 
600-bed acute care hospital, she saw 
the need for management courses for 
nurses. 
"The role of the nursing manager 
has changed tremendously in the last 
ten years. Today they are given much 
greater responsibilities and they 
require more knowledge in such areas 
as fi
ances, systems engineering, 
staffing, personnel selection and 
performance review. Traditionally, 
most professionals selected to fill 
management positions are the best 


practitioners in their field but may not 
neces
arily be adequately prepared to 
deal with the growing complexities of 
health care organizations. The 
nursing manager of the present must 
have a strong and a positive 
self-image. She must be aggressive 
when necessary (yes, it is 
permissible) even if this role runs 
counter to earlier cultural and 
professional training. She must be a 
risk-taker and must know how to deal 
with conflict tactfully and from a 
position of strength. Being aware of 
the power bases within the 
organization and knowing the "jargon" 
of the business world can be a great 
asset to her in competing with others 
for the limited resources available." 
Sue explained that almost all 
managers who attend the seminars 
are already practising their own set of 
management strategies. The 
seminars strive to provide the 
language of management, to reinforce 
present management practices and to 
provide alternative strategies that may 
be used in handling various 
management situations. She stressed 
that there is no such thing as the 
"cookbook" approach to 
management: there are no easy 
answers. Decisions must be made 
and there is never 100% gain. There 
are always some negative 
consequences. The critical factor in 
solving problems is in the cimate of 
the organization - if relationships are 
open and if people talk to each other, 
they are half-way there. 


Margery Furnell, (R.N., University of 
Alberta Hospital; B.Sc.N., University 
of Alberta; M.S.N., University of British 
Columbia) has joined Alberta Social 
S
r:'i.ces and Community Health, 
DIvIsion of Local Health Services as a 
provincial nurse consultant. She will 
be located in Calgary as the first 
nursing consultant to be decentralized 
from the provincial office in Edmonton. 
F
rnell also holds a joint appointment 
Wlt
 the University of Calgary as an 
assistant professor. 
. Furnell most recently was an 
as

stant professor at the University of 
British Columbia. She has had 
experience in teaching and 
community health in Alberta as well as 
working with the V.O.N. and in Home 
Care in Ontario. 
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Marilyn L. Carmack has been 
appointed assistant executive director 
of the Registered Nurses Association 
of British Columbia effective January 
1, 1.978. She will serve in this position 
until the following September when 
she becomes executive director. 
Before joining the RNASC staff as 
employment referral director in 1974 
C
rma.ck was director of nursing at ' 
RlverView Hospital, Coquitlam. Her 
background includes inservice 
nurs!ng education and psychiatric, 

urglcal and general duty nursing. She 
IS a graduate of the Calgary General 
Hospital School of Nursing, holds 
certificates in psychiatric and public 
health nursing, and earned a B.Sc. 
degree in nursing from the University 
of Washington at Seattle. 
Carmack will succeed Nan 
Kennedy of Vancouver who retires 
next fall after eight years as RNASC 
executive director. 


Michael Samuel Phillips has been 
appointed deputy director- 
administration of the newly formed 
Metropolitan Toronto Forensic 
Service, a pilot project of the 
government of Ontario. The service 
was established to provide psychiatric 
assessment services for those 
appearing in court who may be 
identified as having serious 
psychiatric and emotional problems. 
. Phillips received his nursing 
diploma at the University of the West 
Indies, Port of Spain General Hospital, 
a B.Sc.N. at the University of Toronto, 
and a diploma in hospital and health 
care administration from the 
University of Saskatchewan. 
Previously, Phillips was administrative 
nursing supervisor at the Clarke 
Institute of Psychiatry in Toronto. 


New Appointments 


The School of Nursing of Queen's 
University, Kingston, Ontario has 
announced the following faculty 
appointments: 
Lynn Ashworth, (B.Sc.N., University 
of Western Ontario) as lecturer' I 
Faye Brooks (B.Sc.N., M.Sc.N'., 
University of Toronto) as assistant 
professor returning to the faculty after 
a two-year absence' I 
Le
a B
rnfield (B-Sc.N., Queen's 
University; M.Sc.N., State University 
of New York at Buffalo) as assistant 
professor; 
Ruth McKenzie (B.Sc.N., Roberts 
Wesleyan College, Rochester, New 
York) as lecturer; 
Shirley Smale (B.Sc.N., Western 
Reserve University; M.P.H., 
University of Michigan) as assistant 
professor returning after one year's 
absence. 


The Faculty of Nursing, University of 
Albe
a has made the following faculty 
appointments: 
Kathleen A. Dier (M.Sc., McGill 
University) as associate dean 
effective Sept. 1. For the past year, 
Dler has been on a one-year posting 
as a World Health Organization 
consultant. She worked with the 
Faculty of Public Health, Mahidol 
University, Bangkok, Thailand 
concerning the planning and 
implementation of a one-year Nurse 
Practitioner Diploma Program and a 
two-year Master's in Pub
c Health 
Nursing program; 
Patricia Lynne Brown (B.Sc.N., 
U
i
ersity of Western Ontario; Dip. 
Clinical Behavioral Sciences 
McMaster University) as cou'rse 
leader in the fundamentals of nursing; 
Donna Elaine Crozier (B.Sc.N., 
University of Alberta) as lecturer in 
community health nursing; 
Roberta L. Koziey (R.N., St. Boniface 
School of Nursing; B.Ed. and M.A., 
University of Wyoming; Ph.D. 
University of Alberta) as associate 
professor; 
Winnifred Claire Mills (B.Sc.N., 
U
iversity of Alberta) as lecturer; [ 
Olive June Young (B.Sc., University I 
of Alberta) as assistant professor. I 
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Compendium of Pharmaceuticals 
I and Specialties Thirteenth Edition 


I CPS'78, revised and updated by independent writers, briefly and 
factually describes pharmaceutical products generally available 
for human use in comprehensive monographs 


o Updated Products Monographs 
both Brands and Generics 
o New Product Recognition Charts 
revised, expanded, colour-keyed 
o Comparative Vitamin Charts 
o Therapeutic Index 
o Brand/Generic Name Index 
o Manufacturers' Index 
o Metric Conversion Tables 
o Poison Control Centres (Canada) 
o Federal Drug Schedules (Canada) 


Available: English - late December, 1977 
French - late February, 1978 
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175 College Street, Toronto. Ontario M5T 1 P8 
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McMaster University School of 
Nursing in Hamilton, Ontario is 
pleased to announce the appointment 
of the following nurses to the faculty 
for the 1977-78 academic year: 
Jo-Ann Tippett Fox, (R.N., 
Montreal General Hospital, B.N., V. of 
New Brunswick, M.Sc., Ph.D. 
(Physiology) Queen's University). In 
January, 1977, Fox received the first 
annual award for Student Research 
from the Canadian Foundation for 
Ileitis and Colitis. During her Ph.D. 
program, Fox was supported by an 
M.R.C. Studentship She has also 
received a Fellowship from the 
Medical Research Council and is 


carrying out post-(joctoral training in 
the Department of Neurosciences, 
Faculty of Health Sciences under Dr. 
E.E.Daniel. 
Regina Bohn-Browne {B.Sc.N., 
Catharine Spaulding College, 
Louisville, Ky.; M.S., Boston; M.Ed., 
Ph.D. (Educational Theory ,Toronto). 
Browne has received a NHRDP 
Scholar award under the supervision 
of Dr. Dorothy Kergin, the associate 
dean of health sciences (nursing) at 
McMaster. Browne's research 
interests relate to the roles and 
utilization of nurses in primary care 
settings. 


The following nurses have also 
been appointed to the McMaster 
faculty: 
John English,(M.H.Sc., McMaster) 
Esther Green,{B.Sc.N., Windsor) 
Jo Anne E. Haynes.{B.Sc.N., 
Toronto) 
Michael J. Lawrance,{B.S.N., 
V.B.C.; M.S.N., V. of Penn.) 
Maureen Montemuro, (B.Sc.N., V. of 
Toronto) 
Barbara Pine, (B.Sc.N.. Queen's 
University) 
Ann Schmitt, (B.S.N., Marquette; 
M.S.N. Indiana) 
Catherine Tompkins, (B.Sc.N.,V. of 
Western Ontario) 


Helen M. Evans (R.N., Toronto 
General Hospital School of Nursing; 
B.Sc.N., University of Western 
Ontario; M.S., Boston University) has 
been appointed president of the 
Council of the College of Nurses of 
Ontario. Evans is director of nursing at 
the North York General Hospital in 
Toronto. Prior to joining the hospital 
she was assistant director, 
professional standards, atthe College 
of Nurses of Ontario. She succeeds 
Una Ridley who will now devote her 
time to duties as Acting Principal of the 
Kingston campus of St. 
LawrenceColiege of Applied Arts and 
Technology in Kingston. 
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good nursin![ care can use sOBle help. 
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Travase o 
(Sutilains Ointment, N.F.) 
INDICATIONS: For wound debridement. Travase 
Ointment is indicated as an adJunct to established 
methods of wound care for biochemical debridement of 
the following lesions: Second and third degree burns; 
Decubitus ulcers; Incisional. traumatic. and pyogenIC 
wounds; Ulcers secondary to peripheral vascular dis- 
ease. CONTRAINDICATIONS: Application of Travase 
Ointment is contraindicated in the foflowlng conditions. 
Wounds communicating with major body cavities; 
Wounds containing exposed major nerves or nervous 
tissue; Fungating neoplastic ulcers WARNING. Do not 
permit Travase Ointment to come into contact with the 
eyes. In treatment of burns or lesIOns about the head or 
neck, should the ointment inadvertently come II1to 
contact with the eyes. the eyes should be immediately 
rinsed with copious amounts of water, preferably sterile 
PRECAUTIONS: A IrIOIsI enVironmenr is essential to 
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opbmal 
actIVity of the en- 
zyme. Enzyme aCbvlly may be im- 
paired by certam agents (see package insert) Al- 
though there have been no reports of systemic allerQIC 
reacllon to Travase Ointment in humans, studes of 
other enzymes have shown that there may be an 
antibody response in humans to absorbed enzyme 
material. ADVERSE REACTIONS: Consist of mild. 
transient pain. parestheSlas, bleeding, and transient 
dermalltls Pain usually can be controfled by adminIS- 
tration of mtld analgesics Side effects severe enough to 
warrant discontinuatIOn 01 therapy occasionally have 
occurred. If dermatitis or unusual bleeding occurs as a 
resutt of the application of Travase Ointment, therapy 
should be discontinued. No systemic toxicity has been 
'h' ,. asa resutt of the topICal application of Travase 


..: Ointment DOSAGE AND ADMINISTRATION. 

 _ Stnct adherence to the following is required 
fOf effective results of tr_tment: 1 Thor- 
oughly cleanse and irrigale wound area with 
sodium chloride or water soIuhons. Wound must 
be cleansed of antiseptics or heavy-metal anllbacterials 
which may denature enzyme or alter substrate charac- 
teristICS (e g . Hexachlorophene. Silver Nitrate, BanzaI- 
konrum Chloride, Nitrofurazone. elC) 2 Thoroughly 
moisten wound area either through tubbing. showering. 
or wet soaks (e.g., sodium chloride or water solutions) 
3. Apply Travase OIntment in a thin layer assunng 
Intimate contact with necrotic tissue and complete 
wound coverage extending to 'I. to '/2 mch beyond lhe 
area to be debrided. 4. Apply loose wet dressings. 5 
r--::l Repeat entire procedure 3to 4 bmeS per day' 
L-:..:J for best results. c F1m119T7 
"ð:7 
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And things that go bump in the night. 
Good Lord. deliver us!" 
- Scottish prayer 
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If you've ever found yourself all alone at two o'clock in the 
morning, acting as troubleshooter for a mechanical device 
that spells the difference between life and death for a patient, 
then,this story is for you. 


Organized nursing in Canada took its first 
shaky step in the direction of official 
partnership in the realm of electronic 
wizardry within the hospital environment in 
June of this year. I know because I was 
there. This is my report to the nurses I 
represented on that historic occasion. 


Laura Worthington, CNA representative at 
the International Conference on Medical De- 
vices, Ottawa, June 14-16, 1977. 


Why were Canadian nurses represented at 
this type of seminar? I certainly wondered 
myself until I began mentally to tick off all the 
medical devices we depend on. 
As an acute care nurse there is no end to 
the electrical gadgetry I cope with every day... 
pacemakers, intra-aortic balloons, I-Vacs, 
transducers, monitors and respirators. These 
are just a few of the tools in Our "trade." Would 
I like to have a say in how they are made, what 
safeguards are built into them and to 
understand a little better how they work? You 
bet I would! If you've ever found yourself in the 
situation I described above, you'll agree it is 
critical for nurses to acquire a working 
knowledge of these devices. Yes, we really 
needed to be at that convention ... 
But what could I as a nurse contribute? 
Was my experience unique or valuable? Over 
and over I kept thinking, "well, the buck stops 
here. Who is better qualified to tell the people 
that conceptualize, construct and distribute 
equipment how it works than the nurse?" We 
know all the idiosyncracies of Our machines, 
from a monitor that does an electrical 
fandango when you lean over the leads to a 
temperature probe that doesn't work unless it 
points due north. Yes, there were some points 
that nursing should make. 
But when I approached the podium, the 
200 expectant faces blurred and I suffered my 
usual pre-speech panic. What could I tell these 
doctors, bio-medical engineers, journalists, 
company presidents and sales 
representatives that they didn't already know 
about medical devices? How could I get the 
needs and concerns of our profession across 
to them without sounding maudlin or 
completely idiotic? I glanced at my few, brief 
notes, took a deep breath and began. 
My talk was simple, direct and to the point. 
I stressed that the number of mechanical 
devices within hospitals had skyrocketed over 
the last few years. They have become so 


intimately connected with direct care of the 
patient that a mechanical device often 
indicates when a change in therapy is needed 
while another one may be the therapy 
indicated i.e. a monitor alerting the health care 
team to the patient's need for a temporary 
pacemaker. 
Have nursing curriculums reflected their 
awareness of the profession's responsibility to 
know more about electrical devices? No, only 
on the Master's level am I aware of universities 
which offer courses in bio-instrumentation.l'm 
sure this will change but as yet it has not. And 
we need to understand now. 
When an R.N. experiences a power 
failure (or similar calamity) on her unit she 
needs to know: 
1. which machines are lite-saving to the 
patient, and 
2. how can she substitute for them until the 
problem is solved. 
We need to have these answers from the 
people who bring mechanical instruments into 
the hospital environment- preferably before 
we are faced with a malfunction or similar 
"calamity." A!so, it is only natural that each 
machine should have its limitations; we should 
be aware of these before the patient is 
involved. 
Which brought me to my second point. As 
a nurse, as someone who teaches nurses, I 
would like to see companies distribute 
modular teaching packages with their more 
complex equipment. Something like an 
audiovisual tape and slide show would be 
ideal. Every nurse on any shift could then learn 
or reinforce her skills by previewing it. 
And, as an afterthought, I stressed that there IS 
no reason these teaching aids couldn't be 
made by nurses who have worked with a new 
piece of equipment in a controlled 
environment, and know its nuances. 
Finally, I emphasized the need for more 
and better safety devices on existing 
equipment. Can you imagine a 
emporary 
pacemaker with a green light showing when 
the battery is new, an amber light showing half 
its life has been used and a red light coming on 
before it actually fails? This makes infinitely 
mOre sense than noting loss of capture on the 
monitor! This is only one of many ideas I 
believe the nursing profession could come up 
with if they were allowed to have a say in the 
type of machines they use. 
Judging from the response, my audience 
was just as anxious to hear what I had to report 
as I was eager to tell them. I wondered why we 
hadn't made ourselves heard sooner. All 
nurses are involved with medical devices 
whether they are disposable syringes or 
intra-aortic balloons. We just don't realize how 
much a part of the whole picture we are. 


I would like to share some of the things I 
learned at the conference with you. Did you 
know, for example, that: 
. There is an emergency care research 
institute in the U.S. which checks out 
equipment before it is released to the 
consumer? This institute also 
- issues hazard bulletins 
- organizes educational seminars 
- provides telephone and letter consults 
for on-the-spot answers to problems 
The address is 5200 Butler Pike, Plymouth 
Meeting, Pennsylvania. 
. Health Devices, a monthly publication of 
the Institute, constantly reviews and issues 
impartial reports on the quality of new 
equipment? 
. R.N. representation on every hospital's 
standards committee is imperative as this is 
usually where new equipment is cleared? 
. Health and Welfare Canada is in the 
process of establishing a central information 
and evaluation service for mechanical 
devices? 
. Biomedical engineers in Vancouver have 
asked officials at U.B.C. School of Nursing to 
introduce a class on instrumentation? 
. An education seminar on medical devices 
may be held in Montreal next year? 
Afterthree days in Ottawa I left with many 
positive impressions about the role of nursing 
in the future of medical device regulation. I 
believe that we must be in the forefront of 
future research and implementation. If we 
don't wake up and assume that position, we 
have no right to complain when "something 
goes bump in the night" and, in the wee hours 
of the morning, we can't figure out how to fix, 
operate or interpret that "dumb machine...... 


Author Laura Worthington's experience in 
the intensive care setting is far-ranging. She 
has worked in units in Los Angeles, San 
Francisco, Vancouver and is presently a 
nurse clinician in the recovery room and ICU 
of the Royal Victoria Hospital in Montreal. She 
received her Bachelor of Science from the 
University of San Francisco in 1971 and her 
Master of Science in cardia-pulmonary 
medicine from the University of California in 
San Francisco in 1976. 


References 
1 Yura, H. The nursing process, by... and M. 
Walsh 2ed. New York, Meredith, 1973, p. 35. 
2 Leininger, M.M. Nursing and anthropology: 
two worlds to blend. New York. Wiley, 1970, p 31. 
3 Yura, op.cit. p. 72. 
4 Sutterley, D.C. PerspectNes in human 
development, by... and G.F. Donnelly. Toronto, 
Lippincott, 1973. p. 81. 
5 Yura. op. cit. p. 93. 
6 Ibid. p. 121. 



20 


The C.n....n Nur.. October 1977 


G
((Aì)M
c!) n n @ 
AWARENESS PREVENTS BLINDNESS 


........... 
........... 
........... 
........... 
........... 
........... 
........... 
........... 
........... 
........... 
......... . 


Glaucoma is the cause of blindness in one in ten of those who eventually go 
blind. In Canada, 100,000 people over the age of 35 have glaucoma; half of 
them are unaware of their condition. Many of them will find out about it only 
when it is too late. Like the "thief in the night," glaucoma works quietly, and 
often the victim remains unaware of the condition until the damage is done, 
until he is almost blind. Knowing about glaucoma is important - for nurses, '\ 
and for the public - because it is common, because it causes blindness, and 
because early detection and treatment can prevent loss of eyesight 


o 



Eileen French 


Glaucoma is a condition in which the pressure 
inside the eye increases above the normal 
limit, an increase that may result in either 
temporary or permanent loss of vision. 
Originally the word 'glaucoma' referred to 
the color change that characterizes acute or 
congestive glaucoma (a gray-green color, like 
"a stormy sea"). Now the term applies to all 
conditions in which there is increased 
intraocular pressure, so that the chronic form, 
.....hich displays no color change, is also 
referred to as 'glaucoma'. 
A normal intraocular pressure lies in the 
range of 16 to 21 mmHg, and any reading 
above 21 mmHg is considered pathological. 
When intraocular pressure increases above 
the normal, fluid (aqueous humor) is forced 
into the cornea, where it collects in tiny 
droplets. The person with glaucoma may 
notice blurring of vision because this build-up 
in fluid interferes with light rays passing 
through the cornea. 
As intraocular pressure builds, blood 
supply to the retina is impaired. Unless 
measures are taken to prevent further 
increase, the retina and optic nerve are 
gradually destroyed. Undetected glaucoma 
can result in permanent atrophy of the optic 
nerve, and irreversible blindness. Early 
detection of the condition and medical 
intervention can prevent blindness. 
For nurses, understanding what happens 
in glaucoma is an important step towards 
teaching others effectively about the disease. 
In order to understand the pathophysiology 
underlying glaucoma, we need first of all to 
review the structure and function of the parts of 
the normal eye. (See Table 1 and Figure 1). 


Figure 1: Anatomy of the eye 
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Table 1 Structure and function of the eye: a review 
Structure 


Function 


1 Outer Or fibrous coat includes: 
. the sclera - a tough fibrous tissue, the 
"white of the eye" 


. preserves the shape of the eyeball 
. protects delicate inner layers 


. the transparent cornea (in front) 


. allows the passage of lig,t rays to the retina 


. the extrinsic muscles (attached to the sclera) 


. permit and limit the movement of the eyeball within the orbit 


2 Middle or vascular pigmented coat includes: 
. main arteries and veins of the eyeball 


. nourish tissues of the eye 


. the pupil 


. the opening at the center of t' r -s for the transmission of lig,t 


. the iris - the colored muscular ring surrounding the pupil 
. the ciliary body 


. controls the size of the punil f 1 he amount of light entering the eye 


. produces aqueous humor 
. contracts and moves forwa. I to aid in the adjustment of the eye for vision of 
near objects 
. relaxes to allow curvature 01 lens to alter for accommodation for near vision 


. the ciliary muscle 


. the suspensory ligament 
. the crystalline lens 


. brings lig,t rays to locus on lig,t-sensitive retina 


. the choroid 


. forms the posterior 5/6 01 the vascular coat 


3 Inner or nervous coat includes: 
. the retina which lines the back of the eye 
and contains nerve receptors for vision 


. a light sensitive layer 
. highly specialized to respo
d to stimulation by light 
. converts lig,t energy into nerve impulses which travel along the optic 
nerve to the visual center in the occipital lobe of the brain 
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Figure 2: Normal flow of aqueous 
humor IS forward between the ins and 
t11e lens into the anterior chamber, 
through the trabecular meshwork into 
the Canal of Schlemm and into the 
venous system. 


Aqueous vein 


Normal intraocular pressure 
Intraocular pressure is determined by the rate 
of production of aqueous humor by the ciliary 
body, and the resistance to outflow of aqueous 
humor from the eye. In the normal eye, there is 
a constant balance between the rate of 
formation of aqueous hu mor and the rate of its 
absorption from the eye. 
Aqueous humor, a crystal clear fluid, is 
formed by the ciliary body and fills the anterior 
and posterior chambers of the eye, 
permeating the vitreous humor. It serves as a 
refractive medium, provides nutritional 
support to the avascular lens and cornea, and 
contributes to the maintenance of intraocular 
pressure. 
From the posterior chamber, the aqueous 
humor passes between the iris and lens to the 
pupil and the anterior chamber. A portion of 
aqueous humor then passes through the 
trabecular meshwork by diffusion into the 
I Canal of Schlemm and out through the 
aqueous veins into the anterior ciliary veins. It 
is also absorbed by the vessels and the iris; 
some diffuses into the vitreous humor and 
leaves the eye by posterior drainage routes. 


What happens in glaucoma 
Most cases of glaucoma are caused by a block 
in the trabecular meshwork. The cause of this 
block is the feature that identifies the various 
types of glaucoma. 


Secondary glaucoma is caused by a 
clogging up of the meshwork by blood. fibrin, 
inflammatory cells and debris, pigment etc., 
and is secondary to such causes as injury or 
infection. Other forms of the condition are 
known as primary glaucoma. 
Chronic simple glaucoma Or open 
angle glaucoma is the most common type of 
the disease. It is caused by a thickening of the 
meshwork itself as an eye with a hereditary 
predisposition to glaucoma becomes older. In 
chronic simple glaucoma, the trabecular 
meshwork is just not working. It may be 
compared to the blocked drain of a si nk - the 
water goes throuÇJh the sink but is blocked 



 


further down the drain; it may drain a little at a 
time, but eventually, it becomes completely 
blocked. . 
Congestive glaucoma occurs only in 
those uncommon eyes in which the iris is 
displaced abnormally far anteriorly. Because 
of this displacement, the iris presses against 
and covers the filtration meshwork. 
Congestive glaucoma may be chronic or 
acute; the angle between the iris and 
trabecular meshwork may be narrowed or 
closed. 
Acute or closed angle glaucoma is a 
medical emergency. If it is not treated 
immediately, blindness may occur in three to 
five days. Using the blocked drain analogy, 
this type of glaucoma is like a sink that is full of 
garbage - the tap is open, but water cannot 
get to the drain. 
Most often attacks are unilateral, and are 
characterized by a sudden rise in intraocular 


Figure 3: Closed angle glaucoma 
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pressure, causing edema and congestion of 
the iris and ciliary process. The patient's eye is 
usu ally red in appearance, the cornea steamy, 
clouded and insensitive; the pupil dilated and 
sluggishly reactive. The patient may complain 
of blurred vision, see halos around lights, or 
have rapid loss of vision. He may also have 
excruciating throbbing pain accompanied by 
nausea and vomiting. 


Diagnosis of glaucoma 
How does a person discover that he has 
glaucoma? Unfortunately, many people do not 
realize that they have the disease until they 
cannot see. By this time, no treatment can 
restore their sight. Routine eye examinations, 
however, detect the disease early, and 
adherence to the prescribed treatment regime 
will maintain good vision. Chronic simple 
glaucoma is never discovered spontaneously 
by the patient himself until he is partially blind, 



because its influence on vision is very gradual. 
Symptoms are insidious and develop slowly. 
He may feel mild discomfort associated with 
the development of glaucoma, a feeling of 
tiredness in the affected eye. Impairment of 
peripheral vision occurs long before any 
effects are noticed on the patient's central 
vision, so that he may have problems bumping 
into things, or difficulty driving a car. 
Late symptoms Occur only after severe 
and irreversible eye damage takes place. 
Unless the patient develops acute angle 
glaucoma, the disease process is not 
accompanied by pain, redness of the eye or 
any alarming appearance. It is only through a 
few simple diagnostic tests that the disease 
can be discovered early enough to prevent 
blindness. 
Intraocular pressure may be measured 
painlessly, easily and safely by tonometry. 
Although there are a number of different 
tonometers in use, the most common are the 
Schiotz Tonometer and the Applanation 
Tonometer. 


The Schiotz Tonometer 
The Schiotz Tonometer indents the cornea by 
slight pressure. If the patient's intraocular 
pressure is high, the cornea will resist 
indentation mOre than if the pressure is low. 
The test itself is simple. The patient is 
placed on a table or tilted back on an 
adjustable chair, and instructed to look straight 
up. A single drop of anesthetic (ophthaine 
0.5%) is instilled into both eyes to produce 
corneal anesthesia within a minute. The sterile 
tonometer is thèn placed gently upon the 
center of the cornea for several seconds, 
during which the scale reading is determined. 


The Applanation Tonometer 
The Applanation Tonometer measures the 
force required to flatten rather than indent a 
small area of the central cornea. This 
tonometer fits on a slit lamp. The patient is 
seated in front of the slit lamp and the 
tonometer is placed in front of the right or lert 
eye. Both eyes are anesthetized and stained 
with fluorescein. The patient's chin is placed 
on a chin rest with his forehead pressed firmly 
against the supporting bar. This tonometer 
gives the most accurate measure of 
intraocular pressure obtainable clinically. 
After examination by tonometry, the 
patient is cautioned against rubbing his eyes 
for about fifteen minutes, because the corneas 
are still anesthetized and could be painlessly 
abraded. 


Other tests 
. Gonioscopy is another diagnostic test 
used in the diagnosis of glaucoma. It consists 
of a biomicroscopic examination of the angle 
ofthe anterior chamber. This test is necessary 
for diagnosing the type of glaucoma the patient 
has. Preoperatively, this examination helps to 
determine which eye is in danger of angle 
closure and which is safe from closure, and 
defines the cause of secondary glaucoma. In 
the case of angle closure glaucoma, 
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Measuring intraocular pressure using the Schiotz Tonometer- 


gonioscopy is used postoperatively to 
evaluate the success of an iridectomy in 
opening the angle. 
. Perimetry is used to measure the 
peripheral fields and will delineate any loss of 
vision from glaucoma. 
. Tonography is the rl3cording of the 
intraocular pressure on a graph (similar to the 
electrocardiogram) over a period of four 
minutes. This is a valuable test for the 
ophthalmologist to use in determining the 
adequacy of the trabecular drainage systems. 
Treatment 
The treatment of glaucoma varies with the type 
and severity of the disease. Fortunately, the 
great majority of early diagnosed cases 
respond well to medical therapy; advanced 


cases often fail to be controlled by either 
medical or surgical means. Once the 
diagnosis is confirmed, treatment must begin 
at once. 
The ultimate goal of treatment for any type 
of glaucoma is to reduce intraocular pressure. 
In most cases, the instillation of miotic drops 
several times daily will control the pressure 
adequately. Miotic drops, the most commonly 
used being pilocarpine, constrict the pupil to 
facilitate the outflow of aqueous humor by 
increasing the efficiency of the outflow 
channels. The concentration and frequency of 
the dosage to be used by the patient IS 
gradually regulated by clinical trial 
Miotic drops do not cure glaucoma: the 
patient must use these drops daily for the rest 
of his life, just as a diabetic must remain on 
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insulin therapy. He must not neglect to use 
them. 
Another medical method used to control 
intraocular pressure is through the use of an 
oral medication, a carbonic anhydrase 
inhibitor, most commonly, diamox. This drug 
acts to reduce the rate of formation of aqueous 
humor by the ciliary body. 
In the case of acute angle closure, 
surgery is imperative, once the patient's 
intraocular pressure is lowered to a safe level. 
A peripheral iridectomy, usually done under a 
local anesthetic, is one method of surgical 
correction. This procedure creates a hole in 
the iris, a new channel to enable aqueous 
humor to flow from the posterior to the anterior 
chamber. 
An iridencleisis is the surgical procedure 
used to create an opening between the 
anterior chamber and the space between the 
conjunctiva. This opening bypasses the 
blocked meshwork and enables aqueous fluid 
to be absorbed into the conjunctival tissues. 
For chronic open angle glaucoma, 
a corneoscleral trephining is the usual surgery 
performed. A permanent opening is made at 
the junction of the cornea and sclera through 
which aqueous humor may drain. 
Whether the treatment of glaucoma is 
medical Or surgical, the nurse has a 
responsibility to create a climate of awareness 
about the disease, and to teach the patient 
what he should know about glaucoma and its 
treatment. 


The role of the nurse 
The nurse's responsibility begins with 
knowledge. With a thorough understanding of 
the pathophysiology of glaucoma, she is in a 
good position to help educate individuals 
about the disease and its potential to cause 
blindness. It is especially important for her to 
help educate those whose age (over 40) or 
family history might indicate a need for 
screening. Her knowledge of the location of 
glaucoma screening clinics and 
'Ie necessity 
for frequent checkups can be a elp to those 
needing guidance. 


Optometrist, Optician, or Optham%gist? 
Many individuals simply do not understand the 
functions of those who call themselves eye 
specialists. Recognizing this fact, the nurse 
ought to clarify the roles of different eye 
specialists and direct people intelligently for 
proper care. 
It is important for people to know that the 
optham%gist (also referred to as an oculist) 
is a medical docter, skilled in the treatment of 
all conditions and diseases of the eye. 
Because of his specialized training, his 
experience, and the availability of specialized 
equipment, he makes a thorough and 
complete eye examination. In åddition, he 
prescribes medication and does eye surgery. 
On the other hand, the optician is not a 
physician. His specialty is in grinding, 
mounting and dispensing lenses. Again, the 
optometrist is not a physician, but is licensed 
to examine the eyes for refractive errors by 
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Author Eileen French has her intraocular pressure meé' Ired by the Applanation Tonometer. 



mechanical means, and to provide appropriate 
corrective lenses. The optometrist does not 
use eye drops in his examinations. 
The nurse can recommend that an 
individual have a thorough eye examination by 
an opthamologist to screen for glaucoma. 
An informed nurse can also help to 
explain to individuals the types of tests that 
they need tc undergo in order to rule out or 
confirm a diagnosis of glaucoma, emphasizing 
that these tests are painless and simple. 
Glaucoma cannot be cured, but it can be 
controlled to a large degree whether the 
patient has surgery or not. The great majority 
of early glaucoma cases respond well to 
medical therapy. The nurse can play an 
Important teaching role in helping the patient to 
understand this therapy. 
The patient with glaucoma must know just 
how important it is to use miotic drops in his 
eyes (as prescribed by a physician) every day, 
for the rest of his life, even after surgery. The 
nurse needs to emphasize that he must never 
neglect to instill the drops, that intraocular 
pressure is controlled only as long as therapy 
is maintained. 
It is also important for a nurse to be aware 
of the action and adverse effects of the drugs, 
so that she can properly instruct the patient, 
answer any of his questions, and reinforce the 
physician's instructions. 
Pilocarpine, the most commonly used 
miotic, has a relatively short duration of effect 
and must therefore be instilled several times a 
day. The patient should be instructed to store 
the drug in a light resistant container. It is a 
help to the patient to be made aware that he 
may experience some dimness of vision for a 
short time after instilling the drops. 
Although adverse reactions to pilocarpine 
are rare, prolonged use of the drug may 
increase their incidence. Symptoms such as 
darkened vision, blurred distant vision, aching 
in the eyebrows or head, excessive salivation 
or sweating, or nausea and abdominal 
cramps, should be reported to the patient's 
doctor as they may signify the onset of 
systemic toxicity. 
The instillation of eye drops is a simple 
task, but a patient Or members of his family 
may appreciate a demonstration of the correct 
method. 
If the patient is prescribed a carbonic 
anhydrase inhibitor such as diamox, he should 
also be aware of the action of this drug. 
Diamox inhibits the action of an enzyme 
necessary for the production of aqueous 
humor. Because it slows the production of 
aqueous humor, intraocular pressure is 
reduced. The medication IS taken by mouth 
and is well absorbed from the gastrointestinal 
tract. As a side effect, diamox increases 
urinary flow. 
Normally, su rgery is used only to alleviate 
acutE! angle glaucoma or cases of glaucoma 
that cannot be controlled by medical means. 
Immediate pre and postoperative care of the 
patient undergoing eye surgery is determined 
by the type of operation done, the anesthetic 
used, and the patient's age and state of health. 


The prospect of any type of eye surgery 
can be a threatening experience for a patient 
because he faces the fear of blindness. The 
patient's fears can be alleviated to a certain 
extent by a nurse's explanation of what is 
going to happen to him and what is expected of 
him, as well as her answers to questions and 
concerns that he may have. 
Most patients have some type of 
trephining procedure done; they will retum to 
their rOom with both eyes bandaged and will 
usually be kept flat and relatively quiet for the 
first 24 hours post-op. Patients are usually 
encouraged to tum towards the unoperative 
side, and to restrain from straining, coughing, 
squeezing their eyelids or any other activity 
that could cause an increase in intraocular 
pressure. 
Whether a patient is treated medically, 
surgically, or both, a good teaching plan is 
essential if he is to understand his disease and 
its treatment. There are also many common 
misconceptions that a nurse can help to clear 
up. So often the patient with glaucoma will 
restrict himself unnecessarily because his 
sou rce of information is an overcautious friend 
or relative who lacks knowledge about the 
condition. 
The patient should understand that it 
does not harm him to use his eyes as usual, 
although he may feel fatigued more quickly 
than a normally sighted person simply 
because his vision is impaired to some degree. 
This is due to muscle fatigue. and rest helps. 
But he needs to know that he cannot 
"save" his eyesight by using his eyes less; in 
fact, it has been shown that aqueous outflow is 
slightly improved during reading. 
Another common misconception that 
needs clearing up has to do with fluid intake. 
There is no logical reason for a person with 
glaucoma to restrict his fluids; drinking under 
normal circumstances does not increase 
intraocular pressure. Rarely, a person will 
show an elevation of intraocular pressure 
when he drinks coffee. A test can be done 
using a tonometer before and after drinking 
coffee to determine its effect on each 
individual patient; if it doesn't affect his 
intraocular pressure, then there is no reason 
for him to stop drinking coffee. It has also been 
shown that eye pressure is not significantly 
changed by smokmg or drinking alcoholic 
beverages. 
General physical exercise is not harmful 
to the patient with glaucoma; in fact, it is 
necessary to promote good circulation and 
elimination. Maintenance of regular bowel 
habits prevents straining and a resulting 
increase in intraocular pressure. 
Use of medications taken for other 
diseases, with the single exception of the 
atropine-like drugs will not interfere with the 
treatment of glaucoma. Patients should carry a 
card stating they are being treated for 
glaucoma because the use of a mydriatic such 
as atropine could be very serious to them, 
especially for the patient who has shallow 
angle closure. 
Tight clothing, tight belts, collars Or 


girdles, do not increase intraocular pressure. 
Heavy lifting, with the possible exception of 
weight lifting does not increase intraocular 
pressure. 
It is a common belief that there is a 
relationship between vascular hypertension 
and ocular hypertension (glaucoma), but such 
is not the case. 
A person who has been diagnosed as 
having glaucoma should be aware of the 
absolute necessity of using prescribed eye 
drops and the need for frequent checkups for 
the rest of his life. He should also know that he 
does not have to become crippled. Although 
he may have some limitations. he can also 
expect to live a normal, productive life. The key 
is early detection, proper treatment and 
continued follow-up. A nurse who is aware of 
glaucoma and what it means, who knows how 
to apply her knowledge and is willing to do so 
at every opportunity, is the nurse who holds 
this key. .. 
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 his is the first in a three-part series of excerpts from the unpublished 
memoirs of Maude Wilkinson, a Canadian nurse for 47 years. Maude is 
now ninety-five years old and living in Sunnybrook Medical Centre's 
Extended Care Facility, Toronto. This first part describes Maude's entry 
into nursing. Next month she looks at her experiences as a Nursing 
Sister in World War 1 and finally she remembers the time she spent with 
the Red Cross Outpost Service and as a superintendent of a nursing 
home. 
Maude worked in various facets of nursing from 1912 to 1959. We 
believe that in many ways her unique history captures the flavor of those 
early years of nursing and serves as a personal account of the evolution 
of our profession in Canada. 
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In the early afternoon of November 28, 1882, Emma Elizabeth Wilkinson gave birth to a frail little girl. 
The baby breathed with difficulty, was properly spanked, wrapped in a blanket and placed in the 
oven of the kitchen stove. 
John Wilkinson, husband, "doctor" and "midwife" watched the new mother very anxIously-it 
had been a long, hard labor and a difficult delivery. His wife was exhausted. 
Later the baby was taken out 0' the 'improvised incubator,' washed and placed in her mother's 
arms. This is the story of that baby, Maude Wilkinson. 
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Maude Wilkinson 


1 


rot any of my early years were spent 
moving around North America. My father was 
a minister and this meant a great deal of 
travelling for my family. But Toronto was still 
home and it was to Toronto that we kept 
returning. 
My mother, sister and I made two trips 
overseas visiting large European centers in 
the early 1900's. It was after one of these trips 
that I began to consider entering the work 
force. 
I was 27 years old in 1909 and still 
completely dependent upon my mother for 
support. A financial discussion with my father 
made me realize just how unfair this was. My 
health was good and I was certainly physically 
capable of taking care of myself. 
I decided something had to be done, but 
what? How could I begin to support myself? 
Nursing had appealed to me for a long 
time. I had read a lot about the life of Florence 
Nightingale and of what she had accomplished 
in the Crimea. These accounts intrigued me 
and to a great extent influenced my decision to 
enter the profession. 
Actually, nursing had been in the back of 
my mind for quite a while. While we were 
visiting london, England in 1907 I went to St 
Thomas's Hospital and asked to see the 
Matron. When I asked her about their nurse 
training program she was curious to know why 
I was considering St. Thomas's. She said that 
she knew we had several good schools of 
nursing in Canada. I had to confess, 
sentimentally, that it was because Florence 
Nightingale had been so closely connected 
with her hospital. 
The Matron explained to me that her 
school accepted two types of students - 
those who were able to pay for their training (I 
don't recall the amount) and those who did not 
pay. Although both of these groups were given 
the same course, the latter had to do a good 
deal of the menial work, such as cleaning and 
scrubbing. Matron said she could see that 


physically I would not be able to do the work 
required of the non-paying group and asked if I 
would consider paying. I thanked her and said 
that I would think the whole situation over. 
Upon our retum to Toronto I had an 
interview with Miss lash, the supenntendent 
of the Cottage Hospital on Wellesley Street. 
Much to my embarrassment Miss lash asked 
me the same question, "Why are you thinking 
of entering my training school?" She pointed 
out the fact that although her school offered a 
good practical course, graduates were not 
eligible for provincial registration. 
Once again I had to confess to sentiment. 
The Cottage Hospital occupied the house my 
grandfather had owned, the house where my 
mother was married. 
Miss lash was very understanding, but 
she told me that in the long run it would be to 
my advantage to enter a training school 
connected with a large general hospital. later I 
realized just how important her advice was and 
I have always been very grateful for it. 
At first Mother's sisters were quite disturbed 
by my decision to be independent and support 
myself. No female member of the family had 
ever thought of such a thing, let alone 
attempted it. The fact that Florence 
Nightingale had been from such a prominent 
English family and was so highly respected for 
her work finally won them over. 
Many Toronto women were taking their 
training at Roosevelt Hospital in New York 
City, so I applied there. I knew I would miss 
being with my family, but Mother and my aunt 
were planning to be together so they didn't 
need me. 
My application was accepted and I was 
included in the class of 1909. 


Training 
I left for New York in November of 1909. 
The girl I sat beside while on the train was also 
entering the fall class. This tnp together 
sparked a warm friendship that lasted until my 
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friend's death a few years ago. 
Our first three months of training were 
very difficult. We were probationers and had to 
earn our caps. Those not qualifying had to 
leave. 
We worked very hard; twelve hours a day 
with only two hours off for breaks. Our time off 
included one half day a week from 2:00 to 
10:00 p.m. and every other Sunday afternoon 
beginning at 2 o'clock. 
As students we would gather together at 
night, very tired, but happy. We would chat and 
relate to each other the events of the day. 
There were some funny experiences to 
laugh about. I remember the story of the girl 
who was told to clean the dentures of some 
thirty patients on the ward. Feeling very 
honored to be selected for this task, she 
collected all of the patients' teeth in a basin and 
proceeded to the utility room to wash them! 
Needless to say, nobody was very 
impressed and this probationer did not earn 
her cap, she had to go horne. Even up to the 
day they left the hospital some of her patients 
swore their own teeth had never been returned 
to them. 
My roommate at Roosevelt was a Toronto 
girl. She was my 'senior' and her authority had 
to be recognized. For example, if we were both 
leaving the room at the same tirne I was 
expected to open the door and step aside until 
she passed through. 
As I look back on those years I remember 
one particularly special night. A girl in the 
graduating class learned the Superintendent's 
birthday was the next day. She also knew the 
chef had baked a special cake and where he 
had put it for safekeeping. 
To the chef's surprise that cake somehow 
disappeared through the night. We students 
had a grand party with all thoughts of seniority 
forgotten - we were all in this together. Poor 
Miss Samuel, our dignified superintendent, 
was wished many, many happy returns the 
next day, but the chef never found her cake. (It 
was delicious!) 
We received our obstetrical train ing at the 
Sloane Maternity Hospital across the street 
from Roosevelt - 59th Street and Madison 
Avenue. The hospitals were located in a 
predomi n antly black district of New York. All of 
the students loved those little babies; they 
were so sweet. 


During my three years of training I was 
never once able to go home, there just wasn't 
enough time. I was never ill, except to have my 
appendix out. I had been having a lot of trouble 
with indigestion. My appendix was blarned and 
therefore removed. 
Oddly enough, after my operation the 
chief surgeon was heard to remark to his 
students, "The appendix was normal you 
know, but the ten days rest will be good for 
her." The first night I was allowed one 
hypodermic 1/4 grain of Codeine. No other 
sedative was administered at any other time 
during my recovery period. The ten days I lost 
recuperating had to be made up before 
graduation. 
Upon commencement I was offered a 
nurse-in-charge position at both Roosevelt 
and Sloane, but I wanted to go home. During 
my last year I had written to Dr. Herbert Bruce 
in Toronto, he and Sir William Mulock had 
founded a hospital on Wellesley Street. I 
reminded Dr. Bruce that he had met me at my 
uncle's wedding and asked if there would be a 
position for me at his hospital when I 
graduated. 
I received a reply almost immediately. I 
was to report to the superintendent of nurses 
as soon as I arrived home! 


Wellesley Hospital: my first job 
Wellesley began in a large house on 
Homewood Avenue off Wellesley Street. The 
rooms on the ground floor were large. The 
doctors had kept enough of the original 
drawing room furniture to furnish one room. 
This room was shown to prospective patients 
along with assurances that when they were 
admitted all of the 'proper' hospital furniture 
would replace what was there. 
When a patient decided to enter our 
hospital for treatrnent the 'unsuitable' furniture 
was moved out into another room which would 
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then be set up for the next prospective client. 
Needless to say, Wellesley catered to 
wealthy private patients and soon became 
very popular among that elite class. Some of 
the larger public hospitals were indignant 
because they didn't think Toronto needed 
another hospital, especially one such as ours. 
I wonder if Elisabeth Flaws. the first 
superintendent at Wellesley is ever 
remembered? She was an energetic woman 
who worked ceaselessly from early in the 
morning to late at night. Her assistant, Miss 
Ferguson, and I often stayed on to help her 
with the extra work. Wellesley owes a great 
deal to Miss Flaws' organizatiOn. 
At first I was put in charge of the ground 
floor but when the rooms there were filled, I 
was moved to the second floor. We had more 
rooms on the second but they were smaller 
than the ones downstairs. The staff lived on 
the third floor of the house until the nurses' 
residence was built years later. 


Preparing for War Duty 
The Canadian Government sent the first 
medical unit overseas in 1914. Miss Ferguson 
and I discussed enlisting for army service 
should a second unit be reqlired. Our 
opportunity came in 1915 when Number 4. 
Canadian General Military Hospital was 
organized in Toronto. We decided to enrol for 
service. Miss Flaws was very annoyed. but Dr. 
Bruce was pleased that "his hospital" would 
be represented overseas. 
Miss Gunn", the superintendent of nurses 
at Toronto General Hospital had been 
appointed to enrol graduate nurses for 
enlistment. We filled in our application forms i 
and presented them to her. 
Miss Gunn took note of the fact that both 
of us had been trained in the United States; 
Miss Ferguson in Battle Creek, Michigan and I 
at Roosevelt. We both told herwe were born in 
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I remember one morning in particular, it 
was raining and we all arrived with umbrellas. 
You can imagine the strictly military 
Sergeant's reaction to this display of 
femininity. "Put down the umbrellas, roll them 
and use them as canes," he barked with 
annoyance. 
There were many sOCIal events planned 
for us which we were required to attend, 
punctually. Sir Henry and Lady Pellatt 
entertained all of us for tea at their new home, 
"Casa Lama." There was plenty Of room for 73 
nursing sisters in the 'Great Hall' where tea 
was served. 
Dr. and Mrs. Bruce entertained Miss 
Ferguson and I for dinner with senior 
Wellesley graduates. 
Altogetherthere was not much time left for 
family gatherings Or going-away parties. May 
15th came all too soon and we had io report to 
Exhibition Park for our departure. 
I expect there have been gatherings on 
the Canadian National Exhibition grounds far 
more important than ours, but surely none 
could have been more unusual. There were 
officers, with their wives and families, nurses 
and their families and friends, administration 
people and many, many other personnel with 
their friends, wives and children. 
Irrespective of rank, officers and men 
camed their babies in their arms. The little tots 
hanging onto them couldn't have known what 
was going on but they could sense something 
was wrong. Daddy was going away, they didn't 
know why or where, but they weren't going to 
let go of his hand. 
Arrangements had been made for 
mother, my sister, several aunts and myself to' 
be driven out to the grounds. We all stood 
together, not knowing what to do or what to 
say. There were promises to write often, to 
take care of myself, to come back soon - and 
endless admonitions. Poor old George; he had 

 been grandfather's coachman for years and 
/ when it was time for me to leave he wrung my 

 t:a- _
 hand and cried, "Good-bye Miss Maudie; 
come back soon!" 
G{) $ I shall never forget my dear mother's face, 
/1' anxious and bewildered, controlling the tears 
which I knew she would shed as soon as I left 
Then the call went up, "All aboard!" There 
were whistles shrieking, bells ringing and 
porters slamming doors; in the midst of all of 
this chaos, we were off. 
The University of Toronto Unit, No. 4 
Canadian General Military hospital left the 
Canadian National Exhibition grounds in 
Toronto very early on the morning of May 15, 
1915. Destination ... unknown." 


Canada and had been employed in a 
Canadian hospital ever since we'd received 
our provin.cïal registration. In spite of this our 
applications were not accepted. 
On our return to Wellesley we told Sir 
William Mulock, the President of the Hospital 
Board, and Dr. Bruce, the Chief Surgeon, all 
about our experience. They were infuriated to 
have members of their hospital staff not 
considered eligible. Dr. Bruce wrote a letter to 
his friend, General Sir Sam Hughes in Lindsay, 
right away. 
Word was received for us to apply again. 
We did, and our names were added to the list 
at once. 
It is quite possible both Military 
Headquarters and the University of Toronto 
were not aware of this practice. Toronto 
hospitals disliked nurses not trained in Toronto 
hospitals and, therefore, discriminated against 
them. We heard from other nurses who had 
experienced the same kind of treatment. For a 
long time, even overseas, we were considered 
"outsiders." As a result we too became 
clannish and called ourselves "The Odds and 
Ends." 
Time passed very quickly. There were so 
many things to be done. There were fittings for 
our long navy dress uniforms and for our blue 
cotton service uniforms. The service uniforms 
were worn with voluminous white aprons, 
muslin veils, ankle length navy cloth coats and 
unbecoming navy blue hats. Looking at the 
group photo taken before we left makes it 
clear, no anxious father had to warn his 
daughter to beware of the men overseas. In 
those uniforms even the most adventurous 
male would hesitate before casting an 
amorous glance in our direction. 
We also had to attend military drill. A 
senior sergeant yelled the commands at us as 
we lined up. stepped out, marched and stood 
at ease. 
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. Jean Gunn, was president of the Canadian 
Nurses Association from 1917 to 1920 and 
was convenor of the CNA Committee charged 
with erecting a memorial to the Nursing Sisters 
of Canada. The memorial, which is located in 
the Canadian Parliament Buildings, was 
unveiled in 1926. 
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Anatomy of a 
Death 
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Tonight 
a man was dying 
J felt his life 
as it slid away 
I watched 
the fear 
in your faces, 
coupled 
with the drama. 
You were very 
well versed 
in pathology 
you taught me 
very well, 
but I couldn't 
take away my eyes 
from his door. 
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I heard you 
reci te 
the stages of his 
death 
and J listened 
as he must have - 
In anger, 
for just as he must 
have feared you 
so I did. 
I hated you 
as he must have. 
because the death 
you felt was yours 
not his 
Then becau se 
J wanted 
to feel 
J went inside his door 
and all he was. 
was real. 
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1 touched him 
it didn"t hurt 
I didn Ot cry 
there was only 
sadness 
so deep 
I cannot understand. 
It's funny 
you know" 
we left him 
alone - 
a man became our failure 
we turned away 
and watched 
his life as it 
bleeped 
across the screen. 



 


You never touched 
this man 
You weren"t there 
to hold his wife 
instead you 
asked 
the learned man 
to diagnose 
your grief 
I walked away 
in shame" 
and it was worse than 
I had thought. 
because 
I too 
could see 
my death 
and still 
I couldn"t share. 
I sat inside 
a tiny room, 
my hatred 
surely showed 
except now you 
could never see 
the reasons 
for my words. 


As a rule, CNJ does not publish poetry. We made an 
exception in this case because we feel the author 
expressed some of the feelings that we all have et 
least once in our working life. In a letter to us, Carole 
Estabrooks made her own case for publication: 
"I wrote this poem on February 1. 1977 while I 
was a senior nursing student at the University of 
New Brunswick in Fredericton. I was working in a 
Coronary Care Unit at that time. This was my first 
exposure to the unit. it was also my first exposure to 
death. I wrote the poem to help me resolve my own 
personal conflicts. 
I had not originally intended to submit the piece 
for publication but one of my professors encouraged 
me to share it in the hope that it would get across a 
point we. as nurses. can far too often ignore in a 
clinical hospital setting." 
Since FetNuary. author Carole Estabrooks has 
graduated from the University of New Brunswick, 
written her registration exams and assumed a 
full-time position on a Coronary Care and Intensive 
Care Unit. 


I do not understand 
these tears, 
I hardly knew 
this man 
except inside 
a part has changed - 
to watch a man 
die alone. 
his family grieve 
alone. 
to run away 
because I feared 
r d never fill 
the space. 
My life goes on 
as it always has 
ex cept there'll 
be one change 
I'll never run away again. 
You see- 
he squeezed 
my hand. 


- Carole Estabrooks 
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0ì\ QUICK REFERENCE TO 
o CARDIOVASCULAR DISEASES 
Here is authoritative. easy-TO-find, clinically relevant data, presented 
in a special, time-saving format. Each entry is numbered and step- 
by-step instructions are given in outline form. 
Dr. Chung and his many eminent contributors summarize their years 
of expenence in this manual, covering all kinds of cardiovascular 
disease: vascular, valvular, endocardial, myocardial. and pericardial 
diseases. arrhythmias. drug-related disorders. cardiovascular dis- 
orders in systemic diseases, etc.; all aspects of each disease: general 
considerations, definition, etiology, pathophysiology, classification, 
signs and symptoms, complications and prognosis; all phases of 
medical care: history taking, laborotory findings, diagnosis. differ- 
ential diagnosis, and management. 
By E. K. Chung, M.D., F.A.C.P.. F.A.C.C. With 33 Contributors. 
Lippincott 469 Pages Illustrated 1976 $21.75 


CD CARDIOSURGICAL NURSING CARE: 
Understandings, Concepts, and Principles 
for Practice 
The widely published author on technology in health care, recipient 
of numerOus professional honors. answers the two-fold question: 
What is good nursing?; in particular what is good postoperative 
nursing care of the cardiac patient? Cardiovascular surgical nursing 
is presented in terms of 11 the "why" for nursing intervention; 
2) the "what to do" -i .e., nursing actions to solve the patient's 
physiologic problems; and 3) the "how"-suggested nursing pro- 
cedures. 
By R. K. Chow, R.N., Ed. D.. F.A.A.N.; and E. C. Lambertsen, 
R.N., Ph.D. 
Springer 386 Pages. Illustrated 1976 $20.50 


CD HYPERTENSION: 
The Nurse's Role in Ambulatory Care 
How does the nurse become a hypertension specialist? Who is going 
to educate the nurse? This volume evolved from a recent intensive 
workshop held at Cornell University Medical College. The workshop 
was desIgned to supply the nurse wIth the physiologic and path- 
ologic background necessary for understanding basic vascular 
diseases; to supplement physical examination skills to permit more 
detailed evaluation not only of the severity of the disease but also 
of the patient as a whole; to provide the pharmacologic background 
for use of antIhypertensive agents; and perhaps most important. 
to emphasize the value of the team approach in long-term therapy 
and patient compliance. In sum, its goal was to prepare the nurse 
to be a pioneer in preventive medicine. It is hoped that thIs book 
will help promote the process. 
By M. H. Alderman, MD. 
Springer 174 Pages Illustrated 1977 $12.00 
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CD ECHOCARDIOGRAPHIC DIAGNOSIS 
OF CONGENITAL HEART DISEASE 
An introduction to the field of pediatric echocardiography. this 
book provides a standardization of echocardiographic examinatIon 
technIque and interpretation. Each chapter includes an introduction 
to the anatõmy of a lesion, followed by discussion of the relevant 
examination techniques, diagnostic features, pitfalls of diagnosIs, 
differential diagnosis. case examples, and references. 
By R. G. Williams. MD.; and C. R. Tucker, MD. 
Little, Brown 352 Pages Illustrated 1977 $21.00 
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0.:\ SELF-ASSESSMENT 
o IN ELECTROCARDIOGRAPHY 
Here is a fully illustrated review of simple and complex electrocar- 
diographic studies which will provide the reader with a practical tool 
for assessing and improving his knowledge of electrocardIography. 
The one hundred actual full-sized electrocardiograms included 
cover a wide range of rhythm and pattern abnormalities frequently 
encountered in the adult patIent. Each electrocardiogram is 
followed by a brief history of the patient and a number of pertinent 
multIple-choIce and true-false questions designed to stimulate the 
reader's thinking and containing clues for the correct interpretation 
of the tracing. 
On the reverse side of each page the same electrocardiogram appears 
again, this time with the addition of appropriate labeling and 
superimposed Lewis ladder diagrams. This format allows for rapid 
Identification of the ECG waves and the time intervals between 
waves as well as for a clear picture of the site of impulse information 
and of the electrophysiological mechanisms involved. The answers 
to the multiple-choice and true-false questions are then given so 
that they may be reviewed in conjuction with the annotated cardio- 
graphic tracing. In this way the reader can quickly compare his 
interpretation with the correct diagnosis of the condition. 
By S. Mangiola, MD., F.A.C.C. 
Lippincott About 210 Pages Illustrated 1977 About $20.00 


f6\CARDIOVASCULAR NURSING: 

. Prevention, Intervention, and Rehabilitation 
This book describes the means of assessing heart function, current 
methods of treatment, and rehabilitation of patients with chronic 
heart disease. 
By J. Holland. R.N., M.S. 
Little, Brown 233 Pages Illustrated 1977 $7.75 
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INTENSIVE CARE 
All members of the health team who assume responsibility for 
patient care in and Out of the intensIve care setting will applaud the 
practical approach and explicit discussions that I ntensive Care 
provides. 
"This IS the most complete compendium on intensive care of the 
surgIcal patient to come to this reviewer's attention. While the 
book is clearly slanted toward the problems in care of the critically 
ill 'surgical' patient, the majority of its chapters apply equally 
to the problems of intensive care of patients from any specialty 
group. . ." - Annals of Surgery 
By J. J. Skillman, M.D 
little, Brown 609 Pages Illustrated 1976. $27.50 


ß\ HANDBOOK OF CRITICAL CARE 
..v A concIse presentatIon of how to cope with problems commonly 
encountered in the intensive care setting. The first section of the 
book is geared to the step-by-step solution of practical problems 
in respiratory and hemodynamic monitoring, cardiac and renal 
dysfunction, and blood component therapy, which occur dally 
with cntlcally ill patients. In the second section, the authors des- 
cribe the newest concepts and most recent advances in the field, 
such as the uses of computer techniques, intra-aortic balloon coun- 
terpulsation, and the membrane oxygenator in respiratory failure. 
EdIted by J. l. Berk, M.D., et al. 
Little, Brown 574 Pages Illustrated 1976 $13.75 


t7.'\ THE PATIENT IN 
\.!!J THE CORONARY CARE UNIT 
This book was written primarily for the CCU nurse in the com- 
muntty hospital, where lack of elaborate monitoring apparatus 
means the nurse must rely mainly on clinical skill and judgement 
for detecting critical changes in the patient's condition. By the same 
token, coronary care nurses everywhere will welcome the many 
electrocardiographic illustrations of possible cardiac abnormalities. 
The physiologic basis of the discussions affords clear understanding 
of the causes of coronary complications and of the effect of drugs 
and other forms of therapy. 
By H. Sweetwood, R.N 
Springer 465 Pages Illustrated 1976 S17.00 
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ans, nurses, medIcal 
students, and physicians' assistants. It offers background material 
and general information needed in every situation encountered 
in the CCU and then supplies step-by-step protocols for handling 
them. Practical and current topics include management of unstable 
angina, cardiogenic shock, and congestive heart failure, and impor- 
tant new Information on myocardial imaging, serial roentgenogr- 
aphic changes of pulmonary vascular congestions, and hemodynamic 
monitoring. 
By J. S. Alpert, M.D.; and G. S. Francis, M.D. 
little, Brown 150 Pages 1977 $9.95 
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PATIENT CARE IN CARDIAC SURGERY, 
2nd Edition 
Completely revIsed and updated, this practical manual details 
current methods for caring for patients before, during, and after 
cardiac surgery Wntten for nurses on the cardiac care serVIce, 
house officers. and physicians, it reflects the extensive experience 
of the authors at the Untversity of Mich igan Medical Center 
and the Massachusetts General HospItal. Topics covered include 
preoperative, intraoperative, and postoperative management, 
postoperative complications, and special ,reatment problems 
encountered in children and infants requiring cardiac surgery. 
By D. M. Behrendt, M.D.; and W. G. Austen, MD. 
Little, Brown 179 Pages Illustrated 1976 $1095 


'íiì\ AN INTRODUCTION TO 
'-" ELECTROCARDIOGRAPHY, 5th Edition 
The basIc desIgn of this book remains essentially the same as that of 
the previous editions. It IS directed pnmarily to the beginner, and 
its aim is simplicity. The emphasIs remains on deductive rather than 
empincal electrocardiographic interpretation. The whole text has 
been appreciably revised. The sections on P wave axis, potassium 
effect, A-V block and the Wolff-Parkinson-White syndrome have 
been significantly expanded. New sections have been added on 
idioventricular tachycardia, idlOnodal tachycardia, hypothermia, 
ventricular flutter and the action potential of pacemaking and non- 
pacemaking cells. Many of the illustrative electrocardIograms have 
been replaced and new ones added. 
. a masterpiece of exposition and teaching, and deserves very 
wide circulation at all levels of the profession concerned wIth 
electrocardiography." - British Journal of Hospital Medicine 
By l. Schamroth, MD., D.Se., F.R.C.P.. F.A.C.C.. F.R.S. 
Blackwell 240 Pages Illustrated 1976 $9 50 
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Almost 60 million women in the world became mothers in 1975. Thirteen 
million of those women were still in their adolescent years. In Canada in 1973, 
39,852 babies were born to mothers who were not yet 19 years old. Among 
these teenage mothers 14,013 gave birth to illegitimate children. These figures 
illustrate trends which have assumed great importance in the 1970's-trends 
that require awareness, consideration and community cooperation. 


The adolescent is neither child nor 
adult. He is a complex between-ager 
presenting us with intricate and often 
perplexing problems. Adolescent 
sexuality is not something that we as 
nurses can ignore, rather it is 
something we must fAce daily. both at 
work and at home. What are our 
responsibilities to our adolescents? 


FROM 
ATOZ 
WITH 
ADOLESCENT 
SEXUALITY 


Benjamin Schlesinger 


A CTION especially community action. 
Talking, slogans. conferences and reports all 
serve their own purpose but it is time for 
communities to take positive action insofar as 
adolescent sexuality is concerned. 


B ASIC ISSUES underlie the complex 
tOpiC of adolescent sexuality. We cannot 
discuss or examine adolesænt sexuality in a 
community without examining these factors. 
They include the political system, religious 
beliefs, culture and economy. A thoughtful 
examination of these basic issues will clarify 
our view of the sexual politics in our 
communities. 


CONTROL What type of control should 
our communities have over sexual behavior? 
There exists in the world today a wide range of 
methods of control; from China where there is 
political. almost total control over the sexuality 
of adolescents. to the American laissez-faire 
attitude. "00 what you want. when you want, 
just don t bother me." 


DOUBLE STANDARD This double 
standard makes adolescent women 
responsible for their actions while adolescent 
men are not-after all, boys will be boys. Ifour 
communities let this double standard continue, 
then, guite frankly. we're not going to get 
anywhere. Instead of the time-worn double 
standard, we must establish a new standard 
which should be "equality for all human 
beings. " 



E DUCA TION and in this context, I mean 
primarily sex education. I do not believe we 
have really considered many of the practical 
questions that surround the introduction of sex 
education into our communities. How should 
we start? Who should teach sex education? 
What ar
roaches are best for each individual 
community? What information should we 
transmit. to whom? One of the most important 
things we have to remember is that each 
community has different values - different 
norms. A textbook or training material 
appropriate for one community may be wholly 
inappropriate for another. 


FATHER Let s not leave hIm out of any 
discussion that concerns adolesænt fertility 
We traditionally ignore the father - 
discussions of his conduct are usually 
negative and often jocular. I consider 
adolescent fertility a family affair: babies born 
out of wedlock are born to two people. a 
mother and a father. Social work tends to leave 
out that essential third party. The shadow of 
this family is the unmarried father. It IS tirr'e we 
induded him: not in a punitive way but in a 
positive vein. We must remembel he too has 
feelings and emotions. he too is an 
adolescent. The experience of fatherhood 
has. without a doubt, affected him and he may 
need help. 


G ROWNUPS or adults. I see grownups 
as models. not as judges: as examples. not as 
hypocrites. The old saying. . "Do as I say, not as 
I do' seems to express the situation prevalent 
in many parts of the world. We should not be 
surprised that through their actions youngsters 
reply. 'You do not act as you advise. why 
should I act as you tell me toT It is time that 
we, as adults who represent the community, 
look within ourselves and examine what kind 
of examples we are setting. 


HEALTH No one would argue the fact 
that we need good physical and mental health 
services but sometimes I feel we re so busy 
building clinics and hospitals that we neglect 
some of the novel approaches to health care. 
There is, for example, a whole paramedical 
approach to working with adolescents that has 
yet to be explored in many places. Let's face it, 
there are not enough trained doctors in the 
world to do all of the work that is necessary - 
we can't leave it all up to them. Nor do doctors 
want to provide some of the health and 
quasi-medical services which adolescents 
need: our communities must be ready to 
provide them. 


I NVOLVEMENT especially community 
Involvement with adolescents. Professionals 
volunteers. institutions, doctors, teachers, 
social workers. religious groups. social groups 
and cultural groups should integrate their work 
rather than follow a piecemeal approach to 
health care. Right now. one person is 
interested In the adolescent's head. another is 
interested In his mouth and his diet. There is no 
one person who SitS down and talks with a 
young man or young woman as a complete 
person - a whole being. 


JUSTICE Not punitive. but therapeutic 
justice. Many laws. regulations of social 
agencies and community pohcies are pUnitive 
and very otten they are entirely unenforceable. 
We need to reexamine them considering both 
community values and justice for the affected 
adolescent 


KINDNESS It is time for us to begm 
treating all adolescents with kindness. They 
are worthwhile human beings who need love. 
We should stop rejecting them just because 
their behavior sometimes clashes with Our 
'ideal.' They need understanding. not 
accusations: they need warmth, not coldness: 
they need to be Included, not Isolated from our 
communities. 


LIMITS Are there no limits to the 
acceptable sexual behavior of adolescents 
within a community? We have to reintroduce 
one small word Into our communal 
vocabularies: that word is NO Sometimes we. 
as adults in the community. appear to want to 
leave all decisions about sex up to 
adolescents themselves. Our attitude says. 
"do as you choose." but there are times when 
we should say "NO. . Most of us who have 
worked with children know that even the most 
independent adolescent does want some kind 
of limits set on his behavior. In many places we 
are moving towards a situation where 
adolescents do not know what the limits on 
their behavior are or if any limits exist at all. 


MEDIA In spite of the fact that there are 
universal complaints concerning the misuse of 
television. radio and newspapers there are 
positive ways we could use the media for 
adolescent education. I m not saying that we 
should produce ads proclaiming, 'A pill a day 
keeps the babies away" or 'Technlcolor 
Condoms will save you from V.D."lamtalking 
about a positive approach to fertility and 
sexuality using all of the knowledge we now 
have. One of the most effectIVe. positIVe 
efforts we could make would be to educate, not 
only adolescents. but also their parents 
through our media. 
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NATIONAL GOALS Does our national 
government support communities who are 
trying to help adolescents or are we working in 
a vacuum? For example, a government may 
announæ a sex education policy. but if there is 
no implementation procedure included with 
this policy then what is its use? What is the use 
of a beautiful document 220 pages long if it is 
not implemented by a national program. A 
document alone cannot stop my teenager, or 
yours, from getting pregnant. 


OPENNESS We must open our minds to 
new ideas. We need not blindly accept every 
new Idea, but let" s exam Ine them each for their 
own value. For example, I have found that I. 
who live in an "industrialized country" can 
learn a lot from the work being done with 
adolescents in the so-called 
"non-industrialized countries." There is much 
to learn from other countries and from the 
efforts of other communities in our own 
country 


PARENTS We must get parents involved 
in our work with adolescents. This is absolutely 
essential but how should we go about doing 
this? What"s the purpose of getting them 
involved? We need to help parents for their 
own sake, as well as for the sake of their 
adolescent children. Adolesænt sexuality and 
adolescent pregnancy (even the prospect of it) 
is a major source of anxiety, depression, 
frustration and general social and 
psychological maladjustment for parents 
Often they need help as much as (or mOre 
than) their own teen-age child. 
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Q UALlTV OF LIFE What j, the "quaii', 
of life'. in our communities? Is there respect for 
human beings? Do people care for each 
other? Is the individual adolescent considered 
and respected as a human being? Is there 
affection and love? 


RESEARCH Certainly no one would 
deny that research is a vital part of our health 
care system. There are many areas we should 
study that deal with adolescent sexuality. Let" s 
look at the different adolescents in our 
communities. What makes them differe[lt? 
What are their individual and collective 
beliefs? What do they think about the quality of 
life in their community? What do they believe 
the quality of life should be? What are the 
criteria for their decisions? 
We have to remember that research 
should not be conducted for the sake of 
research alone. Our goal must be to help 
communities fulfill their responsibilities to their 
adolescent citizens. 


SERVICES It is possible for us to 
overservice a community. Opening service 
areas is fairly easy, the problem is closing 
down once there are vested interests 
opposing any change. As a result, we now 
have many service units which overlap and 
duplicate each other. Yes, we do need 
services, but let's examine the type, our needs 
and the costs. 


T RUTH Can we have a true dialogue 
between adults and adolescents without lies 
sham and hypocrisy? What is the ..truth" in 
human sexuality? 


U NDERL YING CAUSES OF 
PREGNANCY This can include boredom, 
poverty, unemployment, a difficult home life, 
misinformation about sexuality and the effec
 I 
of the community's morality on the lives of its I 
adolesænts. 


V ALUES Whose values? Should I 
impose my generatton's values on the 
adolescent? What values do adolescents 
have? It's all very niæ to talk about throwing 
out old values, but what worries me is that we 
have no substitute new values. It's almost as if 1 
we propose to throw old values in the garbagE I 
can and then throw out the garbage can as 
wE'll. Suddenly, we have no place to put the I 
garbage. 
It's too easy to reject this or that basic 
community value without substituting anything 
in its place. We cannot live in a valueless 
society. Yes, adolescents are proposing a fev. 
warmed-over old values - what they call nel.'<' 
values are really nothing more than old value
 
with a new accent. We now have to consider I 
at the community level. whether we (or the 
adolescents themselves. when they become 
older) would want these "new values" to be a I 
permanent part of our community culture. 
Sexual values do not eXist in a vacuum, they 
must be consistent with other moral, religious. 
psychological and social values. I 
I 



W OMEN and in this case, especially 
adolescent women. It's time we began to 
recognize their rights: their sexual rights and 
their expectations. We must recognize that 
they have within them, the entire spectrum of 
adult needs, that they want to. and must be 
encouraged to participate with us as equals. 


X-PER/MENTAL We need experimental 
programs. We need innovative programs tl1at 
do not cost a lot of money but which are 
imaginative. There are some very beautiful 
program ideas that should be tried. We could, 
for example. utilize the arts, theatre. literature 
- the whole creative realm is open to us. 
Outreach work is another important area for 
experimentation. We have done a little 
outreach work here and there. but not nearly 
enough. 
Our global society might honor a country 
for the construction of a special building for 
adolescents and adolescent research but this 
project may accomplish less than small 
experimental programs which are completed 
without fanfare. without trumpets. We do not 
have to build monuments fer the youngsters 
which they do not need. We have to ask 
ourselves if the real goal behind the 
construction of these monuments is the 
, improvement of the quality of life for our 
I adolescents or our picture in the newspaper 
and headlines in the world press. 


YOUTH Do we want to dominate our 
adolesænts? Do we want to work against 
them. for them. or with them? Obviously 
working with them can be our only fruitful 
alternative. It is very likely that this is the first 
time in history where adults and adolescents 
have had the opportunity to work together as 
two generations. rather than continuing the 
intergenerational conflicts of the past. 80th 
generations Should seek cooperation, not 
authoritarianism. dialogue. not monologue: 
self-help, not external aid: and understanding. · 
 "- 
not deaf ears and unresponsiveness. 


Z IP is North American slang suggesting 
zest. a high morale and readiness. We must 
become front-line soliders in our communities 
in the fight to liberate adolesænts and this fight 
indudes their sexual liberation. It takes great 
energy, fortitude and courage to take this 
stand. Right now there are a few pioneers who 
are fighting an almost lone battle on the 
national level, We need more people and we 
need this kind of energy and spirit at the 
community level. 
When the words 'sex'. 'adolescence' and 
'fertility' are mentioned together in local 
discussion. there should be leaders who will 
stand up and speak their mind. It is very 
difficult to stand on a podium and shout aloud 
to your neighbors. "We need change." Such 
people are often accused of all kinds of subtle 
and not-so-subtle motives. nevertheless this is 
the kind of involvement and community action 
that we need and we must work towards it... 
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Benjamin Schlesinger (B.A.. MS. w., PhD.) 
presented his paper "The Pregnant 
Alphabet" during the first Inter-HemIspheric 
Conference on adolescent fertility held in 
Virginia in the Fall of 1976. He was Canada s 
only representatIve at the conference where 
39 nations met to discuss the mcreasing 
phenomenon of adolescent fertility. 
At present, Schlesmger IS a professor in 
the Faculty of Social Work at the University of 
Toronto. He is the author of many books and 
articles concerning family plannmg, family fife 
and sexuality. 
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In many ways, the nursing process is 'common sense' .It incorporates an approach that most 
of us use every day when we try to solve the problems we face. But each of us, from time to 
time, is gu ilty of sloppy thinking. We make assumptions about the problems we think a patient 
has; we think we know the solutions but never stop to evaluate their effectiveness; we fall into 
routine patterns of behavior - the old familiar 'rut.' Individualized nursing care, however, 
demands more than good intentions. It takes 'common sense' to look at a patient's needs and 
problems in an organized and perceptive way and to use the time we have with a patient, no 
matter how limited, in the best way possible. 
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Lorraine Hagar I 
The use of the nursing process as a standard 
tool in all activities related to nursing has 
become a primary concern in our professior 
today. As a method that uses assessment, 
planning, implementation and eval uation as it: I 
formula, the nursing process is flexible and l 
adaptable, applicable in any setting. It 
provides a deliberate, systematic and 
organized approach to nursing practice thaI 
accomplishes the main purposes of nurslng- 
to promote wellness, to contribute to the 
quality of life and to maximize all resouræs.' 
The nursing process requires the 
development of a therapeutic relationship 
between ourselves and our patients. We arE 
past the day when nurses work with only OnE 
part of the patient - the part that is sick. Now 
we are challenged to utilize all our knowledge' 
to assess the patient's strengths as well as his I 
weaknesses so that he can share in the I 
assessment, planning and evaluation of his I 
care Familiarity with theories and disease 
entities is no longer enough. We need to know 
our patients as individuals. For example, to I 
know that Mr. Smith in Room 401 has 
hypertension is to know only a small part of 
what is happening to Mr. Smith. If we plan out, 
nursing care solely on that "classification", WI 
will do a poor job of meeting Mr. Smith's needs 
The nursing process provides a framework - 
a tool of the trade - that we can use to find out 
more about Mr. Smith's needs in a systematic' 
rather than a haphazard way. 
It is the relationship we develop with our 
patients - a relationship that allows him anc 
his family to take part In the nursing process, 
(that is, the assessment of unmet needs or 
problems, planning nursing activities to solve' 
these problems, implementing the actions and l 
then evaluating whether or not the actions did 
indeed meet these needs) - that constitutes 
the basis for our practiæ. As nurse educato: 
and author Madeleine Leininger has said, I 
"Nurses help people through a professional 
relationship that is learned. It is the use of the I 
therapeutic relationship with patients that 
constitutes the heart of nursing practice and 
determines what is done to the patient and I 
how it is done. "2 
In addition to information concerning the 
patient's personal history, capabilities and I 
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limitations. knowledge of current and 
traditional theories from various disciplines 
can help to provide a working basis for the 
nursing process. A basic knowledge of 
man/environment interactions in various 
cunuraJ settings may be an asset in assisting 
the individual in the immediate situation. The 
nurse must make full use of her knowledge of 
physiology, pathology, psychology, hospital 
and community facilities, family interaction 
and support, as well as her own intuition. Use 
of her knowledge base and constant 
re-evaluation will help to develop the nursing 
process into a personalized device, tempered 
by personal experience as well as formal 
learning. The nurse's efforts are aimed at 
helping the patient cope with his environment 
and society to their mutual benefit. It is often a 
tall order. 


. Brian - a case study 


I 0 Assessment 
"The assessment phase begins wIth the 
nursing history and ends with a nursing 
diagnosis. The purpose of this phase is to 
identify and obtain data about the client that 
will enable the nurse and lor client and his 
famIly to designate problems relating to 
wellness or illness. If problems exist, then the 
first step toward a solution is to identify 
them". 3 


Brian, a four-year-old victim of child abuse and 
maternal deprivation, was admitted to hospital 
for treatment of a fractured femur sustained 
when he fell off his tricycle. Six months prior to 
the accident, he had been taken away from his 
parents and placed in a foster home. Little 
personal history was taken at the time of 
admission and his foster parents. living in 
another town, were rarely able to visit. 
To the nursing staff, Brian appeared to be 
physically as well as mentally immature for his 
age. He did not speak intelligibly and his level 
of development was that of a one-or two-year 
old. Brian was originally diagnosed as an 
autistic child. Later it was recognized that 
matemal deprivation was the cause of his 
behavior. 
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Bnan was immobilized in a hip spica cast 
and restrained on his stomach in his crib He 
reacted to the pain in his leg, to Immobilization 
and to the strange environment by crying, 
violently kicking his free leg and teanng the 
bed sheets and toys. When someone 
attempted to make contact with him, he would 
either withdraw or lash out. He mistrusted 
everyone who approached him. 
In assessing Brian s needs. the threats to 
his wellness included not only his broken leg 
but all the ramifications that this injury caused 
in upsetting his physiological and 
psychological patterns of daily living. For 
example, he could not SIt to eat and often 
vented his frustrations by throwing his food 
Sometimes, he would refuse food altogether. If 
he was hungry enough. he would eat anything 
In sight. His dirty diaper proved to be no 
exception. Elimina.tion was a problem - any 
gains made in toilet training had been lost. A 
case of diarrhea made matters worse 
Brian's activity was largely curtailed by 
the cast and restraints. Rest was 
difficun because of his pain and 
agitation. These difflcunies 
were compounded by an 
unfamiliar environment. 
and his great reluctance or 
inability to trust those tryIng 
to help him. 
Generally, Brian dealt with 
his situation by aggression- 
by throwing or demolishing toys. 
food, bedding and attempting 
(sometimes successfully) to bite nurses. 
When very angry, Brian would destroy things 
with his teeth. When moderately upset. he 
would seem to find comfort in sucking on a 
diaper. It was interesting to note that In a calm 
state after Brian became used to me. he would 
examine and manipulate objects but made no 
attempt to put them in his mouth. He would 
sometimes even give the object back to me- 
a developmental task described Ly Enckson 
as "holding on" and "letting gO."4 
In this. he showed signs of having 
superseded Freud's oral gratification stage. 
He also demonstrated his ability to make 
choices. whether to let me have the object or 
not. Often, he changed his mind and decided 
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to keep it himself. 
But when Brian actually tried to put his 
fingers in my mouth. I decided that he trusted 
me more than I trusted him. I didn't dare let my 
hand go near those teeth of his. 
In working with Brian. I felt that the 
establishment of a trusting relationship was 
the top priority. Without trust, all care was 
inflicted on Brian by force and he,ln turn, used 
up all his energy in resisting it. Any effort to 
restrain him, even to hold his wrist to take his 
pulse, was violently resisted. The greater the 
force used to restrain him, the greater were his 
efforts to resist. For example, he proved this 
'heroically' when it took an orderly and two 
hefty nurses to hold Brian still for an X ray of his 
leg (already immobilized in the cast). 


o Planning and giving care 
During the assessment, the unmet needs of 
the client have been identified. The 
purposes of the planning phase, the second 
step in the nursing process are: 
1. to assign priority to the problems 
diagnosed 
2. to differentiate among those problems that 
can be sOlved by the nurse, the health team 
and the client /family 
3. to designate specific actions and their 
goals 
4. to communicate the plan to others by 
writing it down in a nursing care plan. 5 The 
third step in the process is the implementation 
of the plan. 


Brian's priorities differed radically from 
those of the health team in that he often did not 
want anyone to touch or come near him. When 
the goals of the patient and nurse are at odds, 
problems are compounded. 
The abused child has an innate mistrust of 
those around him. In giving nursing care to 
Brian, I found that his mistrust of me could be 
overcome but that it reappeared with each 
contact. In establishing a trusting relatiO(\ship 
with him, I had to follow a particular pattern of 
behavior each time. I did this by staying with 
him and letting him familiarize himself with me, 
by touching and speaking to him gently. I 
would let him handle the diaper I was going to 
put on him, put his fingers in the skin cream 
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Lorraine Hagar of Englehart, Ontario is 
a third year student in the Faculty of 
Nursing, University of Toronto. She wrote 
"The nursing process: a tool to individualized 
care" as an integrative paper assignment 
during her second year. Her main areas of 
interest in nursing lie in the fields of pediatrics 
and commumty health, both of which she 
hopes to pursue in a nursing career in 
Ontario's northern communities. 
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and touch anything used in his care. The music 0 Evaluation 
from a windup toy radio helped to soothe him "Evaluation is always in terms of how the client 
and I would hold his hand on the knob to wind it is expected to respond to the planned action 
up. Once a measure of trust had been ...(It) is the natural intellectual activity 
developed, he would allow me to wash him completing the process phases because it 
and do cast care without too much fuss. indicates the degree to which the nursing 
The importance of Brian's need to diagnosis and nursing actions have been 
manipulate, explore and exert some control correct "6 
over his environment is emphasized by a My primary purpose during the short time I 
review of the developmental tasks of the spent with Brian was to establish a therapeutic 
toddler stage. Although Brian was far behind relationship which in itself would meet his 
developmentally, his capabilities seemed to basic need for someone to trust. Brian's 
vary with the degree of agitation he mistrust of everyone appeared to stem from 
experienced. Using this rationale to plan the damaging effect of his previous 
activities and an environment conductive to interactions with his parents as a victim of child 
successful achievement of these abuse. In nursi 1 Brian, I tried to concentrate 
developmental tasks would, I hoped, prevent on ways of caril ..J for and assisting him rather 
Brian from regressing to a great extent while than to accomplish or inflict set procedures 
hospitalized, and also provide him with such as taking vital signs, feeding, washing, 
sensory stimulation. giving skin care, and doing cast care. My aim 
Brian became much more approachable was to involve him in his care, and find 
and settled when freed from his restraints and acceptable ways to acquaint him with the 
placed on blankets on the floor. He soon different procedures so that he would not find 
leamed to log roll overthe cast and pull himself them so frightening. 
around to reach a desired toy. If the room was Brian's problems appeared to be 
quiet, ['jan could be encouraged to become interrelated. In attempting to stabilize his food 
interested in toys, instead of just throwing and flUid intake, by providing a quiet 
them around to release his frustration. It also atmosphere and freeing him from his 
became apparent that Brian could feed himsûlf restraints, I hoped that his elimination would 
with a spoon and drink out of a cup. His ability become more regular so that" "bed pan 
to focus his attention and perform tasks varied training" might be initiated in the future. If the 
with his level of anxiety. discomforts of indigestion, loss of bowel 
Brian's cooperation could only be enlisted control and emotional turmoil were 
by a very slow, gentle approach, preferably by diminished, regular periods of rest and sleep 
a familiar person. If he was given no could promote his recovery and pemaps 
opportunity to adjust to a new environment, improve his behavior. 
procedure, or person, the result was a Although Brian did not fit into anyone 
hysterical, kicking, screaming little monster, developmental level, appreciation of the 
lashing out tooth and nail. uniqueness of his personality and the effect of 
However, after he had tested out people stress on the individual prevented me from 
and his environment, assuring himself that vainly trying to categorize him. He presented 
neither would hann him, his destructive the sad picture of what can happen when basic 
tendencies disappeared (for a time) and he needs are not met early in life, and critical 
showed evidence of more advanced motor developmental tasks are not successfully 
and social development such as feeding accomplished. Brian had to repeatedly test out 
himself with a spoon, parallel play, interest in people and his environment, to gain 
my book, pen, watch. This first step towards confidence in his own ability to trust, or to 
developing trust appeared to be the key to decide not to trust. 
helping Brian achieve a sense of security and In my attempts to focus Brian's attention 
a balanced state from which he could to promote familiarity. to provide a quiet 
progress. atmosphere, and to reduce the barrage of 


incomprehensible stimuli, I was able to see 
Brian's progress. or rather his reattainment of 
a previous level of development. 
Unfortunately, in controlling his environment, I 
did not prepare or reconcile him with the 
changing circumstances he would face again 
the next day, when he would be open to the 
approaches of many different and unfamiliar 
people. He was considered a problem by most 
of the nursing staff on the floor and care was 
often given in the most expedient fashion, not 
necessarily tailored to Brian's unique needs. It 
would have been beneficial if the same nurse 
could have arranged to care for him on a 
regular basis. 
AlthOugh I cared for Brian for only two 
days, this proved long enough to utilize and 
carry out the elements of the nursing process. 
At times, the process seemed to be reduced to 
a modified trial and error method, but its 
effectiveness was measured by the change 
observed in Brian's behavior. He began to 
respond to verbal commands and his 
destructive tendencies and wild beh avior gave 
way to explorative interest in his environment. 
I presented the approach I had used in 
caring for Brian to the staff nurses I came in 
contact with and also made explanatory 
nursing notes. The staff did substitute mats for 
his cribto eliminate the need for restraints and 
provide Brian with more sensory stimulation 
and freedom to explore his room. 
In spite of this, however, my plan failed to 
maintain the element of continuity and pattern 
necessary to fulfill the purposes of care. It was 
reported that by the time of discharge, he had 
regressed further. The regular staff simply did 
not have the time to devote to Brian to make 
my plan a success. 
Even so, this does not mean that the 
nursing process is bound to fail on a busy 
hospital floor. The key to the nursing process is 
continuity and consistency. Interaction that 
has proven to be effective needs to be 
continued and reevaluated by all nurses in 
contact with the patient. It takes a 
reorganization of thinking - to look at needs in 
an orderly, logical manner and to think things 
through. "What is this person's need? What 
actions can I take to help him meet these 
needs? Were my actions effectiveT.., 
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"Doctors, nurses, health visitors, social workers, speech therapists, radiographers, 
dieticians and teachers are educating others constantly about health both directly 
and indirectly. It is not so much a matter of seeking special opportunities as of 
making the right use of existing contacts with pupils, clients and patients. In 
education for health we are learning together with other people, rather than 
instructing the ignorant." (Michael Wilson) 


SECONDARY SCHOOL 
NURSING 
A CHANGING FOCUS 
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In Eastern Ontario. where I work as a school 
nurse. secondary school health service has 
always been the responsibility of the provincial 
Department of Health. Teams of nurses have 
provided services such as immunization. 
counseling, vision and hearing tests. health 
teaching and consultant services. 
The main focus of the school health 
service in the past has been on prevention. 
Mass screening devices were implemented to 
reach large numbers. By throwing out a large 
net we hoped to "catch" health problems. We 
taught the healthy how to stay well. and we 
counseled the ill as we came across them. 
Attempts were also made to counsel all 
grade 10 students in secondary schools, as 
this age group is approaching adulthood and 
many adolescent physical and emotional 
changes are taking place. 
The screening method is still an 
acceptable standard where school health 
services are being introduced to an area; for 
example, trained teams of specialists and 
technicians can, in only one to two days, 
complete vision and hearing tests on an entire 
school population. However. my own 
experience as a school nurse led me to 
question whether the screening method was 
the best way to cope with the health problems 
of high school students. Health is a large word: 
it means more than giving polio shots or a 
clean bill of health on a chest X-ray. important 
as these may be. 
Three years ago, when I was asked to 
take responsibility for the health of a local high 
school. I decided to try a more personal 
approach with the students and a more 
cooperative and collegial approach with 
teachers and other school staff. 
The local high school I was assigned to 
had a population of 80-90 teachers and about 
1400 students. The school health program at 
that time included tuberculin testing for grade 9 
students. "boosters" for diptheria, polio and 
tetanus in grade 10, 'and counseling and 
vision testing for all grade 10 pupils. Individual 
health care problems were referred to us by 
the teachers. Added to this was the need to 
keep an eye on all those students whose 
health problems had been discovered while in 
elementary schools. I worked at the school 
three half days weekly, Monday, Wednesday 
and Friday mornings. I saw students by 
appointment whenever possible, and planned 
each interview to last ten minutes. 
My interview questions were designed to 
elicit information about a student's daily 
routine. his attitudes and his health. I checked 
nutrition styles. bedtime habits, studying 
patterns and work performance in school. that 
is, the student's last class average. 
I usually tried to fi nd out what the student's 
expectations were of himself. I was surprised 
to find that when a student's school 
performance was below par. he was usually 
well aware of the fact. 
During the interview I enquired about 
tensions at home. part-time jobs, and 


'''Boosters'' - diphtheria. polio and tetanus for 
students under 16 years. tetanus and polio for those 
16 years. 
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students' career aspirations. Students with 
problems stemming from these were sent 
directly to the guidance counselors for further 
help. 
I found this program most effective In my 
first year. It gave me a picture of health 
patterns and a good background of knowledge 
and experience. However. this approach also 
had its drawbacks. 
The workload became too heavy and took 
up too much of my own and the students' time. 
I found that a 10-mlnute health counseling 
session cost each student at least half an hour 
out of class. I worked with one grade 10 class 
after another, seeing between seven and eight 
pupils on an average morning. At the end of 
each class group, I conducted a 
guidance-health conference with the 
counselor assigned to that particular class. 
Healthy, above-average students were given 
the same attention as those needing care and 
advice. I felt this was a waste of 
counselor-teacher nursing hours. After all, 
parents still have the final responsibility for 
their teenage children - why was I spending 
valuable time with obviously healthy students? 
A further difficulty was how to alert teachers to 
the health problems In their classrooms. so 
that they could refer them to us. 
But by far the most senous problem. in my 
opinion, was one badly neglected area of 
health supervision - the multi-problem slow 
learners in the occupational classes. 
This school had at least three classes 
each in grades 9 to 11 . for students who would 
not finish high school but would '.graduate" 
straight to the working force. An average class 
carried 15 to 20 students from various social 
levels - the majority from lower-income 
families. 
Lifestyles in this group were less 
re
rictive and more relaxed. Less emphasis 
was placed on class performance or career 
goals. Bedtime habits were erratic and 
students often had part-time jobs; they were 
more assertive. and matured earlier. 
Their casual attitudes and "don't give a 
damn" air were a nightmare for their teachers. 
Many were in trouble with the law, and their 
names came up constantly across the 
counseling tables. 
In my first year. I saw these students only 
towards the end of the term, too late to do 
effective health teaching with proper follow-up 
Occupational students were isolated from 
the greater student body. They had their own 
teachers and counselors separate from the 
regular student population In the four- and 
five-year plans. 
The students in this group presented a 
real health problem but they were lost in an 
upper middle class school. and were virtually 
ignored by the regular staff. Their teachers 
encountered constant frustration, limited 
parental ability and interest. as I did myself. 
One parent, who was advised to get a medical 
assessment for her daughter, told me that 
what the child needed was disCiphne. not a 
medical referral! 
I decided to start my second term at the 
school with early emphasis on these 
occupational students. 
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In September, I interviewed counselors, 
teachers and department heads and altered 
my program to give priority to the occupational 
department. I organized classroom 
conferences with teachers, so that I could 
gather information about students before 
assessing them individually. My goal was to 
concentrate on interviewing and counseling 
grade 10 occupational classes; I would take 
the other students only when they were 
referred to me. 
I found the pupils very interesting. After 
their initial shyness and distrust had passed 
they were often eager to pour out their 
problems. They were good listeners as well. I 
attempted to reach them through a common 
sense approach and adapted my standards to 
their individual interests and abilities. In this 
way we usually came to an agreement on 
acceptable concepts of good health. 
Early drinking, smoking and some drug 
use surfaced. Many of these students had 
been in and out of the courts, and had a 
"street" knowledge that was superiortothatof 
the average student's. 
Many of their problems were beyond the 
scope of the health program but a good, 
supportive psychology team had just been 
added to our reSOurces. We now had monthly 
meetings with a psychologist and a social 
worker, both of whom used private and group 
therapy sessions to counsel and re-direct 
students 'lifestyles. This team has now worked 
together effectively for three years. The 
inclusion of professional help from a local 
hospital-based psychiatric unit, has helped us 
develop into a cohesive community service. 
The result of these changes in my 
approach to school health problems was that 
my work began to extend more and more into 
the community. Interviews were longer and 
more searching. Often I followed the 
student-nurse conference with a phone call. I 
had soon discovered that "notes" home were 
virtually ignored, but no one could deny a 
properly recorded telephone message. Often I 
was able to get parental backing on health 
habits. Sometimes of course, I was not. 
Typical examples of my "cases" are 
students "A" and "8." 
Student "A", a young grade 9 student, 
was referred to me by his teacher following 
complaints of blurred vision. On tests, he 
performed at a normal 20/20 level, but 
admitted during the interviews that his home 
life was erratic, hIs nutrition was poor, he 
smoked five - six cigarettes daily, and he 
stayed up late at night. He liked sports, but 
was unable to compete well on teams 
because of wheezing and shortness of 
breath. 
I reviewed his nutritional requirements, 
worked out a menu plan and advised him to 
cut the cigarettes out to see if he perked up. 
On review two weeks later, this student had 
made an effort to improve his meals and 
lifestyle, but still maintained irregular hours on 
weekends. We felt parental supervision was 
lacking here. After a conference with the 
Occupations Department Head, it was 
decided to visit the parents and request 


stricter home supervision with attention to 
teenage drinking at home, all-night parties 
(also in the home), and early dating. 
Extensive family therapy may have to be 
initiated if this boy is to continue in the school 
system. 


Student "B" arrived at my office looking 
pale and complaining of severe headaches. 
His health record showed a history of vague 
stomach complaints for which a physical 
examination by the family doctor had 
produced no diagnosis. 
After a home visit with his parents, and 
following several interviews with the boy, I felt 
his main problem was deep anxiety for his 
academic program. Under parental pressure 
to produce academically, he had been 
assigned a program above his achievement 
level. The guidance counselor called in his 
parents, and advised them that "B" required a 
reduced workload at a more basic level. I 
referred him again to the family doctor, who 
agreed to send him for psychiatric 
counseling if the headaches continued. Two 
weeks later, he returned to the health 'office. 
He was more relaxed and interested in 
school, but still showed physical stress signs 
- poor nutrition, heavy smoking, tiredness, 
and so on. 
The Guidance Department is aware of 
the direction of my concern and referral to the 
Mental Health Clinic has not been ruled out. 


Another area of my new "look" involved 
the recently organized Attendance 
Department within the school system. The 
board hired social workers to counsel 
"A.W.OL" cases, and others with chronic 
absenteeism problems, which were often 
covered up by the family through such means 
as "doctored" notes. Chronically "sick" 
malingerers were often found within this 
group. 
By inviting cooperation between the 
Attendance Department and the Health 
Service, I was able to teach and counsel very 
effectively in this area. Many minor ailments 
showed up: headaches, nerves, stomach 
aches, aJid so on. In-depth interviews 
uncovered deeper emotional problems or 
unstable home conditions. I used a two to 
three week trial period for improvement, and if 
this was ineffective we called in our 
counseling team and outside support. Table 1 
shows how my workload changed as I 
established contact with the other helping 
units. 
Last year, the school underwent major 
renovations and we were forced to slow down. 
This proved a good time to make changes in 
our program without creating uneasiness. 
We no longer use extensive screening 
and we no longer have line-ups outside the 
health room door. Referrals are by request and 
appointment only; most are multi-problem 
cases, attendance delinquents, and students 
referred from the occupational and guidance 
departments. 
All the department heads are most 
cooperative. Problem cases arrive more 
quickly than in the past and are dealt with more 
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Table 1 
Three year program for change 


Time 


Activities 


1973-74 
3 Mornings 
Weekly 


Nurse-guidance conferences - 13 Grade 10 classes 
Interviews - Grade 10 students. 
Referrals - Grade 9, only major health problems. 
(1st year with Psychology Team). 


1974-75 
2 Mornings 
Weeldy 


Conferences with vice-principal re: 
attendance problems. 
Conferences with guidance department re: 
students with health problems. 
Assessment of an Grade 10 occupational students. 
(2nd year with Psychology Team). 


1975-76 
2 Mornings 
Weekly 


New attendance department, referrals and 
follow-up Individual conferences with 
guidance department. 
Occupational students on referral. 
(3rd year with Psychology Team). 
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efficiently. We have monthly conferences 
which last about one to two hours. More and 
more I am "out" of the health room and "into" 
the classroom, particularly, in the occupational 
department and I have reduced my school 
time to two half days weekly. 
By offering support to the teaching 
programs and with the aid of new pamphlets 
and posters distributed by the health unit, we 
can carry out health teaching in a group 
setting. Topics such as nutrition, good 
grooming, and sex education are discussed 
openly in the classroom, with tact. Sex 
education in secondary schools is still carried 
out at the discretion of individual school 
boards, but public health nurses are gradually 
breaking down public reservations. If we 
receive parental support for our teaching 
methods on this subject, I hope the end result 
will be better informed teenagers. 
The changes I have built into my work as a 
school health nurse are more goal-oriented, 
and therefore make the work more exciting 
and interesting . 
I believe the trend away from mass 
screening in the secondary schools will allow 
more time to deal with individuals, and their 
health and related emotional problems. The 
trend towards prevention in a classroom 
setting also permits the public health nurse to 
become a valuable team member on a 
consultative basis, available to students, 
teachers, pSYChologists and counselors alike. 
'" 


May Brown, who wrote "Secondary School 
Nursing: a changing focus" is a member of the 
staff of the Eastern Ontario Health Unit 
working out of its Cornwall office. She 
graduated from Hotel Dieu Hospital in 
Cornwall and received her certificate in Public 
Health Nursing from the University of Western 
Ontario. Before returning to Cornwall, she 
was a member of the staff of the Windsor and 
Essex Health Unit in southern Ontario. 
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last Spring, when the job market for nurses in Canada tightened up, hundreds of 
graduates from schools of nursing in this country headed south of the border to find 
work. Author Katherine Zin, valedictorian of her class at Seneca College in Toronto, 
was one of them. She found a job in Florida - a state which is always short of nurses 
since it has only one school of nursing and a total of 22 hospitals. Unlike many of her 
contemporaries, many of whom headed home after only a few months, Katherine is 
still working in the United States. Sometimes, though, she thinks about returning to 
Canada. This is her story of what it's like to begin your nursing career 1,500 miles from 
home and why she's coming back one day. 


Katherine Zin 


The answers all came back the same. "We 
regret to inform you that we have no position to 
offer you at the present time. However, we will 
keep your application on file for future 
consideration ..... 
The spring of 1976 was an exciting but 
frustrating time for me and for other nursing 
graduates across Canada. Our education in a 
chosen field had almost been completed, but 
the job market was bleak at best. Although I 
very much wanted to stay in Ontario or go to 
western Canada, there were few jobs 
available. There seemed to be only one 
alternative. 
The United States provided a "land of 
opportunity" as far as jobs were concerned. 
Unlike Canada, the U.S. had, and continues to 
have, a shortage of nurses. The job market 
and professional opportunities were wide 
open and I was only one Canadian nurse who 
took advantage of the situation. 
Florida was my choice because it not only 
promised a job, but also the fringe benefIts of 
sun and surf. And so, after settling in an 
apartment on the ocean, I began my career as 
a registered nurse. 
I found that nursing in Canada and the 
United States has few basic differences. Many 
ofthe adjustments that I had to make as a new 
graduate starting my first job would probably 
have been the same if I had begun work in 
Canada. I became the subject of something 
our teachers had warned us about - reality 
shock. 
The shortage of nurses in the United 
States had benefits because it opened up 
opportunities for Canadian graduates. But it 


also meant difficulties, because everyone had 
to deal with the shortage. I had to adjust 
quickly to the realities of short staffing. 
Orientations always promise ample time 
to prepare a nurse to become an active and 
productive memberofthe health team. Reality 
however, often forces a new grad to be that 
productive member before she is ready. From 
the protective and safe environment of the 
teacher-student relationship, I suddenly found 
myself in charge of 38 patients on an 
orthopedic ward at night. 
I soon transferred to the intensive and 
coronary care unit. During my training, I found 
that specialty care areas often had to be 
restricted to a day-long period of observation. 
Certainly I found the opportunity to work in ICU 
exciting, challenging and rewarding, but 
adjusting to the pace had its ups and downs. 
It became necessary for me to rethink 
and redefine my attitudes about health care. 
Those "respiratory patient" disputes. so 
well-publicized through the media, became 
real situations that I had to deal with daily. I 
was forced to develop my own ideas about 
"keeping patients alive" by mechanical 
means. I found it very trying at times, 
especially because it was coupled with the 
ever-present threat of legal implications for 
every nursing action. But helpful co-workers 
and understanding supervisors helped me to 
adjust to the new demands I faced. My 
fulfillment as a nurse provided me with the 
reward that kept me going. 
These were some of the problems that 
faced Katherine Zin. R.N. But Kathy the 
person had problems to face too. I was 1500 
miles away from home in a foreign country. I 
can't say it was always easy but I had a lot 
going for me. 


I had lived away from my home in 
Windsor, Ontario for two years during my 
nursing training in Toronto. I had also moved 
to a country whose culture is very similar to 
that of Canada. I've found Americans, 
especially here in the south, extremely friendly 
and helpful. Everyday life is very much the 
same - although the pace here is so much 
slower than in Toronto. 
The biggest difference I guess, is that Irs 
just not Canada. I find myself living with a 
nagging desire to be back in Canada no matter 
how well th ings are going here. Homesickness 
is always with me, in varying degrees. Perhaps 
this is jL!st something that everyone who 
leaves home has to deal with. 
I am still here in Florida, and enjoying it 
very much. But to be honest, if a job were 
offered to me in Canada. I would find it difficult 
to turn down. Here, I am growing in experience 
and knowledge. I hope that someday in the 
near future I will be able to return to Canada 
and contribute to our own health care system 
alii have learned here in the States. Better still, 
I hope that soon our Canadian graduates, who 
have so much to offer, will have the oppo,1unity 
to care for patients in Canada from their first 
day as registered nurses. '" 


Katherine Zin (R.N.) graduated from Seneca 
College School of Nursing in Toronto in 1976. 
She is currently employed as an ICU-CCU 
staff nurse and relief mght charge nurse at 
Hollywood Medical Center in Hollywood, 
Florida. Kathy hopes to continue her 
education in nursing and plans to move into 
the area of teaching in the future. 
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A wise nurse. 
Because you see The 
Graduate, our CareerStyle for 
nursing, is up-to-the-minute 
in design. So you know you 
will go on duty in style. But 
more than that, The Graduate 
is made to fit and to stand up 
to regular wearing. All of that 
at competitive prices. 
So why should you settle for a 
uniform? When you can have 
a CareerStyle by U R. 


Look into it today. 
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Just how good is Luckmann 
and Sorensen's Medical- 
Surgical Nursing? Here are 
only a few examples of what 
your colleagues sav about It. 


"A trulv great book!" "the 
most complete book of Its kind" . 
"excellently organized. logi- 
cally presented, and pertinently 
illustrated' "covers 
pathophysiology to a greater ex- 
tent than other nursing texts-plus 
the nursing care is more detailed 
than usual" "principles un- 
derlying nursIng care are clearly 
defined" "It'S about time that 
a greater psychophysiologIc ap- 
proach is used In nursing texts" 
'.'it is very unusual for a med. 
surg text to offer quantrtll of 
content and qualIty at the same 
time" "probably the BEST 
medlsurg text ever written" 


Bv Joan Luckmann, R.;\J. 
M.A., and Karen Creason 
Sorensen, R.N., M.!\;. 1634 pp 
422 iIIus. $23.50. Sept. 1974. 
Order #5805-9. 
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It takes an expert to understand 
all the legal complicatIons that 
today's nursing practice may 
entail-an expert like Helen 
Creighton. who is a nurse and 
nursing educator as well as an 
experienced Jawver 


The revised Jrd edItion of her 
book-Law Every Nurse Should 
Know-has been totally up-dated 
and substantially expanded to in- 
clude all the legal information 
you need to know about; AN.A 
certificatIon; minors and birth 
control abortion and drug abuse; 
inservice education; students 
rights and the rights of expelled or 
suspended students; care 01 
psychiatric patien15; pronouncing 
the patient dead; confIdential 
communications, narcotic vIola- 
tions; legItimacy' and many more 
topics 


Its emphasis on how to avoId anv 
legal entanglements makes this 
one reference you'll turn to fre- 
quently during your career. 


B} Helen Creighton, R.N. J.D. 
327 pp. $12.15. July 1975. 
Order #2752-8. 
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Studying for exams? Changing 
specialties? Returning to practice? 
Even if you're just looking for a 
way to refresh your skills, turn to 
Gillies & Alyn: Saunders Tests for 
Self-haluation of Nursing Com- 
petence. A total of 62 frequently 
encountered nùrsing problems 
are presented as they occur In 
actual practice. Multiple choice 
questions and tear-out answer 
sheets are provided. 


A new 3rd edition of this book 
will be published in March 1978; 
but, if you need to review nursing 
now, ordel the 2nd edition before 
it goes out of print. There's only a 
lImited supply leN! 


By Dee Ann Gillies, R.N.. Ed. D.. 
and Irene Barrett Alyn, R.I'.. 
Ph.D. 392 pp. with 151 answer 
sheets $10.55. Jan. 1973. 
Order #4131-8. 
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bulatory Care and Pain in Dee. 
1977; Care of the Premature In- 
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and Trauma and Care of the 
Cancer Patient Receiving Chemo- 
therapy in June 1978 


Bv respected nursing au- 
thorities Published quarterly. 
Hardbound. No advertising. 
Averages 185 pp. Illustd. $18.90 
per year's subscription. (Sub- 
scriptions can be obtained at a 
saving of $1.60 by sending a 
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Order #0003. 


.. 
. 
1 


VI 
EverY 
Nurse 
Should 
](nOW 
-' 


- 


----J 


. 


'" 
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most complete book of Its kind" . 
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defined" . "It'S about tIme that 
a greater psychophYSIOlogIc ap- 
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It takes an expert to understand 
all the legal complications that 
today's nursing practice may 
entail-an expert like Helen 
Creighton, who is a nurse and 
nursing educator as well as an 
experienced lawver. 


The revised 31d edilion of her 
book-Law Every Nurse Should 
Know-has been totally up-dated 
and substantially expanded to in- 
clude all the legal information 
you need to know about: A.N.A. 
certification; minors and birth 
control abortion and drug abuse; 
inserv/ce educatIon; studenls 
rights and the rights ot expelled or 
suspended swdenls, care ot 
psychiatric patients; pronouncing 
the patient dead; contldentlal 
communications, narcotic viola- 
tions; legitImacy; and many more 
topics. 


Its emphasis on how to avoid anv 
legal entanglements makes this 
one reference you'll turn to fre- 
quently during your career. 


By Helen Creighton, R.N. J.D. 
327 pp. $12.15. July 1975. 
Order #2752-8. 



50 


The Can.di.n Nurse v.....vuer 1977 


Resumes are based on studies placed 
by the authors in the CNA library 
Repository Collection of Nursing 
Studies. 
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. Education 


Internal Evaluation of an 
Experimental Dacum 
Curriculum in a Diploma 
School of Nursing. Boston, 
1976. Dissertation (Ph.D. in 
Education) Boston University by 
Jane Clare Haliburton. 
An internal evaluation study was 
done in one hospital school of 
nursing to determine if the Dacum 
system approach could be successful 
in a nursing education program. The 
criteria used were the pass rate on the 
R.N. exams, and the philosophy and 
objectives of the school. (The 
Stufflebeam C.I.P.P. evaluation 
model was used for the study). 
The Dacum system approach 
includes planning, implementation 
and student evaluation. It is based on 
the development of a Dacurn Chart 
which is a profile of the job as defined 
by employers, supervisors and people 
skilled on the job. The skills are 
expressed in behavioral terms which 
are meaningful to people on the job. 
The chart is given to the faculty and 
forms the basis of the curriculum. 
Sources of data for the study 
included minutes of meetings, 
audiovisual tapes, feedback from 
teachers. students. head nurses. and 
employers as well as detailed records 
kept during the experiment. 
Evaluation of the learning 
environment was done first, from 
which evaluation criteria were 
developed for minimum standards 
expected of the student prior to 
graduation. Two interim evaluations 
were carried out during the program 
and modifications were made when 
needed. Rationale for the 
modifications were recorded. 
The program was run as close to 
the Dacum proposals as possible for 
the first two years. Students were 
given freedom to learn in an 
environment where all content had 
been integrated into learning packets 
or modules. Evaluation results 
showed that integration had been 
carried too far and some students 
were confused, and could not 
recognize the core information which 
could be transferred to many 
situations. Students identified a need 
for some deadlines and guidelines, 
and frequently requested lectures. 


In the third year of the 
experimental period, the material was 
presented to the first year students 
with assignment guidelines that forced 
the student to integrate the content. 
These students were able to function 
as independent learners in their 
second year. 
The school provincial standing in 
the R.N. exams jumped four to seven 
places; the students passed with high 
marks. Faculty and students 
expressed satisfaction with the 
process. The Dacum systems 
approach to curriculum planning, 
implementation, and evaluation 
proved to be successful in one school 
of nursing. 
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. Continuing Education 


The Continuing Learning 
Activities of Graduates of Two 
Diploma Nursing Programs in 
Ontario. Guelph, Ontario. 1976. 
Thesis (M.Sc.), University of 
Guelph by C. Marilyn Anderson. 


The purpose of this study was to 
determine the influence of 
nurses' pre-professional learning 
experiences on their participation in 
professional continuing learning. 
RelationshipS were also investigated 
between participation in professional 
continuing leaming and selected 
biographical and employment 
characteristics, interest in nursing, 
satisfaction with pre-professional 
learning experiences and perception 
of competency. 
The study sample consisted of 
191 registered nurses who graduated 
from two diploma nursing programs in 
Ontario in 1973 and 1974. A mail 


questionnaire was used for the 
collection of data. Factor analysis of 
the pre-professional learning 
experiences and multiple regression 
analyses of independent 
and dependent variables were the 
statistical procedures used for testing 
the major hypothesis. 
The principal finding was that no 
single pre-professio..nal learning 
experience, or identifiable types of 
learning experiences, had 
significantly predictive value for 
participation in continuing learning. 
Rather, a wide range of learning 
experiences in the pre-professional 
period appeared to contribute to a high 
rate of participation. 
The observation has been made 
that in order to maintain competence 
nurses need to become increasingly 
self-directed in their continuing 
learning activities. The findings of this 
study imply that this goal may best be 
achieved by making available to the 
pre-professional and to the 
professional nurse, a variety of 
learning approaches and resources. 
4 


. Renal Failure 


Knowledge Reported by 
Chronic Renal Failure Patients 
in Four Areaa Related to 
Self-Care. Toronto, Ont., 1976. 
Thesis (M.Sc.N.), University of 
Toronto by Susan Dawn Smith. 


The purpose of this study was to 
examine what selected 
knowledge related to self-care was 
reported by a group of patients with 
chronic renal failure on a hospitaJ 
dialysis program. The ultimate 
purpose was to identify omissions 
and/or misinterpretations of 
knowledge related to self-care, in 
order to plan a suitable educationaJ 
program for chronic renaJ failure 
patients. 
Twenty-eight patients from three 
hospital dialysis programs were 
interviewed and questioned 
conceming their knowledge related to 
four areas of self-care, namely: 
condition, effects of condition, 
therapy, and effects of therapy. 
Results indicated that, in terms of 
the definitions employed, subjects did 


not report knowledge in any area that ! 
would allow them to assume 
responsibility for self-care. 
The findings in each area are as 
follows: 
1. Knowledge Related to Condition 
The majority of subjects who 
experienced symptoms such as 
dyspnea, ankle edema and weight 
gain were able to associate them with 
overhydration, but could not state 
appropriate actions for prevention. 
The cause and prevention of 
hyperkalemia were better understood. 
In general, subjects with more than six 
months' experience on dialysis knew 
more about the irreversibility of the 
disease, its causal relationship to 
overhydration and hyperkalemia and 
the appropriate actions to alleviate the 
symptomatology. 
2. Knowtedge Related to Effects of 
Condition. 
Only two-thirds of the sample seemed 
to recognize the dangers of infection 
In general, those subjects with more 
than six months, experience on 
dialysis were more concemed about 
infection. The majority of all subjects 
expressed little concern about 
hemorrhage and failed to appreciate 
the importance of extra-renal 
complications. 
3. Knowledge Related to Therapy. 
Dietary and/or fluid restrictions were 
seen as part of therapy by only a very 
few subjects and only about 
one-quarter of the sample could 
correctly name or describe all their 
medications. 
4. Knowledge Related to Effects of 
Therapy. 
The majority of subjects were 
unaware of side-effects of their 
medications, and length of dialysis 
experience seemed to have no 
reinforcement value. Similarly, the 
habit of daily weight-taking declined 
with additional time on dialysis. 
Since almost half the subjects 
were employed and/or maintaining a 
home, the study raises the question of 
how much better they would function 
with a broader knowledge base. 
Recommendations included 
more accurate initial assessment of 
the patient's emotional and intellectual 
status, and the development of a 
formal teaching program emphasizing 
knowledge areas identified as 
unsound. 
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Creative Teaching in Clinical Nursing, 3ed. 
by Jean E. Schweer and Knstine M. Gebbie, St. 
Louis, The C.V. Mosby Company, 1976. 
Approximate price $8.35 
Reviewed by Joyce Nevitt, Professor of 
Nursing, School of Nursing, Memorial 
University of Newfoundland. 
The authors provide the key to this book in the 
Jreface. where they note that creativity cannot be 
aught, but that each teacher has a "potential for 
;ome degree of creativity on The degree and kind are 
ependent upon the individual.. .. 
Unit one places teaching clinical nursing in 
erspective. Development and trends are described 
n relation to the scientific and social changes which 
lave influenced nursing education. and the 
1iscussion is supported by reference to numerous 
;tudies that have been done in the past decades. 
fhroughout the book. definition of terms with 
!mphasis on key words, avoids ambiguity. 
The second unit discusses both the 
13dministrative responsibility for providing a climate 
",ith,n which teachers can be free to develop the 
'potential" for creativity. and the personal qualities 
f the effectively creative teacher. 
The major part of the book is devoted to the 
:lpplication of principles and methods of teaching 
"ursing. In their discussion of multimedia devices 
bnd methods, the authors focus on the person rather 
han on the equipment or method. Relative values of 
Herent methods of teaching are discussed against 
3. clear understanding of the relationship between 
he stated philosophy of the school and of the 
objectives to be achieved. 
The purposes and processes of evaluation are 
escribed In terms of meeting the goals of the 
valuatee, whether of the student or of the teacher. 
ther than as a superimposed judgment based on 
he intUitIon of the evaluator. The assessment of the 
tudent's performance is viewed as a progressive 
recess throughout the program, using a variety of 
ools, and showing how the creative teacher applies 
hem in cooperation with the student. The eval uation 
f the teacher is based on criteria acceptable to both 
he evaluatee and evaluator. 
Finally the teacher s roles and responsibilities 
o the profession and to the community. are seen as 
personal commitments which are vital to the 
development of creativity in the teaching of nurSing. 
Teachers who seek a "how-to-do-it. handbook 
...ill be disappointed, but the thoughtful reader will 
find stimulation. support, and encouragement. She 
will discover a means of self-evaluation by which to 
ompare her own performance with the precepts 
nd concepts presented in this well written, 
nalytical, and thought-provoking book. 
There is an impressive list of references at the 
lose of each chapter, and a comprehensIVe Index. 
The essence of this book lies on the printed 
ages. For those to whom "eye appear' has a 
sychological attraction, it IS suggested that they 
ake time to study the contents carefully before 


. 


making a judgment. for in appearance, the book 
lacks the sharp focus that artistic printing styles can 
create. 
Creative Teaching in Clinical Nursing should be 
in the hands of all teachers of nursing, all 
administrators and others who are involved In 
providing the teaching environment. and in 
evaluating teaching. 


Behavioral Methods for Chronic Pain and 
Illness, by Wilbert Fordyce, The CY Mosby 
Company, St. Louis, 1976. Canadian Agent: 
Mosby, Toronto. 
Approximate price $10.00 
Reviewed by Christina Mikoski, B.Sc.N., 
Teaching Master, Nursing Program, 
Confederation College, Thunder Bay, Ontario. 


A lengthy introduction serves to familiarize the 
reader quite well with what is to be expected 
from perusing the book. It examines chronic pain 
from a behavioral perspective, including the 
manifestations in the affected individual, the effect 
on significant contacts. and the proposed treatment 
modalities. Many of the attitudes and approaches 
developed in relation to chronic pain may be suitably 
adapted to other problems one encounters in 
chronic illness. 
The book is divided into three main sections. 
The first one covers concepts of pain and 
psychogenic pain in behavioral terms. It also relates 
operant conditioning learning theories to the 
development of behaviors associated with pain. 
Section Two, titled Evaluation, begins by 
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establishing treatment goals through examining 
medical problems from a behavioraf viewpoint. 
There is a fairly comprehensive chapter presenting a 
behavioral analysis guide which should help an 
interviewer establish the degree of operant pain, the 
presenting problems of the patient. and the 
slÇniflcance of other persons. The short chapter on 
patient selection concluding this section examines 
the suitability of potential patients for operant-based 
management. 
Section Three focuses on treatment methods 
which are designed to reduce pain or sick behavior, 
to increase exercise and activity level. and to modify 
factors which positively or negatively reinforce pain 
behaviors. Orientation of patient and family to the 
treatment process serves as an appropriate first 
chapter in this section. A useful chapter deals with 
patients who have medication problems and a 
medication deconditioning program involving use of 
a '"pain cocktail" at regular intervals in steadily 
dimishing strengths. 
There is an adequate bibliography and index in 
the book. Numerous graphs and diagrams are used 
to illustrate issues. 
The book is well-written in a clear, easily 
understood format It would serve as a useful 
reference in any nursing library and as a 
thought-provoking resource for any individual 
concerned with the problem of chronic pain. 


Psychiatric Nursing in the Hospital and the 
Community 2nd ed. by Ann Wolbert Burgess 
and Aaron Lazare, 520 pages. Prentice-Hafl 
Inc., Englewood Cliffs, N.J. 1976. 
Approximate price $12.95 
Reviewed by Mona McLeod. Professor, 
School of Nursing, UniversIty of Manitoba, 
Winnipeg, Manitoba 
I liked the first edition of this book and fmd the 
second edition equally satisfying. Both editions have 
focused on people as human beings, and give 
recognition to our shared humanity in all its 
ramifications. Secondly the authors see emotional 
disturbances as a sign of people "suffering in their 
behaviors. in their thoughts. and especially in their 
feelings. "Mental illness represents the patient's 
attempt to cope with overwhelming experiences:' 
The book, although directed to students and nurses 
engaged in psychiatric nursing, would be useful to aJi 
nurses engaged in working directly with people. 
The format of the book is useful For instance, 
the introductory chapters help individuals recognize 
and manage the feelings they experience when 
working with people who are emotionafly disturbed, 
and again appeals to a wide range of concerns and 
worries commonly shared by students. The second 
chapter helps us to understand the anxieties and 
worries experienced by the patient in a psychiatric 
setting, anxieties added to theemotionaf problem for 
which he or she is seeking help. It seems important 
that these two areas of concem should be attended 
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New 2nd Edition! 
ADULT AND CHILD CARE: 
A Client Approach to Nursing 
Focusing on the patient as client. this extensively revised new 
edition reflects the same innovative approach as its successful 
predecessor: it Integrates adult and child care, according to basic 
human needs (safety and security. activity and rest. sexual role 
satisfaction. need for oxygen, nutrition and elimination). The authors 
have added much in-depth information on pathophysiologic pro- 
cesses and expanded all discussions of nursing care. Major 
changes in the chapter on cardiovascular illness and new material 
on pathophysiology of cancer and assessment techniques for con- 
genital anomalies are included The chapter on sexual role satisfac- 
tion provides new information on nursing assessment of breast 
cancer and venereal disease, and a new section on rape. 
By Janet Miller Barber, R.N., M.S.; Lillian Gatlin Stokes, 
R.N., M.S.; and Diane McGovern Billings, R.N., M.S. March, 
1977. 2nd edition. 1.036 pages plus FM I-XIV 8" x 10". 738 illustra- 
tions Price $18.85. 


MEDICAL/SURGICAL 


A New BooK. NURSING MANAGEMENT 
OF DIABETES MELLITUS. Edited by Diana 
W Guthfle, RN, MS PH., FAANC. and 
Richard A Guthrie, MD., F AAP.; with 9 
contributors. This new supplementary text 
presents up-to-date information to help your 
students better understand diabetes mel- 
litus - and to properly educate their diabe- 
tic pallents. The authors discuss every as- 
pect of the disease - from definition and 
diagnosIS to nursing management, acute 
and chronic care. complications. psycho- 
social problems and patient education 
March 1977 294 pp.. 64 illus Price. $8.35. 
New 2n1 Editirn' CONTROLLING THE 
SPREAD OF INFECTION: A Programmed 
Presentation. By Betty Mcinnes, R.N., 
B.Sc N . M Sc (Ed.) Proceeding from sim- 
ple to complex. this effective supplement 
skillfully combines nursing management 
with aseptic principles and control proce- 
dures as they apply to patients and hospital 
personnel This revision retains the effective 
programmed format of the prevIous edition 
with each section updated expanded. and 
clarified Highlights Include. new headings 
for qUick reference: a new glossary, and 
three new appendices for summary reviews. 
March. 1977 139 pp. 12 i lIus Price. $6.25. 
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New 9th EditIOn I Mosby's COM- 
PREHENSIVE REVIEW OF NURSING. 
Edited by Dolores F Saxton, R N. B.S In 
Ed., M.A, Ed D.; Patflc/a M Nugent, R.N., 
AA5, B 5 M 5., and Phyllis K Pelikan, 
R.N., AAS B 5., M A; with 10 contributtng 
authors Revised reorganized and fleld- 
tested for accuracy. the new edition of this 
widely acclaimed review book examines 
current practices In professional nurSing. It 
features new matenal on motivation and the 
teaching process psychosomatic d Isor- 
ders, Canadian nursing history physIcs and 
chemistry. The revised medical-surgical 
section emphasizes common or recurnng 
diseases. January, 1977 624 pp., 17 Illus 
Price, $13.15. 
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A New Book! REVIEW OF PSYCHIATRIC 
NURSING By Donna Conant AgUilera 
Ph 0 , F A A N This new gUide oHers a con- 
cise overview 01 the latest practices and 
concepts In mental health nurSing Easy-to- 
read diScussions examine such tOpiCS as 
maladaptive behavior, psychlatnc symp- 
toms; management of psychlatnc Units and 
crisis Intervention The author effectively 
bndges the gap between theory and clinical 
expenence by allowing students to lormu- 
late the rationale for assessment January 
1977 171 pp Price, $5.80. 


,
 
. ..... 

 " 
;JIa 100 ... 
,. " 


,. 


FUNDAMENTALS 


New 2nd Editlon l THE PROCESS OF 
PLANNING NURSING CARE: A Model for 
Practice. By Fay LOUIse Bower, R N B.S, 
M S.N This new edition provides a concise 
up-to-date guide to the process of planning 
holistic nursing care DIscuSSions reflect the 
nurse's Increased responsibilIty for 
decision-making and offer new Information 
on nursing assessment and diagnoSIs 
You II also find updated case hlstones and 
new problem-onented care plans. March 
1977 167 pp 9 figs Price. $6.05. 
A New Book ' TECHNOLOGY FOR PA- 
TIENT CARE: Applications for Today, Im- 
plications for Tomorrow. By Joseph D. 
Bronzino, Ph D. Written for students with lim- 
ited background in advanced mathematics 
or englneenng, this important supplemen- 
tary text provides current matenal on the 
major technological developments that af- 
fect today s health care delivery Clear 
well-Illustrated discuSSions explalO the op- 
eration of a wide variety of the latest Instru- 
ments used to mOnitor diagnose and treat 
patients Among the many informative tOpiCS 
explored are. artificial heart development 
computed tomography and nuclear 
medicine June 1977 270 pp 135 ,lIus 
Price, $10.00. 


MATERNAL/CHILD 
New 3rd Edltlon l PEDIATRIC NURSING. 
By Helen C Latham R N , M L , M S.; Robert 
V Heckel, B S M 5 , Ph D , Larry J Hebert 
B S., MD., F A A p, and ElIzabeth Bennett 
R N Ed D , with 3 contflbutors. The revised 
and updated 3rd edition of this basIc text 
helps you effectively prepare students to 
meet the challenges of pedlatnc nurSing 
This revision features an expanded up- 
dated section on promotion 01 health from 
IOlancy through adolescence with explana- 
tions of individual vanances assessment 
gUides for particular age groups. and nurs- 
Ing care Other highlights Include ex- 
panded matenal on genetic counseling and 
genetic diagnoSIs. updated psychologic 
tests and updated matenal on the battered 
child July 1977 622 pp 253111us Price, 
$14.65. 


ISSUES, TRENDS 81. 
ADMINISTRATION 
A New Bo CURRENT PERSPEC- 
TIVES IN NURSING: Social Issues and 
Trends, Volume I. Edited b} Michael H 
Miller Ph D and Bever C F nn R 
Ph D , with 20 c.r'flbu'- fh 
lecnon of onglnal artiCles exam nes _Ign 
cant Issues now faclOg the nurslOg prdes 
slon Wntten by leading auth Jnl If SI 
era I fields 01 nurSing the paper
 ,)L 
five major tOpiCS ethlco. rE'
:!arch "
alt
 
care delivery organization ar j edu 
SpecIfic Issues discussed Inc ude the es 
tabllshment of nurSing unlon- allJat -- 
education programs and establish" 
JOint commiSSIOn between nurs,n'] and 
medlclOe May 1977 188 pp 4111us Price. 
$11.05 (C): $7.90 (P). 


A New Book NURSING CARE EVALUA- 
TION: Concurrent and Retrospective Re- 
view Criteria. By Sharon Van Sell Davldo.on 
R N B S N M Ed , with Betty Clark Burle- 
son, R N B S N , M N , Jean Ellen Schee' 
Crawford, R N , B S N , M N, and Sue Chfls 
tofferson, R N This new text provides 
gUidelines and model cntena lor both con- 
current and retrospective nursing audit of 
more than 250 diseases and medical condi- 
tions Arranged In alphabetical order the 
cntena are both comprehenSive and flexI- 
ble The authors offer a systematic or- 
ganized approach to nurSing care compat- 
ible with PSRO and beneficial to patients 
October 1977 Approx 442 pp About 
$15.70. 


A New Book! NURSING RESEARCH: A 
Learning Guide. By Natalie Pavlovich 
R N Ph D Covenng every phase of the re- 
search process this concise wor boo 
helps students Identify basIc concepts and 
apply knowledge and skills Eight well- 
organized chapters discuss the problerr., 
review of literature, hypothesIs research 
methodology, data collection data and.ySIS 
conclusions and recommendatlor" and 
final reports You II appreciate the many 
helpful learning aids - Ir
ludlng gJ
r 
sanes selected readings and d :U' 
questions January 1978 Approx 320 pp 
About $7.30. 
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to before proceeding with theory related to patient 
care. 
Following the introduction, Part II considers the 
theoretical framework underlying practice. The 
conceptual models in patient care include biological, 
phychologlcal, behavioral, and social models. The 
distinction made between models, in terms of 
philosophy, theory and goals is a useful one. offering 
guidance to the reader to explore further, as well as 
indicating implications for nursing practice. 
Psychodynamic concepts and personality 
development are reviewed and illustrated. 
The review of theory in Part II provides a base 
for a consideration of the conceptual framework for 
nursing practice in Part III. The chapter headings 
include the Nursing Process, Techniques in the 
Therapeutic Process, Stalls in the Therapeutic 
Process, Interviewing Techniques and Therapeutic 
Interventions. Stalls in the Therapeutic Process is a 
particularly useful chapter in that it identifies 
common and specific situations in which planned 
therapy cannot proceed because the therapist 


becomes stuck In managing some of her/his own 
feelings. 
The fourth part of the book is devoted to clinical 
syndromes. The syndromes are viewed as specific 
patterns of feelings, thoughts and behaviors. The 
emphasis is on the genuineness of human feeling, 
even though it may be considered pathological. 
Each chápter includes the nursing management of 
care. 
The fmal section of the book is entitled 'fhe 
Community. These remaining chapters consider: 
social and psychological factors influencing human 
behavior; the concept of the customer approach to 
patienthood showing how the health seeker can help 
the provider; crisis theory and development; grief in 
terms of normal bereavement; the elderly in the 
community; alcoholism and drug abuse as 
community health problems. 
The authors indicate the necessity for nurses to 
be socially conscious in their plactice. The content of 
this final part comprehensively supports this view. 
All in all this is a timely text. 
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Are You Driving Your Children to Drink? 
Coping with Teenage Alcohol and Drug 
Abuse by Donald A. Moses, M.D. and Robert E 
Burger, 216 pages, Toronto, Van Mostrand 
Reinhold Company, 1975. 
Approximate price $10.75 
Reviewed by Colleen Stainton, Associate 
Professor, Faculty of Nursing, University of 
Calgary, Calgary, Alberta. 
This book addresses one of the country.s 
leading health problems - dlug abuse and 
alcoholism in teenagers. 
The authors, Dr. D.A. Moses, a psychiatrist, am 
his colleague, R. BUlger, have developed a book 
that provides a framework for interviewing a 
teenager and/or his family when alcoholism or drU!j I 
abuse is thought to be a problem, and for 
participating in decisions related to treatment. 
The book is divided into four parts. Part I, 
entitled The Roots, descnbes the connection 
between teenage drug problems and the 
parent-child relationship. The absentee parent, 
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istant parent. inadequate parent, and psychotic 
arent are defined. with a psychoanalytical 
escription of the effects these parent behaviors 
ave on teenage offspring. 
Part II, Storm Warnings, describes symptoms 
1e teenager with a drug related problem will 
ave - depression, rebellion and dependency - 
nd his resort to drugs as an escape from these 

elings and their effects on parent and peer 

Iationships. Common misinterpretations of his 
ehavior resulting from society s sterotypes and 
xpectations are discussed and refuted. A clear 
escription of drugs commonly used concludes this 
ection. 
Part III, Healing, describes the currenttherapies 
vallable: one to one psychotherapy, group therapy, 
1d concept therapy. Comparison of these 
lethods is made emphasizing that a key to success 
I treating the teenager is the stimulation of the 
arents to change their behavior. 
Part IV, The Public Problem, discusses the 
eed for society at large to familiarize Itself with the 
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real issue of teenage alcohol and drug abuse by 
giving up value-laden, punitive attitudes. 
Schools, clergy, law enforcement offices and 
the parents must work cooperatively and 
knowtedgeably in recognizing faclors conducive to 
the development of this problem and in treating the 
problem when it does occur. This part concludes 
with a brief but thorough description of child-parent 
development and the importance of responsible and 
responsive love as the child moves from one slage 
to another. 
An interesting bibliography is included. 
This book would be an interesting reference 
book for any health team member working in 
schools, clinics or hospital units where teenagers 
are part of the clientele. 


Managementfor Nurses: A multidisciplinary 
approach. Edited by Sandra Stone, Mane 
Streng Berger. Dorothy Elhart, Sharon Connel 
Fersich and Shelly Baney Jordan. The C.V. 
Mosby Company, St. Louis, 1976. 
Approximate price $B.70. 
Reviewed by Joan Peters, Director of 
Nursing Service, Charlottetown Hospital, 
Charlottetown, P.E.I. 


This book is a combination of articles written by 
people in various disciplines and edited by a 
group of professors of nursing at the University of 
Oregon. It is divided into three distinct units with a 
study guide and bibliography as a follow up to each 
unit. 
Unit one is concerned with structural factors 
and their influence on efficient organizational 
functioning. 
When discussing philosophies, purposes and 
objectives and why we have them, it is clearly 
brought out that many times these are carefully 
prepared by people just because the job is to be 
done, that many times these philosophies and 
objectives are neither practical nor funtional. Many 
times "how" they are written and "what' they should 
contain is more important than "why" they were 
written and what one does with them. 
Unit II deaJs with personnel factors and theil 
influence on efficient functioning. Leadership, 
communications. motivations. job satisfaction, and 
the change process are discussed and their 
implications developed. 
Unit III discusses the economic factors and their 
influence on efficient organizational functioning. 
The chapter on budget planning is of great 
assistance to anyone who needs help with budget 
planning; the illustrations are helpful in assisting 
anyone working on a budget. Staffing patterns are 
discussed with eleven steps to proper staffing. 
Evaluation of nursing care is dealt with as well as the 
evaluation of nurse performance. 
Some political influence and negotiations are 
also discussed. One author questions particularly 
the role of collective bargaining in nursing, 


suggesting that because nursing is a profession, it is 
not the trend for nurses to follow. 
There are some excellent forms, charts and 
illustrations throughout the book e.g. evaluation of 
nursing services on a patient care unit. 
The book is au seful book for nurses in the area 
of management. It is well written, concise and easy 
to read. 
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Publications recently received in the Canadian 
Nurses Association Library are availableon loan- 
with the exception of items marked R - to CNA 
members, schools of nursing, and other institutions. 
Items marked R include reference and archive 
materiallhat does not go out on loan. Theses, also 
R, are on Reserve and go out on Interlibrary Loan 
only. 
Requests for loans, maximum 3 at a time. 
should be made on a standard Interlibrary Loan form 
or by letter giving author, title and item number in this 
list. 
If you wish to purchase a book, contact your 
local bookstore or the publisher. 
Books and documents 
1. Associalion des universités el coIlèges du 
Canada. Inventalfe des recherches sur 
/'enseignementsuperieurau Canada 1976. Ottawa, 
1976. 1v. R 
2. Association of Universities and Colleges of 
Canada. Universities and col/eges of Canada, 1976 
Ottawa, published jointly by AUCC and Statistics 
Canada. 1977. 1v. 
3. Bailey, David S. Therapeutic approaches to the 
care of the mentally il/, by... and Sharon 0_ Dreyer. 
PhiladeiPlia, Davis, 1977. 278p. 
4. British Columbia. Commission on Vocational. 
Technical and Trades Training. Report. Victoria, 
1977. 11 p. Chairman: Dean H. Goard 
5 British Columbia. Ministry of Education. 
Committee on Continuing and Community 
Educalion. Report of the committee on continuing 
and community education in British Columbia 
Victoria, 1976. B2p. 
6. Claus. Karen E. Power and influence in health 
care; a new approach to leadership. by... and June 
T. Bailey. St. Louis, Mosby 1977. 191p. 
7 Darling, Martha. The role of women in the 
economy; a summary based on ten national reports. 
Paris, Organisation for Economic Co-operation and 
Development, c1975. 127p. 
8. Davison, Catherine V. A career planning guide, 
by... and L. Glen Tippett, Ottawa. Manpower and 
Immigration, 1977. 123p. 
9. -. A job search guide, by... and L. Glen Tippett. 
Ottawa. Manpower and Immigration, 1977. 130p. 
10. Dubbin. Mabel Louise, 40 years a nurse. 
Sydney. N.S.. Martm Equipment ltd., c1975. 
157p. R 
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11. A foreign language guide to health care: 
English, French, German, Italian, Spanish. 
Chicago, Blue Cross Assoc., 1975. 95p. 
12. International Conference on Health Education, 
Ottawa, 9th, August 28 - Sept. 3, 1976. Health 
education and health policy in the dynamics of 
development. Summary proceedings. Geneva, 
International JournaJ of Health Education, c1977. 
86p. 
13. International Labour Conference, 63rd session, 
Geneva, June 1977. Committee on nursing 
personnel. Draft report. Geneva, 1977. 87p. 
14. Jensen, Margaret, Matermtycare: the nurse and 
the family, by... et al. St. Louis, Mosby, 1977. 764p. 
15. Maurice, Marc. Shift work: Economic 
advantages and socIal costs. Geneva, International 
Labour Office, 1975. 146p. 
16. Manitoba Association of Registered Nurses. 
PositIon paper on occupational health nursing in 
Manitoba. Winnipeg, 1977. 98p. 
17. Mason, Mildred A. Basic medical-surgical 
nursing. 3d ed. New York, Macmillan, 1974. 584p. 
18. Morgon, Alain. Education précoce de /'enfant 
sourd; à fusage des parents et des éducateurs, 
par... Paule Aimard et Nathalie Daudet. Paris, 
Masson, 1977. 99p. 
19. Nadeau, Marc-Andlé. Mesure et évaluation des 
objectifs pedagogiques: Manuel 
d'auto-enseignement sur les objectjfs 
pedagogiques etleur mesure. Ouébec, P.O. 
Éditions Saint-Yves, 1975. 98p. 
20. O'Connell, Brian, Effectjve leadership in 
voluntary orgamzations; how to make the greatest 
use of citizen service and influence. New York, 
Association Press, 1976. 202p. 
21. Page, Stewart. Mental patients and the law. 1st 
eel. Toronto Self-Counsel Pr., 1973. 116p. 
22. Piéron, Henri. Vocabulairede/apsychologie. 5. 
éd. Paris, Presses Universitaires de France, 1973, 
c1951. 575p. R 
23. Pillitteri, Adele. Nursing care of the growing 
family: a child health text. 1 st eel. Boston, Little 
Brown, c1977. 834p. 
24. Repertoire des associations du Canada. 
Prépare sous la direction de Brian Land, Toronto, 
University of Toronto, 1975. 550p. R 
25. Roper, Nancy. Man's anatomy, physiology, 
health and environment. 5th ed. Edinburgh, 
Churchill Livingstone, 1976. 520p. 
26. The Royal College of Nursing of the United 
Kingdom. Evidence to the royal commisSIon on the 
national health service. London, 1977. 69p. 
27. Seguy, Bernard. Nouveau manuel 
d'obstetflque, par... et al. 3. éd. Paris, Intermédica, 
1973. 3v. (pagination multiple) 
28. -. Obstetrique. 5. éd. Paris, Maloine. 1976. 
528p. 
29. Sutermeister, Robert A. People and 
productivity. 3d ed. New Yorl<, McGraw-Hili, 1976. 
475p. 
30. Travelbee, Joyce. Intervention in psychiatric 
nursing: process in the one-to-one relationship. 
Philadelphia, Davis, c1969. 280p. 
31. Vukovich, Vilginia C. Care ofthe ostomy patient, 
by... and Reba Douglass Grubb. 2d eel. St. Louis, 
Mosby, 1977. 150p. 
32. Western Interstate Commission for Higher 
Education. Funding sources for research in the 
health sciences compiled by Rosemary G. Campos. 
Boulder, Co., 1975. 144p. 
33. Williams, Melvin H. Nutritional aspects of human 
physical and athletic performance. Springfield, III., 
Charles C. Thomas, 1976. 444p. 
34. Women in nursing; a descriptive study. Directed 
by Lisbeth Hockey. London, Hodder and Stoughton 
c1976. 253p. 
35. Woodbury, Marda. A guide to sources of 
educational informatjon. Washington, D.C., 
Information Resources Press, 1976. 371p. 
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POSEY FOR PATIENT COMFORT 


The new Posey products shown 
here are but a few included in the 
complete Posey Line. Since the 
introduction of the original Posey 
Safety Belt in 1937, the Posey 
Company has specialized in 
hospital and nursing products 
which provide maximum patient 
protection and ease of care To 
insure the original quality product, 
always specify the Posey brand 
name when ordering. 
The Posey "Swiss Cheese" Heel 
Protector has new hook and eye 
fasteners for eaSY-application and 
sure fit. Available in convoluted 
porous foam or synthetic fur lin- 
ing. 116121 (fur lining), -116122 
(foam), 


.
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The Posey Fool Elevator protects 
pressure sensitive feet by keeping 
them completely off sheets. A 
washable flannel liner protects the 
ankle. Soft polyurethane foam ring 
with slick plastic shell allows pa- 
tient to move his foot freely. 
116530 (4 inch width), 


.l 


... 


The Posey Foot-Guard with new 
"T" bar stabilizer simultaneoUSlY 
keeps weight of bedding off foot, 
helps prevent foot drop and foot 
rotation. 116412, 


I 
-- 


The Posey Elbow Protector helps 
eliminate pressure sores and fric- 
tion burns. Three models are avail- 
able. 116220 (synthetic fur w/out 
plastic lining), 


The Posey Ventilated Heel Pro- 
tector helps prevent friction and 
skin breakdown while allowing 
free movement. The newly devel- 
opei dosure holds hee l protector 
on t e most restless patient. 116110 
(w/plastic she//), 


Send for the free new POSEY catalog - supersedes all previous editions. 
Please insist on Posey Quality - specify the Posey Brand name. 


Send your order today! 
HEALTH DIMENSIONS LTD. 
Commerce City 
2222 So. Sheridan Way 
Misslssauga, Ontario 
Canada LSJ 2M4 
Phone: (416) 823-9290 



36. World Health Organization. Alcohol - related 
disab1l1ties Edited by G. Edwards, et al. Geneva, 
1977. 154p (WHO Offset Publication no 32) 


Pamphlets 
37. American Nurses' Association. Theprofessional 
nurse and health educatjon: a statement of the 
American Nurses' Association Division on 
Medical-SurgIcal Nursmg Practice and the Division 
on Community Health Nursing Practjce. Kansas 
City, Mo., 1975. 7p. 
38. -. Standards of rehabilitation nursing practice. 
Kansas City, Mo., 1977. 12p. 
39. -. Division on Psychiatric and Mental Health 
Nursing Practice. Statement on psychiatric and 
mental health nursing practice. Kansas City, Mo., 
1976. 30p. 
40. L'Association des Infirmières Enregistrées du 
Nouveau-Brunswick. Memoire a la commIssion de 
renseignement superieur des provinces maritimes. 
Fredericton, 1977. 17p. 
41. L'Association du Personnel'ntirm'er des 
HOpltaux Publics. ConstItution, Fredericton, 1975. 
5p. 
42. Assoaation of Universities and Colleges of 
Canada. Inventory of research into higher 
educalion in Canada 1976. Ottawa, 1976. 1v. R 
43. Blumen, Helen E. CCU design, staffing, and 
operating policies. Santa Monica. Calif., Rand 
:orp.. 1975. 14p. 
144. Bower, Miriam T. Clothing for the handicapped; 
fashion adaptations for adults and children. 
Minneapolis, Mn., Sister Kenny Institute, c1977. 
1 40p . 
45. Brashear, Diane B. The socIal worker as sex 
educator. New York, SIECUS, 1976. 27p. 
46. Canadian Council on Social Development. 
Board of Governors Meeting, Ottawa Oct. 18-19, 
1976 Review of draft federal legIslation on the 
social services. Ottawa, 1976. 17p. 


47. Canadian Public Health Association. The nurse 
and commumty health. Functjons and qualifications 
for practjce in Canada Ottawa, 1977. 13p. 
48. College of Nurses of Ontario. Report of the 
Director, 1976. 1v. (vanous pagings) 
49. Conseil canadien de Developpement social. 
Reunion du Bureau des Gouverneurs, Ottawa 18-19 
Oct. 1976. Revue de la situation quant a la 
legIslation preliminaire sur les services sociaux 
personnels. Ottawa, 1976. 17p. 
50. Freese, Arthur S. Cataracts and their treatment 
New York, Public Affairs Committee, c1977. 24p. 
(Public affairs pamphlet no. 545) 
51. Gross, Ronald. New paths to learnmg: college 
education for adults. New York, Public Affairs 
Committee, c1977. 28p. (Public affairs pamphlet no. 
546) 
52. Ketly, Gary F. The guidance counselor as sex 
educator. New York, SIECUS, 1976 32p. 
53. MacVicar, Jean. Approaches to staff 
development for departments of nursing; an 
annotated bibliography, by... and Rose Boroch. 
New York, National League for Nursing, c1977. 38p. 
NLN Publication no. 20-1658. 
54. Michigan Nurses' Association. PosItron on 
nursing practice. East Lansing, Mi., 1971. 12p. 
55. Mortensen, Charles. AssociatIon evaluatjon; 
guidelines for measuring organization 
performance. Washington, American Society of 
Association Executives, 1975. 42p. 
56. T.hiessen, G. J. Effects of noise on man. Ottawa, 
National Research Council, 1976. 89p. (NRCC no. 
15383) 
57. National League for Nursing. Nursing's role in 
patients'rights. New York, 1977. (NLN publication 
no. 11-1671). 
58. National League for Nursing. Dept. of Associate 
Degree Program. Associate degree education for 
nursing. New York, National League for nursing, 
1976-77. 25p. 


Students & Graduates 


EXCLUSIVE 
PERMA-STARCH FABR:C "NEEDS NO STARCH" 
WASHABLE, NO IRON 


WEAR YOUR OWN. WE DUPLICATE YOUR CAP. 
STANDARD & SPECIAL STYLES 
SINGLE OR GROUP PURCHASE. QUANTITY DISCOUNT. 


THE CANADIAN NURSE'S CAP REG'D 
P.O. BOX 634 
ST. THERESE, QUE. J7E 4K3 


To receive a free sample of our "needs no starch" cloth, and more 
information, please clip this coupon and mail today. 


Name ..................................................................... 


Address. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
City.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .Postal Code...... . . . . . . . . . . . . 


. 
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Slow-
 folk- 


(ferrous sulfate-folic acid) 
hematinic with folic acid 


Indications 
Prophylaxis of Iron and folic aCId 
deficiencies and treatment of 
megaloblastic anemia, during pregnancy, 
puerperium and lactation. 
Warnings 
Keep out of reach of children. 
Contralndications 
Hemochromatosis, hemosiderosIs and 
hemolytic anemia. 
Adverse Reactions 
The following adverse reactions have 
occasionally been reported. Nausea, 
diarrhea, constipation, vomiting, 
diuiness, abdominal pain, skin rash and 
headache. 
Precautions 
The use of folic acid in the treatment of 
pernicious (Addisonian) anemia, in which 
Vitamin B12 is deficient, may return the 
peripheral blood picture to normal while 
neurological manifestations remain 
progressive. 
Oral1ron preparations may aggravate 
existing peptic ulcer, regional enteritis 
and ulcerative colitis. 
Iron, when given with tetracyclines, binds 
in equimolecular ration thus lowering the 
absorption of tetracyclines. 
Dosage 
Prophylaxis: 
One tablet daily throughout 
pregnancy. peurperium and lactation. 
To be swallowed whole at any time of 
the day regardless of meal times 
Treatment of megaloblastic anemia: 
During pregnancy, puerperium and 
lactation; and in multiple pregnancy: 
two tablets. in a single dose, should 
be swallowed daily 
Supplied 
Each off-white film-coated Slow-Fe tablet 
contains 160 mg ferrous sulfate (50 mg 
elemental iron) and 400 mcg folic acid in 
a specially formulated slow-release base. 
Packaged in push-through packs 
containing 30 tablets per sheet and 
available in units of 30 and 120. 
Full mformation available on request. 
References 
1 Nutrition Canada National Survey A report 
by NutritIon Canada to the Department of 
National Health and Welfare, Ottawa. 
InformatIon Canada, 1973. Reproduced by 
permIssIon of Information Canada. 
2. R. R. Streiff. MD, Folate Deficiency and Oral 
Contraceptives. Jama, Oct. 5, 1970, 
Vol. 214, No.1. 
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Canesten 
Antifungal and clotrimazole 
trichomonacidal agent 


PRESCRIBING INFORMATION 
INDICATIONS Canes ten Cream and Solution Topical 
. .... 'me,,' of thf' '("'lowing dermal mfectlons tinea pedis 
rl =t ir i :I 'mea corporiS due to T rubrum T menta- 
I ",>t.;les and Epldermophvton floccosum candidiasIs due 
tf L alDlcans tinea versIcolor due to MaiassezI3 furfur 
Canesten Vagmal Tablets Treatment of vaginal candidiasIs 
aFld trlchomomasls Canesten Vaginal Tablets may be used 
In both pregnant and non-pregnant women as well as In 
women takmg oral contracepllves (See Precautions) 
DOSAGE AND ADMINISTRATION Cream and SolutIOn 
Thml\,' apply and gentlv massage suffiCient cream or solu- 
tion Into the affected and surrounding skm areas tWice 
dall
 In the morning and evening 
For vulVitiS Canesten Cream should be applied to the vulva 
and as far as the anal region For balamtls and preventIOn of 
vagmal mfectlOn or remfectlon by the partner Canesten 
Cream should be applied to the glans pems 
Vagmal Tablets One tablet a day for SIX consecutive days. 
USing the applicator, Insert one tablet deep intravaglnally 
preferably at bedtime In order to aVOid treatment during 
menstruation It IS suggested that treatment be started at 
ledst 6 days pnor to the anticipated menstrual period 
DURATION OF TREATMENT Cream and SolutIOn The 
duration of therapy vanes and depends on the extent and 
localization of the disease Generally. climcallmprovement 
with relief of pruntus usuallv occurs within the first week of 
treatment Tinea mfectlons requlreapprmumately 34 weeks 
of therapy while In candidiasIs 1 2 weeks treatment IS often 
adequate If no cllmcal Improvement IS observed after 4 
weeks the diagnoSIS should be reviewed 
I f a cure IS not mycologically confirmed or 10 order that 
relapses may be prevented (particularly In mycoses of the 
foot), treatment should as a rule be continued for 2 weeks 
o1fter all cllmcal symptoms have disappeared 
Vagmal Tablets The six-day therapy may be repeated If 
necessary 
SPECIAL REMARKS Cream and SolutIon Added hygien- 
IC measures are of special Importance In the management 
of the often refractory fungal diseases of the foot To aVOId 
trapped mOIsture the feet - particularly between the toes 
should be dried thoroughly after washlOg 
Onychomycoses oWing to their location and physiological 
factors generally respond poorly to topical antimycotic 
therapy alone due to poor penetration Into horny substance 
Treatment with Canesten may be conSidered In cases of 
paronychia and as adjunctive therapy In onychomycoses 
following extraction or ablation of the nail 
Vagmal Tablets Added hygienic measures such as tWice 
dally tub baths and aVOIdance of tight underclothlOg IS 
highly recommended 
In the case of chnlcally significant trichomonal infection 
additional therapy with a systemic trichomonacidal agent 
should be conSidered Such therapy IS essential for the 
treatment of vaglOal infections which may also Involve 
Barthohn s glands and the urethra 
CONTRAINDICATIONS Except for possible hyper 
sensitivity Canesten Solution Cream and Vaginal Tablets 
have no known contra Indications 
PRECAUTIONS As with all topical agents. skin senSltlza 
lion may result Useof Canesten topical preparatrons should 
be discontinued should such reactions occur and approp- 
riate therapy instituted 
Canesten Solution and Cream are not for ophthalmic use 
Canesten Vaginal Tablets are not for oral use 
Use 10 Pregnanc.,. Although IOtravagmal apphcatlon of 
clotrlmalole has shown neghglble absorption from both 
normal and Inflamed human vagmal mucosa Canesten 
Vaginal Tablets should not be used In the first tnmester of 
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t physIcian conSiders It essential to the 
The use of the supplied apphcator may be undesirable m 
some pregnant patients and digital insertion of the tablets 
IS an alternative which should be considered 
SIDE EFFECTS Large scale clinical tnals have shown that 
(anesten IS very well tolerated after topical and vaginal 
apphcatlon 
Cream and S.olutlOn Er't:thema stlngmg blistering. peeling. 
edema pruntus urtlcana and generallrntatlon of the skin 
have been reported infrequently 
Vagmal Tablets Skin rash lOwer abdominal cramps slrght 
urinary frequency and burning or Irritation In the sexual 
partner have occurred rarely In no case was It necessary 
to discontinue treatment with Canesten Vagmal Tablets 
AVAILABILITY Canes ten SolutIOn 1 % IS supplied In 20 ml 
plastic bottles In carton Each ml contains 10 mg of 
clotnmazole In a non-aqueous vehicle 
Canesten Cream 1 % IS supplied in 20 g tubes In carton 
Each g contams 10 mg of clotnmazole in vanlshmg cream 
base 
Canes ten Vagmal Tablets 100 mg are supplied in boxes 
contalnmg one stnp of SIX tablets with plastic applicator and 
patient leaflet of IOstructlons 
REFER ENCES 1 Lohmeyer H Postgrad Med J 50 
Suppl 78 1974 2 Schnell J D . Ibid p 79 3. Legal 
H P Ibid p B1 4 Wid holm 0 Ibid. p B5 5 Couch 
man J M Ibid p 93 6 Hlgton. B K Ibid. P 95 7 
Oates J K Ibid p 99 B Masterton. M B et al Curr 
Med Res Opln 3 83 1975 9 Sawyer P R . et al 
Drugs 9424 1975 10 Postgrad Med J 50 Suppl . 
54-76 1975 
For further prescnblng information please consult the 
Canesten Product Monograph or your Boehnnger Ingelhelm 
representative 
FBA Pharmaceuticals Ltd. 
Distributed by 
Boehringer Ingelheim (Canada I Ltd. 
2121 Trans Canada Highway 
Dorval. P.Q. H9P lJ3 
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The C.nachan Nurse 


(Continued from page 57) 
59. -. A statement of concern about associate and 
baccalaureate degree programs for nurses that 
have no major in nursing. New York, 1977. lp. 
60. New Brunswick Association of Registered 
Nurses. A brief to the Maritime Provinces Higher 
Education Commission Fredericton, 1977. 16p. 
61_ Nova Scotia Nurses' Union. Constitution Halifax, 
1976. 23p. 
62. Ogg, Elizabeth. New ways to better marriages. 
New York, Public Affairs Committee, c1977. 28p. 
(Public affairs pamphlet no. 547). 
63. The Operating Room Nurses of Greater 1;oronto- 
Standards of practice of operating-room nursing, 
Toronto, 1976. 15p. 
64. Pacela, Allan F. The gUide to biomedical 
standards, by... and Brenda E. Arnold_ 5th ed. 
Diamond Bar, California, Quest, 1976. 45p. 
65_ Public Hospital Nurses' Staff Association. 
Constitution, sample. Fredericton 1975. 5p. 
66. Registered Nurses' Association of British 
Columbia_ Committee on Assessment of Safety to 
Practice. Report to Board of Directors, Vancouver, 
1976. 30p. 
67. University of Minnesota Health Sciences Center 
Department of Nursing Services. Primary nursing: a 
handbook for Implementation, Minneapolis, Mn., 
1972. 27p. 
68. Wiehe. Vernon R. Role expectations of board of 
directors, executive dlfectors and staff of voluntary 
social service agencies_ Lexington, Kentucky, 
University of Kentucky, 1976. 19p. 
69. World Health Organization. RegionaJ Office for 
Europe. Relevance of educational planning to 
health problems; report on a Working Group, 
Kuopio, 2-5 June 1975. Copenhagen, 1976. 31p. 
70. -. Role of nursing in psychiatric and mental 
health care; report on a working group, 
Saarbrucken, 10-13 March 1975. Copenhagen, 
1976.30p. 
71. Yale University School of Nursing_ Studies in 
nursing. Abstract of reports submitted in partial 
fulfillment of the requirements for the degree of 
Master of Science in Nursing. Series XIX- New 
Haven, Conn., 1977. 1v. (loose leaf) R 


Government documents 
Canada 
72. Conseil de Recherches médicales. Rapport du 
President 1976/77. Ottawa, Minlstre des 
Approvisionnements et Services Canada, 1977. 
187p. 
73. Conseil national de recherches Canada. 
Rapport, 1976/77_ Ottawa. Conseil national de 
recherches Canada_ 108p. 
74. Commission du système métnque. 
Bibliographie de la conversion au systéme 
métrique. Rev_ ed. Ottawa, 1977_ 40p. 
75. Conseil du T résor. La mesure de la performance 
- guide du gestionnaire. Ottawa, 1976. 23p. 
76. Dept. of Finance. Canada student loans plan, 
report, 1975/76. Ottawa, Ministry of Supply and 
Services Canada, 1977. 22p. 
77. Health and Welfare Canada. Employee fitness, 
by Collis, Martin L. Ottawa, Canada, 1977. 130p. 
78. -. Family Planning Division. A manual on 
establishing and operating community family 
planning services. Ottawa, 1976. 2v. 
79. -. Long Range Health Planning Branch, 
Priorities and strategies for preventive actions, by 
J.-M. Romeder and G.B. Hill, Ottawa, 1977. 31p. 
Contents.-A_ Development and application of a 
conceptual framework. -B. An approach to the 
selection of strategies. 
80. -. Social Service Programs Branch. Social 
services legislation kit Rev Ottawa, 1977. 6 pts. 
Contents.-The proposed social services act. 
Questions and answers; the federal legislation... 
1977. -Bill C57, 1st reading. -News release 
1977-100. -Communiqué 1977-100_ 
81. Labour Canada. Working conditions in 
Canadian industry, Ottawa, 1976. Iv. 


Octobet 1977 


82 Medical Research Counal Report of the 
President 1976/77. Ottawa, Ministry of Supply ana: 
Services Canada. 1977. 187p. 
83 Metric Commission. Bibliography on metric 
conversion Rev. ed., Ottawa, 1977_ 40p. 
84 Ministère des Finances. Programme canadien I 
de préts aux étudiants. Ottawa, Ministre des ! 
Approvisionnements et Services Canada, 1977. 
22p_ 
85. Ministère des Communications. Rapport. 
Ottawa, Ministre des Approvisionnements et 
Services. 26p. I 
86. National Library of Canada. Newspaper Section, 
Union list of Canadian newspapers held by I 
Canadian libraries, Ottawa, 1977. 483p. R 
87. National Research Council of Canada_ Report, 
1976/77. Ottawa, National Research Council of I 
Canada, 1977. 108p. 
88. Sante et Bien-être social Canada. Sante 
physique des employes, par Martin L. Collis, 
Ottawa, Canada, 1977. 141 p. 
89. Santé et Bien-être social Canada. Direction 
générale des programmes de service social_ Jeu de 
documents sur la legislation federale sur les 
services sociaux_ Rev. Ottawa, 1977. 6 pts. 
Contents.-Projet de loi sur les services sOClaux I 
Questions et réponses; legislation fedérale sur 
les services sociaux, 1977. -Bill C-57, 1re 
lecture_ -Communiqué 1977-100. 
90. -. Division de la planification familiale. Guide 
d'implantation et d'exploitation de services de 
planification familiale a /'echelle communautaire 
Ottawa, 1976_ 2v_ 
91. Statistics Canada_ Degrees, diplomas and 
certificates a warded by universities, 1974. Ottawa, 
1977_ 1v. (Catalogue no. 81-211) 
92. Statistique Canada. Grades dlplòmes et 
certificats decernes par les universites, 17. 
Ottawa, 1977. 1v. (Catalogue no. 81-211) 
93. Travail Canada. Conditions de travail dans 
/'industrle canadienne, 1975. Ottawa, 1976. 1 v. 
(pagination multiple)_ 
94_ Treasury Board. A manager's guide to 
performance measurement Ottawa, 1976. 23p. 


Ontario 
95. Ministry of Labour Research Branch. 
Cost-of-living provisions in Ontario collective 
bargainmg agreements October 1976. Toronto, 
1977. 12p. (Bargaining information series no. 20) 
96. Ministry of Labour. Research Branch. Paid 
absence provisions in Ontario collective bargaining 
agreements June 1976 - company pay for union 
business -jury duty and bereavement leave -rest 
periods and wash-up time. Toronto, 1977. 9p 
(Bargaining information series no. 21) 
97. -. Research Branch. Severance pay plans In 
Ontario collective bargaining agreements 
December 1976, Toronto, 1977. 14p. (Bargaining 
information series no. 22) 


Quebec 
98. Office des professions du Québec. Rapport 
d'activités, 1976/77_ Quebec, 1977. 139p. 


Studies in CNA Repository Collection 
99. Boisclair, Laurent. Valeurs de travail des 
hommes engages dans Ie nursing. Montréal, 1969. 
93p. Thèse (M_ Nurs.)-Montréal R 
100. Petryshen, Patricia Rose, Recognition of 
loneliness as a basis for psychotherapy. 
Vancouver, c1977. 158p. Thesis (MN)-British 
Columbia R 
101. Saskatchewan. Department of Continuing 
Education. Research and Evaluation Branch. 
"Special" three month follow-up study of 1975 
Saskatchewan nursmg program graduates_ 
Prepared by Glenn M. Belsey, Regina, 1977. 6Op. R 
102. Turner, Lettie. A project on self and peer 
teaching-learning evaluation in the Faculty of 
Nursing, University of Toronto. Toronto, University 
of Toronto, Faculty of Nursing, 1977. 56p. R 
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British Columbia 


Head Nurse required for a 41-bed unl' In our Heatth Centre lor 
ChIldren. Pabents ages range Irom ne..wom to ea
y adolesænce and 
mainly have a neuroslJrgcal or neurological diagnosIs Head Nurse 
also assISts oIhers In planning ære 01 pedlatnc neurology patients 
who are (due to age) admitted to other units. Appllænts should have 
competence In the field 01 pedlatnc neurology and nelJ'osurgery. 
Apply to Vanrouver General Hospdal. Employee Relations Depart- 
ment 855 West 12th Avenue Vanrouver. Bnt,sh Columbia. 
V5Z 1M9. 


Charge nurse wanted lor 1Ð-bed Psyctuatnc Service BScN. recent 
P G ,n Psychlalnc Nursing Apply. o,rector of Patient Care. Cran- 
brool< & O.stnct Hospital. 13-24th Avenue No
h. Crarbrool<. Bnt,sh 
Columboa. V1C 3H9 


General Duty Nurses for modern 41-bed hospotal located on the 
Alas
a rl'g
way Salary and personnel polICIeS In accordance wrth 
RNASC Accommodahon available In reSidence Apply Director of 
NurSing Fort Nelson General Hospotal P.O 80. 60. Fort Nelson. 
BrrtlSh Columbia. VOC 1 RO 


RegIstered Nurses- Tha Bnbsh CoIumboa Pubk Servtce has vac- 
a'lCles In the Greater Vancouver and Other Areas lor Nurses who 
are currently registered or e
glble for reg.strallon In Bntlsh Columbo a 
POSitiOns are In mental heanh. mental retardatIOn. and psycho- 
genatnc InstitutIOns Salanes and fnnge benefits are competitive - 
$1 184 to $1 399 for Nurse 1 Canadan citIZens are gIVen preference. 
Interested applicantS may contact the: Pubic Servtce CommsslOn. 
Valleyvl8W Lodge. Essondale, Bntlsh Columboa VOM 1JO Quote 
compelition no_ 77:449A. 
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British Columbia 


E.penenced Nurses (eligible for B C. regIStratIOn) requred lor 
409-bed acute care. teaching hospotallocaled In Fraser \talley. 20 
mnutes by freeway from Vancouver. and wlttlln easy access of 
vanous recreabonal faCilities Excellent onentatlOn and conttnung 
educabon programmes Salary $118400 to $139900 per month 
C
mcal areas l'1c1ude MedoClne. Surgery. Obstetncs. Pedoatncs. 
Coronary Care HemodialysIS RehabilitatIOn. Intensive Care 
Emergency Apply to Nursing Personnel Royal Columboan Hospital 
New Westminster. BntlSh CoIumboa. V3L 3W7 


Ontario 


RN or RNA. 57. Or over and strong. Without dependents. to ære lor 
160 pound handicapped executive with stroke uve-In. 1 2 yr In To- 
ronto and 1 2 yr In Mia"" Preferably a non-smoker Wage. 
200 00 to 
$22000 weekly NET dependIng on e.penence plus Moami bonus 
Send reslJ'T1e to: M.O.C.. 3532 EglonlonAvenue West. Toronto. 0..- 
tane M6M 1 V6 


Closure 01 St. Joseph's RegION' School 01 Nursing. Thrs school. 
Which beæme the St Joseph s Campus. Fanshawe College In Sep- 
tent>er. 1973 IS no longer operatlOOal References. transcnpts. etc 
can be obtained as 100Iows lor graduates and employees Prior to 
September '. 1973: Department 01 NurSiny Service. St Joseph 5 
Hospotal. 268 Grosvenor Slreel. London. Ontano. N6A 4V2 Alter 
September 1. 1973: Students: Reg.strar s Ottlce. Fanshawe Col. 
lege. P.O. 80. 4005. Terminal A.London. Ontano. N5W 5H1 Staff: 
Dean. Health SCIences FanshaweColiege. P.O 80.4005. Terminal 
A London, On'ano. N5W5H1. 
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United States 


Registered Nurses - Ounhili. wrth 200 offices 1'1 the USA has 
exabng career opportunities tor both new grads and expenenced 
R N. s. Send your resume to Ounhdl Personnel Consultants. No 805 
Empore Buldtng. Edmonton. Alberta T5J 1 V9 Fees are paid by 
employer 


Registered Nurses - A variety of nurSing openngs In a se 
.ndudlng ICU-CCU are available at the UntverSity Hospital This 
3OO-bed teachor'9 hospotallocated with the UntverSity 01 ArIZona Col- 
lege of MediCIne In the ArIZona Health SCIences Center otters a 
vanety of challengong proieSSlonal assignments En'" J the dry Sl --. 
climate and pleasant way of life In the attraCûve S west C Int 
Statt Employment Center UntverSity ot ArIZona 1101 Babcoc
 TI 
son. An.ona 85721 602 884-3668 An Eq.JaI Üj:.portuntty AI ma 
tlve ActIon. Title IX Employer 


RegIstered Nurses lor Flonda: Immed.ate hospotal opentngs In 
Moamo Fort Lauderdale. Palm Beach and Stuart Nurses needed lor 
Cntlcal Care Medical-Surgical Pedlatncs. Orthoped1cs and Operat- 
Ing Room We will provide tha necessary work VIsa No fee to app :- 
ant Wrrte MedIcal Recruiters 01 America. Inc., BOO N W 62nd St 
Ft Lauderdale. FIOf1da 33309 USA 13(5) 772-3680 


R.N:s - Peclhc Northwest IdahO. Openings In 229-bed. accredited 
acute hospnal servtng as major reglOOaI center lor OrthopediC 
ophthalmology. dialysIS. mental health nelJ'osurgery and trauma A 
modern hospnal faCIlity surrounded by mrongested recreatlOOaI 
areas with dose skIIng. sparkJlng lakes and nvers and clean air Salary 
range $900 to $1212 plmo commensurate with e.penence E.celfent 
benel1ts. shllt rotallon relocatIOn assIStance. and lree parl<,ng Wnte 
or æll: Dennts Wadman Personnel Office (208) 376-T211 S. AI 
phonsus HospiTal 105S N CurtIS Road 8olse. Idaho. 83704 E 0 E 


Overseas 


Lecturers in Nursing 


The Institute offers a three year tertiary nursing course leading to the 
award of Diploma in Applied Science (Nursing), i'l conjunction with one of 
Melbourne's larger general hospitals. 
The Institute campus. on 40.5 hectares (100 acres), is situated 20 km 
from the centre of Melbourne. the capital city of Vlctona. The Institute 
offers Degree and Diploma courses in Applied Science, Art and Design, 
Business Studies, Engineering. Physical Education and Social Work. 
The Nursing Department within the School of Applied Science, offers 
the Diploma in Nursing, a Diploma in Community Health Nursing. a 
Diploma in Psychiatric Nursing. and is developing further courses. (For 
the traditional three year hospital course the terminology used in Australia 
is: Certificate Course)_ 
Applications for lecturers in the Diploma in Nursing programme are 
invited. Each lecturer will have an area of responsibility. related to his/hel 
particular intelest and expertise. All lecturers will share in the general 
teaching activities within the programme, and will be expected to teach 
and supervise nursing students within the hospital and community 
setting. Applicants must be willing to actively participate in the 
development of a relatively new department of nursing. 
It is essential to have current expert knowledge in medical and surgical 
nursing. Relevant teaching experience would be an advantage. 
Applicants have to be eligible for registration as a nurse In the State of 
Victoria. 
Senior Lecturer - the appointee to this position will teach and be 
responsible for the organization of a considerable part of the basic 
nursing programme. Organizational abilities are essential. The 
possession of a Degree in Nursing would be an advantage. 


PRESTON INSTITUTE 
of TECHNOLOGY 


- 
- 
- 
- 
- 
- 
- 
. .:, . 


Plenty Road. Bundoora. 3083 
victoria. AUSTRALIA 
.J' . 


,.1, 


,.... 
I' 


, 
M.Mb 


For all other positions: A Degree in Nursing is desirable, but applicants 
with other Degrees and/or Diplomas who have relevant nursing 
experience, may be considered. 


Positions available: 
Senior Lecturer (1 position) Salary range $A 19.290 - 522.505 annually_ 
Lecturers/Senior Tutors (5 positions) Salary range $A 12,346 - $18,884 
annually 
Level of appointment will be commensurate With academic qualifications 
and experience. 
The salary for an Overseas appointee will be calculated from the agreed 
date of embarkation. 


Re-Iocation assistance: 
The Institute has established loan schemes covenng relocation expenses 
for family and household goods, an immediate superannuation insurance 
cover, and assistance with accommodation. 


Applications: 
I. Normal curriculum vitae. transcripts of tertiary work. and names of 
two referees. 
II. Addressed to: Staffing Officer (Ref 240) Preston Institute of 
Technology. Plenty Road, Bundoora. Victoria, 3063, Australia 
III. Applications close November 15. 1977. 
IV. Appointees are expected to take updubes on 15th January. 1978 
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Wish 
you were 
here 
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. . . in Canada's 
Health Ser,ice 


Medical Service
 Branch 
of the Department of 
l'<ationaI Health and Welfare employs some 9()() 
nup..es and the demand gro\\S every day. 
Take the North for example. Communit) Health 

ursing is the major role of the nurse in bringing health 

ervice; to Canadà's Indian and E
"imo people
. If )ou 
ha\e the qualification
 and can 
a!T) more than the 
nonnalload of responslbilit) . .. why not find out more'? 
Hospital Nurse
 are needed tlXl in 
ome areas and 
aoain the North ha, a continuing demand. 
"'Then there i
 Occupational H.ealth Nurs
ng \\hich i
- 
eludes counselling and some treatment to tederal public 
<;ervants. 
You could \\or" in one or all of these area
 in the 
coup,e of \our career. and it is po

ible to advan
e to 
<;enior posItions. In addition. there are educational 
opportunities such a
 in-
ervice training and some 
financial support for educational leave. 
For further infom1ation on any. or all. of these career 
opportunities. please conta
t the Medical Service.. 
office neare,t you or \\rite to: 


,,........., 
! I Medical Services Branch I 
Department of National Health and Welfare 
I I Ottawa. Ontario K1A OL3 I 
Name 
I Address I 
I City Prov I 
I I -*-- Health and Weltare Sante et Blen-ëtre social I 
,., Canada Canada 
'-........., 
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Senior Association Position 


This senior staff position involves responsibility for 
investigating complaints against members, operating a job 
information service and providing career counselling to 
nurses. Some travel is required. Candidates must be 
eligible for registration in B.C. 


The position must be filled by January 2, 1978. 


Candidates should have university preparation to at least 
the baccalaureate level, background in nursing education 
and/or nursing practise, experience in counselling, and a 
commitment to professional nursing. 


Written applications, including salary expectations, 
should be submitted to: 
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Nan Kennedy, Executive Director 
Registered Nurses' Association of B.C. 
2130 W. 12th Avenue 
Vancouver, B.C. V6K 2N3 


Assistant Director of Nursing 


To share the responsibilities of Nursing Service 
Administration of a 539 bed general hospital. This 
position offers an opportunity for professional growth. 
Applicants should have had progressive nursing 
experience in which leadership ability, administrative 
skills and competency as a practitioner of nursing have 
been demonstrated. Baccalaureate degree in nursing 
required. A Master's Degree in clinical nursing 
preferred. Attractive salary and benefits available. 


Reply to: 
Miss Myrna Sherrard 
Director of Nursing 
The Moncton Hospital 
135 MacBeath Avenue 
Moncton, N. B. 
E1 C 6Z8 



[ The Provin
 of Briôsh Columbia 


Tha Canadian Nur.... OctOber 1977 


f United States 
I 
Registered Nurses - New Cntlcal Care Ar...s - Wishard Memor- 
Ial Hospllal. Bum Center-ICU-CCU. RotabOn-Permanent evenongs - 
Permanent noghls. Call Madetne DeTalvo. Nursing Ser"ce. 
(630-7032). or apply to Wishard Memonal Hosp
al NurslnQ Ser"ce 
Office. Indiana Umversoty Medcal Center, 1001 West 10th Street. 
Indianapolis Indiana. 46202 The Health and Hosp
aI Corporation. 
AN EQUAL OPPORTUNITY EMPLOYER 
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DIRECTOR OF NURSING 
This position in Ministry of Human 
Resources, is located at Woo- 
dlands a 900-bed centre in Van- 
couver area for the mentally re- 
tarded, which provides multi- 
discipline approach to resident 
care, treatment and program de- 
velopment, as well as extensive 
liaison with communities 
throughout B.C. 
Qualifications - Preferably Mas- 
ter's degree in Nursing Adminis- 
tration or related field; considera- 
ble senior management expe- 
rience in medical/psychiatric set- 
tings. 
Salary - $24,420 - $30,300 
plus management benefits 
Quote Competition No. 77:1420A 
Closing Date - Immediately 


Nurses - RNs -'mmedlate Openings rn Caillorma - FlorIda - 
Texas - MIssIssippi -II you are expenenced or a recent Greduate 
r-.\!rse we can offer you positions WIth excellent salanes of up to $1300 
per month plus all benefits. No! only are there no lees to you what- 
soever lor plaang you, but we also provide complete VISa and Licen- 
sure assistance at also no cost to you Wnte Jmmedfately for our 
app'catlon even II there are other areas of the U.S. that you are 
Interested In We WIll call you upon receopt of your application In order 
to arrange for hospital Interviews. Windsor Nurse Placement Service 
POBox 1133. Greal Neck, New York 11023. (516-4B7-281B) 
Our 20th Year 01 World Wide Service 


The best locallon in Ihe nation - The world-renowned Clew/and 
Ctmc Hospdal. a progresSIve, 102O-bed acute care teachIng faallly 
comm.lted to excellence In patoent care currenUy has starr nurse 
I positions available In several of our 6 !CUs and 30 departmentalized 
med/surg and speaalty dl"soons. Starting salary range IS 512 454 to 
SI4.300. plus premium shit and unrt d/lerenlial. progressfl/e benefit 
package and a corrprehenslve 7 week onentabOn For further ,nfor- 
mation contact DIrector - Nurse Recruitment The Clewland Cimc 
Foundatoon. 9500 Eucid Avenue. Cleveland. Ohio 44106: or call 
collect 216-444-5865 


Registered Nurses lor Texas. Louisiana and Arkansas: Hospotal 
Openongs In Texas. pnmanly In the Dallas and Houston areas. Other 
opportunties av",lable In Louisiana and Arkansas Nurses needed 1'1 
all speaallies - Cnt,cal Care. Medcal Surgcal Operal,ng Room 
Emergency Room and Pedlal-cs. We WIll provide necessary wor!< 
visa No fee to app'cant. Wnte Medical Recruiters 01 America, 3635 
Lemmon Avenue. Suite 304. Dallas. Texas 75219 (2141521-426 1 


ASSISTANT DIRECTOR OF 
NURSING 
At Riverview Hospital, Ministry of 
Health. Essondale, to direct and 
co-ordinate administrative and 
clinical nursing activities during 
hours of 1600- 0010, being res- 
ponsible for management and su- 
pervision of total nursing services 
and liaison with other depar- 
tments of hospital. 
Qualifications - Licensed to 
practice nursing in British Colum- 
bia under the Registered Nurses 
and/or Registered Psychiatric 
Nurses Acts; university degree in 
Nursing or related field; conside- 
rable supervisory and administra- 
tive experience. 
Salary - $19,188 - S22,476 
Quote Competition No. 77:1160B 
Closing Date - Immediately 


Positions are open to both men and women. Obtam applications for either 
position from and return to the Public Service Commission, Valleyvlew 
Lodge, Essondale, VOM 1JO. 


Nurse Educators- Tunisia - PrOfect Hope seeks nurse educators 
for current and pl'Ofected positions for T unosoa program. Individuals win 
work with Hope and host country educators .n development of bBSlc 
nurSing programs and dmcal faalllles lor sludent pracl.ce Teaching 
expenence requred. lIuency In French and English desired Similar 
poSItions In South Amencan programs also available. 2 year contracts 
(renewable). Salary commensurate with education and expenence. 
/ul benefits and paod relocation expenses provided Sand resume to 
Project Hope, Dept á r-.\!rSlOg. 2233 Wisconsin Ave. N.W. 
Washington. D.C. 20007. E.O.E. 



 


Province of British Columbia 
Public Service Commission 


Advertising 
rates 
For All 
Classified Advertising 
S 15.00 for 6 lines or less 
S2_50 for each additional line 
Rates for display 
advertisements on request 


WE DON'T WANT YOU 
FOR A DAY, BUT FOR ALL 
THE DEDICATED TOMORROWS 


Through the decades we have created a professional learning 
environment for you. Choose from any of our 12 areas. 
o Emergency Services 0 Intensive Care Unit 0 Medicine 
o Neurology 0 Obstetrics Gynecology 0 Oncology 0 
Ophthalmology 0 Pediatrics 0 Psychiatry 0 Surgery 0 
Out-Patient Services 0 General Operating Services. We are as 
proud of our tradition as we are of our future potential. Come 
share in our pride. Come, experience the 'exposure' of our multi- 
faceted patient care facility. Learn for yourself the dedication 
and professionalism that equal the Johns Hopkins reputation. 
We have so much to offer, and you have so much to share. 


Closing date for copy and 
cancellation is 6 weeks prior to 1 st 
day of publicatIon month. 
The Canadian Nurses Association 
does not review the personnel 
policies of the hospitals and agencies 
advertising in the Journal. For 
authentic information prospective 
applicants should apply to the 
Registered Nurses' Association of 
the Province in which they ale 
interested in working. 


Suzanne L Perry 
Patti W. Wells 
Nurse Recruiting 
The Johns Hopkins Hospital 
Baltimore Md. 21205 


Address correspondence to: 


& 


The Johns 
HopkIns 
Hosplbll 


[lJlJJ 


The Canadian Nurse 


Please send me information about RN opportunities offered by Johns HOP
lns 
Hospital SN 0 RN 0 


'Where Innovation IS a Irad/llon 


NAME: 


50 The Driveway 
Ottawa. Ontario 
K2P 1E2 


ADDRESS: 


CITY: 


ZIP: 


. 


STATE: 
Arr Equa' Opportunll)' Employer 
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Canadian Lung Association 
Nursing Fellowship 
$7,500 


For Master's or Post Master's Study in 
the Clinical Speciality of Pulmonary 
Nursing 


For Further Information and 
Application Form Please Write: 
The Canadian lung Association 
75 Albert Street, Suite 900 
Ottawa, Ontario 
K1 P 5E7 


Application Deadline February 15, 1978 
The Canadian lung Association- 
The Christmas Seal People 


CUSO 
-
""'Jíl\..- 
,al'\
, 

- 


Nursing 
Instructors 
and 
Public Health 
Nurses 


r.- .
 

. 

 
-" 



,
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Are needed to work 
in AFRICA 
Sierra Leone - Tutor to teach State 
Enrolled Community Health Nurses and a 
Public Health Nurse to promote a Nutrition 
Health Programme for pre-school children in 
60 State Clinics. 


Ghana - Tutor to teach Medical-Surgical 
Nursing to students of 3 year SRN 
programme. 
For more information, please contact: 
CUSO Health - 14 
151 Slater Street 
Ottawa, Ontario 
K1P 5H5 


The Victoria General Hospital, a 
422-bed acute care facility, invites 
applications for the position of: 
Associate Director of 
Nursing - Patient Care 
The Associate Director of Nursing - Patient 
Care is responsible for establishing and 
evaluating standards for the Quality of Patient 
Care in the Department of Nursing. She/He 
will work with all levels of staff in the Nursing 
Department in formulating the philosophy 
and objectives of Nursing Service and 
in planning, implementing, and evaluating 
programmes designed to provide optimal 
patient care. 
Applicants should posses a B.Sc.N. or 
Master's degree plus at least three years 
of Clinical experience in diversified fields 
of nursing. 
Interested applicants may apply to: 
Personnel Officer 
Victoria General Hospital 
841 Fairfield Road 
Victoria, British Columbia V8V 3B6 


The Canadian Nurse 


Flin Flon General 
Hospital Inc. 


requires 


Head Nurse, 
Maternity & Nursery 
(16 beds) (22 bassinnettes) 
Qualifications: 
Eligible for leglstration in Manitoba 
Post-Graduate Course in 
Obstetrical/Newborn Nursing and/or 
Approved Course in Supervision 
desirable 
Position Available: September 12/77 
Apply in writing to: 
Director of Personnel 
FUn Flon General Hospital 
P. O. Box 340 
Flin Flon, Manitoba 
RBA 1N2 


UNITED STATES 
OPPORTUNITIES 
FOR REGISTERED NURSES 
AVAILABLE NOW 


IN CALIFORNIA 
FLORIDA 
MISSISSIPPI 


NEW ORLEANS 
TEXAS 
WISCONSIN 


WE PLACE AND HELP YOU WITH: 
STATE BOARD REGISTRATION 
YOUR WORK VISA 
TEMPORARY HOUSING - ETC. 
A CANADIAN COUNSELLING SERVICE 
Phone: (416) 449-5883 OR WRITE TO: 
RECRUITING REGISTERED NURSES INC. 
1200 lA WRENCE A VENUE EAST, SUITE 301, 
DON MillS, ONTARIO M3A 1C1 


NO FEE IS CHARGED 
TO APPLICANTS. 
OPEN 7 DAYS A WEEK. 


M.A. R.N. 
Nursing Consultant 


Responsibilities 
Provide on request by individual nealtn agencies. direct 
assistance In the study of problems In nurSing service areas. 
In 1"1>lementing changes to Improve the quality of patient 
care and to estabhsh sound and efficient standards Of 
operation with full consideration of the latest developments 
In admu"'Ilstrative practice. 


Qualifications 
A master's degree from a recognized university. expenence 
In the practice Of nurSing, administration. and research. 
eligible for registration In Manitoba. and demonstrated 
leadership ability and communcatlon skills. 
Salary 
Commensurate with qualifications. and expenence 
For Information Contact: 
Miss M. Louise Tod 
Executive Director 
Manitoba Association 01 
Registered Nurses 
647 Broadway Avenue 
Winnipeg, Manitoba R3C OX2 
(Telephone 204-774-3477) 


October 1977 


Assistant Director 
of Nursing 


Assistant Director of Nursing with 
preparation in Admimstration and 
Supervision, 5 years of progressive 
pubtic health nursing experience of 
which two years were in a supervisory 
position. 


Duties to include program 
development, inservice education and 
supervision in an extensive northern 
area. 


Please apply to: 
F. Tomlinson 
Director of Nursing 
Sudbury and District Health Unit 
1300 Paris Crescent 
Sudbury, Ontario 
P3E 3A3 


Needed for a fully accredited 650 bed 
hospital - 1200 staff 


Employee Health Nurse 
. B.Sc.N. or Public Health Diploma 
. Eligible for B.C. registration 
. Experience in occupational health 
required 


Head Nurses - Surgical 
Floor and Extended Care 
. B.Sc.N. and experience required 


Please apply giving full resume to: 
Director of Personnel 
Lions Gate Hospital 
230 East 13th Street 
North Vancouver, British Columbia 
V7l 217 


Applications for the 
position of 
Supervisor 
Operating Room and 
Recovery Room 
are now being accepted by this 
300 bed fully accredited hospital. 
We offer an active staff 
development programme. 
Salaries and fringe benefits are 
competitive, based on 
educational background and 
experience. Temporary 
accommodation available. 
Apply sending complete 
resume to: 
The Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6 
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you'll 


part of 
a verv 
-ãJ 
spea , 
team. 


Nurses lOin us and Cathy in a course toward leadership In progressive total patient care You will have the 'FREEDOM TO BE . the nurse you 
want to be 
Located 10 the lamed Texas Medical Center. we are the primary teach 109 facility lor the Vmvers,ty 01 Texas Medical School at Houston You II 
hnd this teaching and research atmosphere conducive to Informal conferences about patient care goals or new developments The learmng 
environment Includes a wide range of Inservlce programs. and for the new graduate, a comprehensive 6-month Intern program Continuing 
education programs are available through our Career Development system and there are many major umvers'tles located In and around 
Houston 
JOin uS as WD grow We re expanding from 500 beds to 1.000 beds opening career opportunrt,es at all levels and," alf NurSfng specialties. We 
have 19 OR Suites. Renal Transplant Vnlt. Psychiatric and Neuro VOlts, a ChIldren's Center OrthOpediCS, Ophthalmology. Ped,atroc ICV. 
NeonatallCV, Burn Vnot and mOre 
Discover Houston 8 city with an unlimited future A city alive We are now the 5th largest city 10 the U S and growing Discover non-stop 
nightlife. culture, sports Discover year round recreational activities on nearby beaches, Inland lakes and rivers-ail an easy drive away 
Discover lower cost of living and no focal or state Income taxes that make it more than comfortable to pursue your profession 
You'll find the salary program IS more than competitive and we offer a comprehensive benefits package which IOcludes 3 weeks paid vacation. 
re1resher traiOlng programs. relocation assistanCE. one month free rent. and tUition reimbursement. If you are an experienced. professional 
nurse, we wOuld like to discuss the opportUnities now available for you In our Primary Nursing programs For more Information about 
Hermann Hospital. mall coupon to or call Ms Beverly Preble, Nurse RecrUiter 1203 Ross Sterhng Avenue, Houston, Te.øs 77030 (713) 797- 
3000 
An equal opportunity employer mil 
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Boehnnger Ingelheim (CanaC:d) Limited 
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Burroughs Wellcom e & Co. l Cana da) Limited 
Canadian College of Health Service Executives 
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Health and Welfare Canada 
Medical Services Branch 
Manitoba Region 


] 


Canadian Pharmaceutical Association (Insert) 16, 17 
- - 
CIBA Pharmaceuticals 57, Cover 4 


NURSES 


Designer's Choice 
Equity Medical Supply Co mpany 
Flint Laboratories of Canada 
Hollister Limited 
Frank W. Horner Limited 


Medical Services Branch, Manitoba Region requires nurses 
urgently for both short-term and permanent positions at 
various nonhern nursing stations and two hospitals situa- 
ted in Norway House and Hodgson, Manitoba. Knowledge 
of the English language is essential. 


If interested, please call collect either Mr. A. Wf'zniak at 
(204) 985-4183 or Mrs. D. Bodnar (204) 985-3637 or 
write for futher information and details to: 


J.B. Lippincott Company of Cana da Limited 
MPP Nursing Services 
The C.V. Mosby Company Limited 
Mostly Whites Limited 
Posey Company 
Procter & Gamble 
W.B. Saunders Company Canada Limited 
Searle Pharmaceuticals 
Standard Brands Canada Limited 
Uniforms Registered 
White Sister Uniform Inc. 


Regional Personnel Advisor 
Health and Welfare Canada 
Medical Services Branch 
500 - 303 Main Street 
Winnipeg, Manitoba R3C OH4 


How to Apply 
Forward completed "Application for Employment"' (Form 
PSC 367-4110) available at Post Offices, Canada Manpower 
Centres or offices of the Public Service Commission of 
CaniJda. to: 
Public Service Commission 
500 Credit Foncier Building 
286 Smith Street 
Winnipeg, Manitoba R3C OK6 


Please quote the applicable reference number at all times 


Advertising 
Gerry Kavanaugh 
The Canadian Nurse 
50 The Driveway 
Ottawa, Ontario K2P 1 E2 


Advertising Representatives 
Richard P. Wilson 
219 East Lancaster Avenue 
Ardmore, Penna. 19003 
Telephone: (215) 649-1497 


Gordon Tiffin 
2 Tremont Crescent 
Don Mills, Ontario M38 281 
Telephone: (416) 444-4731 


Member of Canadian 
Circulations Audit Board Inc. 
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A. 


Designer's Choice 
One of Canada's truly greats in fashion design 
A. Style No. 49283 - Pant suit. Sizes: 3-15. "Designer's Rib" 
- 100% textured Dacron 
 polyester warp knit. White, Yellow: about $30.00. 
B. Style No. 49258 - Pant suit. Sizes: 3-15. "Designer's Rib" 
- 100% textured Dacron R polyester warp knit. White, Robin: about $32.00. 


Availahlp at Iparlino rlenartment stares and soecialtv shoos across Canada. 



- 


, 


\ 


, 


... " 


1t 



 


.. 


\ 

 


.. " 
" .. 
.. , 
- 
,. 



 
Ii .. 
f . 
{ 
.- .... " - 
lit 4 
"" 


A different appearance- 
A common need 
Both may benefit from Siow-Rt folic e 
Prophylactic iron and folic acid supplementation recently, a number' of physicians have queried the 
during pregnancy is now an accepted practice effect of oral contraceptives on serum folate levels 
among Canadian physicians. It has also been in women. Dr. Streiff reports: "This complication 
established, through the publication in 1974 of (of oral contraceptive therapy), however, may be 
Nutrition Canada 1, that many Canadian women recognized more frequently in the future... Folate 
may not be obtaining the necessary nutritional deficiency associated with oral administration of 
requirements from their diets. For instance, 76.1 % contraceptives does not necessarily require 
of adult women (20-39) had inadequate or less than discontinuance of the drug regimen but folic acid 
adequate intake of iron and 67.9% were at high or therapy is definitely indicated."2 
moderate risk of low serum folate levels. More 


CIBA 
Dorval, Quebec 
UCIC 1 C1 



.-.@ @.......".... 
.....,-@ 


November 1977 


ES76ù7615935 978 
,.,.
 L tl ..t'kCUf. 
58 hA
M
K AVE 
 APf j 
CTTÅ
A ONT 


KIY orb 


. 
. . 
I " "- 

.,. 
", - 
.. \.. 
. ,
. . ,," 
. . . . . . 
. . . " If . . . . 
. . . . . . . i 
. . . . 
. . ,. . . 
. . . . 
. , . ; 
t. - , 
.. 
... 
. - "" 


, 


... 


l 



 



White Sister... 
because good clothing is an investment 
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A 8& B) Style No. 9368 - Three-piece wardrober 
Sizes: 8-18 
"Royale W/S Impact" - 100% textured Dacron 
polye.ter warp knit 
White, Mint. . . about $38.00 


C) Style No. 9337 - Ore.. 
Sizes: 10-20 
"Royale W/S Impact" - 100% textured Dacron' 
polyester warp knit 
White, Blue. . . about $25.00 


White 
Sister 
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It's a long, long way from Victoria, B.C. 
to Salonica, Greece, but that's where 
the marchers on the cover were 
headed. The year was 1915 and the 
marchers were the Nursing Sisters of 
No. 5 Canadian General Hospital 
getting ready to board the train for a 
trip across Canada before beginning 
their tour of duty overseas. This 
month, CNJ salutes all of the 
registered nurses who served their 
country in that war and the ones that 
followed. Our Cover Photo appears 
with the kind permission of the family 
of the late Gladys Stewart of Victoria. 
B.C. 


The vIews expressed in the articles 
are those of the authors and do not 
necessarily represent the policies of 
the Canadian Nurses Association. 


ISSN 0008-4581 


Indexed in International Nursing 
Index, Cumulative Index to Nursing 
Literatule, Abstlacts of Hospital 
Management Studies, Hospital 
Litelatule Index, Hospital Abstracts, 
Index Medicus. The Canadian Nurse 
is available in microform from Xerox 
University Microfilms, Ann Albor, 
Michigan, 48106. 


The Canadian Nurse welcomes 
suggestions for articles or unsolicited 
manuscripts. Authors may submit 
finished articles or a summalY of the 
proposed content. Man uscnpts should 
be typed double-space. Send oliginal 
and carbon. All articles must be 
submitted for the exclusive use of The 
Canadian Nurse. A bloglaphlcal 
statement and return address should 
accompany all manuscripts. 


A Canadian Nurses Association, 
l::f 50 The Driveway, Ottawa, Canada, 
K2P 1 E2. 


Subscription Rates: Canada: one 
year, $8.00: two years, $15.00. 
Foreign: one year, $9.00; two years, 
$17.00. Single copies: $1.00 each. 
Make cheques or money orders 
payable to the Canadian Nurses 
Association. 


Change of Address: Notice should be 
given in advance. Include plevious 
address as well as new, along with 
registration number, in a provlnciall 
terntorial nurses association where 
applicable. Not responsible for 
journals lost in mail due to errors In 
address. 


Postage paid in cash at third class rate 
Montreal, P.Q. Permit No. 10,001. 
C Canadian Nurses Association 
1977. 



Guidelines for 
authors 


Who can write for The Canadian Nurse? 


Anyone with information or ideas to share with members ofthe 
nursing profession in Canada may submit this material- 
manuscript, cartoon, photo or other original communication - to 
the editor for consideration. 


How are articles chosen for publication? 


Manuscripts submitted for publication are acknowledged on 
arrival and subsequently reviewed in detail by the editorial staff. 
The criteria used for selection of articles for publication include: 


o originality 
o timeliness 


o significance and scope 
o reader appeal 


In reviewing manuscripts the editorial staff also take into 
consideration plans for special or theme issues in coming 
months and coverage already given to a particular topic in 
previous issues of The Canadian Nurse and other nursing 
journals. That's why, if you're planning to submit an article, it is 
always a good idea to send a letter of enquiry beforehand, 
outlining your subject matter and treatment. This will enable the 
editorial staff to provide you with the appropriate editorial 
gu idance and let them know that this material will be available at 
a later date. 


What makes a good article? 


The selection of editorial content for any publication is a 
subjective process but an article is more likely to be accepted IF: 
1 It deals with an interesting subject, i.e. a new program or 
procedure, a better way of doing something, or an individual 
interpretation of an issue or concern. 
Because The Canadian Nurse is a professional nursing journal 
dedicated to enhancement of the profession, we particularly 
welcome clinical articles that promote improvements in nursing 
care and also research articles that advance the level of nursing 
practice and knowledge. 
2 The author is knowledgeable and informed about the 
subject he chooses. Controversy is not only acceptable but 
welcome. 
3 The style of presentation is personal, informal and readable. 
The communication process bogs down under the weight 
of big words and roundabout ways of saying things. 


What happens when an article is accepted? 


Editing involves checking factual content, adding new 
information, deleting unnecessary material and revising what 
remains to meet an accepted grammatical, spelling and writing 
style. 


Sometimes the author is asked to help with this process; usuallY I 
a member of the editorial staff does the work, but the author i
 
always consulted before publication. Any changes made afte l 
the author has indicated his/her approval will be minor ones 
dictated by make-up considerations. 


A word about references 


References and bibliographies are published to provide reader
 
with the resources they need to pursue their own study of tho 
subject under discussion in an article. In order to be useful the
1 
must be complete. This means indicating the full name of thE 
author, the correct title of the book, place and date of publication' 
the name of the publisher and (in the case of periodicals) namEI 
ofthe journal, 1he volume, year and pages consulted, as well a. 
the author, and title. It is helpful but not necessary to provide this! 
information in the order and style preferred by The Canadian 
Nurse. 


What about length? 


There is no minimum length for articles but most short articles I 
are about 500-750 words (about four or five typewritten, I 
double-spaced pages). Articles of more than twelve pages wil, 
probably require editing to a more readable length. Be your owr 
preliminary editor. Always check your material over 
carefully and condense it wherever possible before 
submitting it. 


Would pictures help? 


Illustrations - photos, drawings, graphs - are always 
eye-catching and often make the difference between a so-so 
article and an interesting one. Black-and-white glossy 
photographs are best but slides and color photos can be 
adapted. 


How do I go about submitting my article? 


You will need three copies of your manuscript - typed, 
double-spaced on standard white bond 8 1/2 by 11 inch paper. 
Mail two copies (keep one for your records) along with a cover in! 
letter containing a brief biographical sketch of yourself as th- 
author. to: 


.tI!_ The Editor, 
.... The Canadian Nurse, 
50 The Driveway, 
Ottawa, Ontario, 
K2P 1 E2. 


Good luck! '.. The Editor... 
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When those of us who are a part 
of what has been called the Me 
Generation think of conservation, we 
are apt to think of it as a relatively 
recent phenomenon. We forget what 
those who lived through a catastrophe 
such as the Hungry Thirties or either of 
the two World Wars, know all too well 
- that conservation may not always 
be a matter of individual choice. 
Sixty years ago, the catastrophe 
of war brought home the message of 
conservation to another generation of 
readers of The Canadian Nurse. Mary 
Campbell MacQueen, writing in the 
October 1918 issue of CNJ says that 
'the word conservation is on the lips of 
everyone, it is used almost as much as 
efficiency and co-operation." She 
urges readers to avert disaster by 
"reducing the amount of necessities, 
comforts and luxuries which the 
civilian population consumes. Take, 
for example, the waste in fuel, keeping 
houses unhealthily hot; having 
needless clothing, needless servants; 
excessive eating and drinking, and a 
full garbage can. 
"There are so many ways and 
things in which we could save. Take, 
for Instance, sugar. Forty-five percent 
of the sugar consumed in the United 
States and Canada is used in the 
manufacture of candy and like 
luxuries, and the consumption of 
candy on this continent has increased 
enormously in the past year, and now 
e are about to be placed on sugar 
lations. Butter is scarce, and the Allies 
need fat perhaps more than any other 
article offood; still, Toronto alone uses 
778,4791bs. of butter fat every year for 
ice-cream. 
.....In hospitals where little things 
mount so rapidly and count for so 
uch, there are a few "don'ts" we 
ight remember: Don't heat food in a 
pan without water; don't use coarse 
-couring powder; don't throwaway 
lippmgs of gauze or cotton; don't 
-crape pans: soak them; handle 
tensils with care. Where numbers 
ave to be fed, the cafeteria plan has 
.roved economical; the loaf and 
. readboard on the table saves bread, 

 th from being wasted and becoming 
tale. Barbers' towels are very 
sorbent and have effected a great 
aving in gauze dressings. They have 
been satisfactorily used instead of the 
-.mbined absorbent and gauze final 
n abdominal and other wounds; a few 


strips of gauze are put next the 
incision and the folded towel over this. 
Also, in the maternity wards, they save 
vaginal pads. For fresh cases, pads of 
absorbent cotton and gauze are used 
reinforced with a sterilized towel. and 
after the first few days towels are 
substituted altogether. It requires a 
woman to wash these towels before 
being sent to the laundry, but that is 
much easier to have done than to 
procure gauze and cotton. 
"There are not nearly so many 
dishes broken when each one has to 
report every article she breaks. The 
same applies to rubber goods and 
thermometers; and the requisitions for 
dressings will not be so large if each 
ward is asked the exact number of 
dressings to be done in twenty-four 
hours:' 
In 1918 it was sugarrationing and 
barbers' towels. Today it is car pools 
and compost heaps. Sixty years ago, it 
was commonly believed that the 
retum to normal productivity that 
accompanied the cessation of 
hostilities would signal an automatic 
and permanent end to the scarcities 
that had characterized the war years. 
Six decades later we are 
gradually coming to the realization 
that things are not quite that simple. 
The Science Council of Canada, in its 
most recent report, "Canada as a 
Conserver Society," says that from 
now on we must work together to 
make conservation not consumption 
the basis of our social order. The 
author of the report, University of 
Toronto professor and Science 
Council member Ursula Franklin, 
wams that "We don't have to, in fact, 
we mustn't depend on catastrophe to 
change us. It is only by being 
intelligent... by changing the style of 
some technologies, that we shall find 
room for continuing growth... (and) 
keep our options open, rather than 
being driven, by one supply crisis after 
another, to desperate solutions: 
How far away is The Conserver 
SocIety? Let's hope it won't take 
another sixty years for this generation 
to find an acceptable solution. 
- M.A.H. 
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Authors Alison Rice (above) and 
Elaine Certy (right) are doing more 
than just talking about alternatives to 
the traditional hospital birth 
experience. They are also engaged in 
planning an alternative to 
conventional hospital delivery in 
Canada. Together with colleagues at 
the University of British Columbia, 
they are working on formulating a 
proposal for a demonstration project 
using nurse-midwives, nurse 
specialists, obstetricians and 
pediatricians to provide 
comprehensive care for low risk 
women and their families in a small 
out-of-hospltal birth center. For a look 
at what has already happened in the 
U.S.. see "Alternative Birth Centers" 
on page 31. 
"You have been selected as nursing 
sister for service abroad. Report 
Quebec 23rd S
ptember." The order 
to mobilize Canada's Army Nursing 
Service went out within weeks of 
Germany's refusal to withdraw troops 
from Belgium as demanded in the 
British ultimatum of August 4, 1914. 
By the first week of October. the first 
convoy was steaming across the 
Atlantic from Canada and before the 
end of that year more than 50 
Canadian nurses had crossed the 
Channel to begin active service in 
Europe. This month, in the second 
instalment of "Four Score and Ten," 
Maude Wilkinson remembers those 
war years - the mustard gas and 
champagne, the casualties and the 
comrades. 
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Next month, author Jean Gurr of 
Montreal, describes a school 
screening program for scoliosis that 
really works! A team of health 
professionals including school nurses 
from the Department of Community 
Health at the Montreal General 
Hospital, medical consultants at the 
Shriner's Hospital for Crippled 
Children, physiotherapists and others, 
operate the program. It has proven 
to be effective in detecting new cases 
of scoliosis in adolescents, in 
providing comprehensive follow-up 
that involves family teaching and in 
lowering health care costs. 
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The Canadian Nurse invites your 
letters. All correspondence is subject 
to editing and must be signed, 
although the author's name may be 
withheld on request. 


Illput 


Symbol of competence 
For some months now I have 
been concerned over the apparent 
decline in the graduate nurse's pride in 
one of the "badges" of her profession 
- namely her cap. In our hospital the 
only nurses who are requ ired to wear a 
cap are the students. For the rest of us 
it is an option and increasingly more 
and more nurses are going capless. 
We are also allowed to wear any style 
and color of uniform or pantsu it as we 
see fit. 
It is no wonder that the patient, as well 
as the doctors and visitors often have 
a hard time in deciding who is a nurse 
and who isn't. I have heard complaint 
after complaint from patients, doctors 
and visitors about this fact. The only 
person they are sure is a nurse IS the 
student because she wears her cap. 
I still remember the day I received 
my cap - one of the highlights in my 
life. I worked hard for it and am proud 
to wear it. 
I feel that some of the 
deterioration that is often apparent in 
our profession starts with lack of 
personal pride in our outward 
appearance - dirty shoes, runs in 
stockings, long straggly hair, fancy 
uniforms etc. and now no cap. I 
personally feel that a certain standard 
in uniform is a good thing but is that 
possible when the director and 
assistant director of nursing and many 
of the instructors do not even wear a 
uniform let alone a cap? 
Am I being old fashioned or are 
there others who feel as I do? 
- D. Sullivan, Victoria, B. C. 


Epilogue... 
Since I wrote "A Canadian Grad 
Goes to the States" (October 1977), I 
have returned to live in Canada. So it 
seems that all the problems I outlined 
in my article finally did cause me to 
come back home. I am currently living 
in Windsor and am about to start a new 
job in Detroit as an emergency room 
outpatient clinic nurse. So although I 
am back in Ontario, the job situation 
still forces me to work in Detroit for the 
opportunities I want ... 
- Katherine Zin, R.N., Windsor, 
Ontario. 


Keeping up with the times 
I have been planning to write for 
months and comment on how much' 
am enjoying the "Update" articles and 
the Wordsearchs that are in The 
Canadian Nurse. 
I find them informative and very 
useful in keeping up with current 
practices. Since I live in an isolated 
community and, owing to this location, 
am not working, I enjoy the monthly 
reviews that these articles give. 
Keep up the good work! 
- B. Fiddes, R.N., Lac Seul, Onto 


Special community service 
I always enjoy my copies of The 
Canadian Nurse, but July 1977 was, 
for me, the tops. 
It was nice to see news published 
ofthe "Future for V.O.N." and to read 
the report on Expanded Roles in 
Respiratory Nursing. 
Here at the North Shore Branch of 
the V.O.N. in North and West 
Vancouver, B.C., we have started this 
year, a special service to the 
community, mainly for chronic 
respiratory patients. We are fortunate 
in having three hospital out-patient 
rehabilitation areas in Greater 
Vancouver but those who are unable 
to get to these areas are seen in the 
home upon referral. 
At present, I am the only nurse in 
this Home Service and find it very 
interesting to hear of other places and 
what they are doing there. 
- Ruth Darby R.N., V.O.N. 
Respiratory Nurse, Vancouver, B.C. 


People power 
I would like to start a campaign 
called "The Pantyhose Ripoff." 
It is time women demanded better 
quality pantyhose. The manufacturers 
need to be told that we expect better 
value for our money. That we want 
pantyhose with a month guarantee or 
money refunded. 
For this campaign to work I would 
need women all across Canada to 
write a similar letter to the editor of 
their local paper and also to let all the 
stores know. 
Everyone should save their 
throw-away pantyhose and return 
them to the store. 
- Kathleen Crowley, R.N., 
Fredericton, N.B. 


Island in the sun 
I would like to say how much I 
enjoyed Jane Graydon and Judith 
Hendry's article "Outpost Nursing in 
Northern Newfoundland," but was 
disappointed with the map that 
accompanied the article. 
Did you not know that the land 
north of Nova Scotia and New 
Brunswick is a Canadian province 
called Prince Edwård Island - P.E.1. 
for short? Anticosti Island isn't even a 
province and yet it was clearly 
marked. Surely P.E.1. wouldn't have 
taken much room on the map! 
This may seem petty griping but 
to some of us "Islanders" it was sheer 
neglect. 
I know a visit to our fair island the 
"Cradle of Confederation" would 
impnnt P.E.1. on your readers' 
memories forevel. 
- M. Hughes, R.N., Charlottetown, 
Prince Edward Island. 


Editor's note: To each and everyone 
of CNJ's 888 readers in the Cradle of 
Confederation - our sincere 
apologies. 


A stimulating issue 
The September '77 issue was the 
most provocative and informative in a 
long while. Ella Macleod's letter on 
the use of the word chairperson 
deserves a wide reading. It makes 
sense. 
Mohamed Rajabally's "Nursing 
Education: Another Tower of Babel" 
was thoroughly enjoyed by a number 
of people I have spoken with as well as 
myself. It was spirited, provocative 
and engaging. 
More writing on these 
controversial issues would be 
welcomed by many readers. let's also 
see articles like "The Tri-Hospital 
Diabetes Education Centre" in future 
issues. It was exceptionally well 
written and packed with information 
for anyone involved with this disease 
- Nancy Kyle, Montreal, P. Q. 


Nursing's inherent validity 
I would like to thank Mohamed 
Rajabally for thinking, and The 
Canadian Nurse for printing, his 
thoughts on nursing education. For a 
long time I have thought that nursing is 
not complicated in the way that its 
educational theorists suggest: sub 
rosa I have wondered about 
overcompensation and reaction 
formation. 
Although I do not at all subscribe 
to an anti-intellectual approach to 
nursing, I do not believe that imposing 
a pseudoscientific superstructure on 
what is essentially an applied art will . 
give nursing validity. Nursing 
synthesizes many disciplines - I 
medicine, epidemiology, sociology, 
psychology, to name the obvious 
ones. Its essence, it seems to me, is. 
an intelligent and informed caring or 
mothering. 
Nursing, like mothering, is often 
devalued at the present time. I have 
noticed that as I become less 
defensive about being a nurse - with' 
all the connotations of second-class 
hospital citizenship that it can imply- 
and have recognized both the 
contributions and the limitations of my 
occupation, I have had less need to 
prove that nursing is a science, a 
profession, a high-status job by virtue 
of the complicated theory surroundin
 
it. 
- (name withheld) Montreal, P.Q. 


Working nights 
I would like to add one idea to the 
article on shift work. I am wholly in 
favor of permanent shifts. I believe that 
if the positions were advertised as 
such and there were sufficient 
differential in pay, there would be no. 
difficulty in obtaining staff. 
- Mary Lobb, R.N., Winnipeg. Man. 


Did you know... 
Regina Grey Nuns' School of Nursing, 
Class of '73 are interested in having a , 
five-year reunion tentatively 
scheduled for May 28, 29, 1978. 
But they need your support. If you are 
interested in attending the reunion 
contact: Reunion Committee, 
4721 Pasqua Street, Regina, 
Saskatchewan, S4S 6N7. 
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Egg Beaters - yolk replaced eggs - reduce 
cholesterol content by 98%. 
C.H.D. patients and others at hyperlipid risk may now look 
a real egg in the face without concern about cholesterol or 
triglyceride build-up. 
This is made possible by unique Egg Beaters from 
Fleischmann's. The company cracks some 500.000.000 fresh 
farm eggs a year to remove their cholesterol-packed yolks and 
replaces them with a vitamin and mineral fortified corn oil 
nutrient plus flavouring agents. Egg Beaters are then 
pasteurized. homogenized, and fast frozen. 
Egg Beaters taste and smell like fresh fann eggs. 
The result of this improvement on nature is an egg 
equivalent-with the nutrition, taste, and smell of fresh whole 
eggs. Minus the cholesterol disadvantages. 
Thus Egg Beaters can beat the monotony of a diet without 
eggs. 
Only 3-4 mg cholesterol versus 480 or more mg 
for two whole eggs. 
They can be scrambled. made into omelettes or French- 
toast and used in baking or Quantity cookery. Each one half 
cup serving (4 fl oz) replaces two large whole eggs In 
cholesterol content. 3-4 mg for Egg Beaters compared to 
480 mg or more for whole eggs 


The Canadian Nurse November 1977 


5 


o 


Locked in the 
heart of every 
cholesterol- 
. 
conscIous 
patient is 
the wistful 
longing for 
an egg. 


,. - - - - - - - - - - IN YOUR GROCER'S FREEZER 


I would appreciate 
a supply of your "Cooking 
with Egg Beaten" recipe 
booklet for my petlents 
as marked below. 
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Standard Brands Canada Limited 
Consumer Service Division 
550 ShtK'brooke 51. Wast 
Montreal, Quebec 


.......... 


Numbers of copies requested: English.-- French.-- 


Na /TIA 


Addres 
 


L___________________


 


egg 
beaters. 


You can eat them every day. 
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MARN hosts first national seminar 
on standards of nursing practice 


The first national gathering of nurses 
concerned at the provincial level with 
the development and implementation 
of standards of nursing practice ever 
held in Canada took place in Winnipeg 
on the last two days of September this 
year. The meeting was convened by 
the Manitoba ASSociation of 
Registered Nurses and attended by a 
total of 21 nurses, including 
representatives from eight provinces 
and the Northwest Territories. 
Also present were Norah 
O'Leary, nurse adviser, Health 
Standards Directorate, Health 
Programs Branch, Health and Welfare 
Canada; Rose Imai, recently 
appointed director of professional 
services, Canadian Nurses 
Association, and Miriam Pill of the 
Canadian Council on Hospital 
Accreditation. 
The chairman of the meeting, 
Deidre Blank, nursing consultant, 
standards for the Manitoba Nurses 
Association, welcomed participants to 
the meeting. She explained that the 
MARN decision to host the standards 
meeting was based on the desire to 
provide provincial counterparts with a 
forum for sharing information on 
progress within the various 
jurisdictions towards the development 
of standards of nursing practice at a 
provincial level. 
Day one of the two-day meeting 
therefore was devoted largely to 
explanations and descriptions of 
relevant programs by the vanous 
provincial spokesmen. As the 
discussion proceeded, wide variations 
in interpretation and approach 
between the various jurisdictions 
became apparent. A minority of 
provinces (notably British Columbia, 
Saskatchewan and Manitoba) have 
some sort of quality assurance 
program, incorporating standards of 
nursing practice, already in effect. 
Others, such as Alberta, are now in the 
process of developing nursing 
practice standards for approval by 
their membership. 
In spite of the differences which 
surfaced, participants reached 
agreement on two important points: 


. there is no "right or wrong" 
approach; each province must 
proceed on the basis of its unique 
situation towards a goal that is 
acceptable 101 that plovince. 
. there is a very real need for action 
at the national level to provide the 
provinces with guidelines that will 
allow them to proceed from a. unified 
base towards the implementation of 
national standards of nursing practice. 
Norah O'Leary, whose position 
as nurse adviser with Health and 
Welfare Canada involves coordinating 
and facilitating work on guidelines and 
standards of nursing practice at the 
national level, outlined progress on 
national standards to date. 
"One of the prionties of the 
Canadian Nurses Association over 
the past two years has been the 
development of a definition of nursing 
practice and the establishment of 
national standards," she said. The 
association is now working jointly with 
the Health Standards Directorate on 
this project. O'Leary, who assumed 
this post in July, will work with a 
14-member National Steering 
Committee composed of 
representatives of the 
provincial/territorial nurses 
associations and provincial 
governments. 
Nurses who attended the 
Winnipeg meeting agreed that their 
efforts should be considered as 
helping to lay the groundwork for this 
National Steering Committee which 
will hold its first meeting early in 1978. 
They also agreed that, in order for the 
project to be a success, the CNA 
should actto ensure that an evaluation 
component is included in the work on 
national standards. Their 
recommendation will be forwarded to 
CNA directors for consideration at the 
October board meeting. 
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Emergency Nurses 
hold sixth 
annual conference 


Emergency nurses from all parts of 
Ontario took a long look at some 
common concerns at the sixth annual 
conference of the Emergency Nurses 
Association of Ontano (ENAO). 
Some 300 delegates-rnet in Ottawa for 
the lively three-day meeting, including 
some nurses from Quebec and 
Manitoba. 
The program of the conference 
was geared specifically to the 
educational needs of emergency 
nurses. Guest speakers discussed a 
number of topics pertinent to the 
emergency nurse. These included 
obs-gyn emergencies, hematological 
crisis, ENT, dental and ulological 
emergencies, GI crisis, sudden infant 
death syndrome, dialysis in the ER 
and emergency plastics. 
A panel discussion dealt with the 
subject of death in the emergency 
dopartment. Jill Courtemanche, R.N., 
talked about how the nurse in 
emergency can help the relatives of a 
deceased patient. Dr. James Dickson, 
coroner for Ottawa-Carleton 
discussed the medico-legal aspects of 
death in the emergency room. Rev. 
Dr. John Swift, chaplain at 
Queensway-Carleton Hospital in 
Ottawa, talked about the grieving 
process and the use of grief workers to 
help those whose relatives have died 
in the hospital. 
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The executive of the Emergency 
Nurses Association of Ontario at their 
sixth annual conference. Seated (left 
to right) are Kathleen McPhee, the 
first president of ENAO; Gail 
Lounds, president; and Kathleen 


Another interesting and very 
helpful presentation at the conference 
was Penny Jessop's well- 
demonstrated instruction in the 
A.B.C:s of cardiopulmonary 
resuscitation. The coordinator of the 
Ambulance Training Program of the 
Ontario Ministry of Health, Jessop 
explained the need for standards for 
the application of CPR and outlined 
clearly the steps to be taken in the 
cases of witnessed cardiac arrest, 
unwitnessed arrest. arrest in infants. 
and obstructed airways. 
The ENAO has come a long way 
since its first annual conference 
attended by 75 members in November 
of 1971. Membership now stands at 
approximately 800 nurses. 
The purpose of the ENAO is to 
upgrade emergency nurses within 
their own specialty: 
. to teach and exchange ideas 
. to improve community relations 
and communications by becoming 
more knowledgeable about individual 
hospital problems and patient needs 
e to establish a program geared 
specifically to emergency nursing in 
order to improve the care given to 
patients in emergency. 
ENAO is affiliated with the 
Registered Nurses Association of 
Ontario, and has been involved with 
interdisciplinary groups such as the 
Ontario Medical Association and the 
Association of Casualty Care 
Personnel. 
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Kitney, past president. Standing (left 
to right) are Cathy Barbour, 
vice-president; Margaret Pook, 
secretary; Diane Dixon, past edItor; 
Mary Arntfield, business secretary; 
and Hilda Powis, past treasurer. 



Members back MARN 
at special meeting 


Close to 1.000 nurses attended a 
special general meeting of the 
Manitoba Association of Registered 
Nurses held in early October. the 
largest attendance at any general or 
annual meeting in the history of the 
Association. 
The meeting was called in 
response to a request of association 
membership, who indicated seven 
items that they wished to have 
discuss9d. At the time CNJ went to 
press, only four of these items were 
available. 
Collective approval was gIven to 
the following resolutions: 
. that the Board of Directors 
investigate the feasibility of a 
Post-Diploma Baccalaureate program 
for registered nurses in Manitoba after 
receipt of the report from the Manitoba 
Government of the Joint Ministerial 
Task Force on Nursing Education and 
further information on the progress of 
the development of a B.N. program at 
the University of Brandon and .... that 
the Board of Directors encourage that 
the entrance requirements of the 
two-year program be the successful 
completion of R.N. examinations. 
. that the membership go on record 
dS reconfirming the decisions made 
With respect to their direction to and 
support of The Board of Directors 
jecisions taken to date regarding the 
position paper "Nursing Education: 
Challenge and Change:' 
. that in the opinion of the 
membership, the conduct of the Board 
of Directors in negotiating with the 
Service Employees International 
Union, Local 308, was fair and 
reasonable. 
A resolution was passed at the 
May annual meeting to promote the 
development of a Baccalaureate 
nursing program at Brandon 
University. A progress report on this 
resolution was presented and 
accepted by the assembly at the 
October meeting. 
Members attending were given 
,every opportunity to participate in 
discussion on all items on the agenda. 
and many availed themselves of thiS 
'opportunity. Comments made would 
· indicate that members are interested 
In their professional Association and 
esirous of participating in and 


Nurses tryout 
fitness model 


Twenty-three nurse educators from 
community colleges. hospitals, and 
universities across Canada met early 
in September to immerse themselves 
in health. fitness and lifestyles as part 
of CNA's Health Promotion Project, 
Phase Two. 
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The lively five-day workshop held 
in the YMCA Conference Centre, 
Geneva Park, Ontario brought 
together provincial and territorial 
delegates who were chose>n by CNA's 
member associations. Helen 
Mussallem, executive director of CNA 
and Joan Gilchrist. CNA president 
were also in attendance for part of the 
conference. 
The program. which included 
many well-known speakers, was a 
mixture oflheoretical information, idea 
sharing and practical sessions of 
fitness tests. exercising. eating 
nutritiously and generally "getting 
involved. " 


- --- , 

 r 
- s t.... 
!f -r 
. .. 
 
 
\ 

 


I 


CNA project officer, Jean 
Evera-d, stated that the expected 
result of the conference was to effect a 
personal change in the nurses who 
attended so that they would act as 
"role models" to nursing students and 
to nursing faculty members with whom 
they come in contact. 
Funding for the workshop and 
much of the fitness expertise were 
supplied by Recreation Canada, 
Fitness and Amateur Sport Branch. 
This follows the trend fostered by 
lona Campagnolo, Minister of State 
for Fitness and Amateur Sport, to 
provide more opportunities for all 
Canadians to be involved in exercise. 
Mall Peepre, fitness consultant with 
the Branch, stated that of all the health 
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professions. nursing has shown the 
greatest interest in a health promotion 
scheme. Workshops of this kind 
where individuals are in the "living 
situation" for five days work towards 
changing attitudes about fitness and 
lifestyle. 
The nurses attending the 
conference were able to express their 
criticism, ideas and suggestions 
through a questionnaire handed out at 
the workshop. A follow-up 
questionnaire will be sent to all the 
delegates in six months time 
Later this year, CNA will request 
further funds for health promotion 
workshops for public health nurses 
and occupational health nurses. 
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Those attending the workshop were: Back row, L to R: Joan Gilchrist, CNA 
president; Betty Rideiro, Nt/d.; Sharron Woodworth, N.B.; Alexa Brewer, o
t., 
Patricia Kurki, ant.; Maureen Murphy, B. C.; Jean Innes, Sask.; Nancy Wlggms, 
N.B.; Joan Royle. ant.; Nida Davediuk, N. W. T.; Barbara Stewart, P.O.; Margot 
Phaneuf, P.O.; Helen Mussallem, CNA executive director. Middle row, L to R: 
Sandra Murphy, Nt/d.; Jean Everard, CNA project director; Judy MacIntosh, 
P.E. I.; Leslie J. Robert, Aha.: Loni Sarsfield, Sask.; Donna Meagher, N.S.; 
Bonnie A Friesen, Alta.; Janet Undquist, N. W. T.; Mall Peepre, fitness 
consultant, Ottawa. Front row, L to R: Marilyn Mitchell, Man.; Nettie Peters, 
Man.; Laurie Clarke, B.C.; Laura Saulnier, N.S.; Ginette Premont, P.O. 



8 


'
) 
No .0"''''' _boll' ell.tom. - No duI, '0 pa,. 


At Last.... 


a CanadIan supplier 
for nurses needs 


FREE! 


Your Inlhala engraved on any pureh... 
(S'.'e imtials dell.red on order forml 


STETHOSCOPES ( IJO<' 

U:
r
,
:
o'


M:::p
,

:1 
Bound "ansmiIlSlon. adJUstable . / 
lightweight blnaurals Ha. bolh . 
diaphragm and Ford type bell 
 
Wit" NON-CHILL 'lnlil. Comø1e.e I 
wll" apar. diaphragm and ur- IJ 
pieces Cheo" red, blue. g,ee"._ I. 
sliver (with blacl< tubing). gOld. .., 
g,ay No_ 110117.85 ..ch. 
SINGLE HEAD TYPE As above 
bul wllhoul bell. Sarna .arge 
d.aphragm for tugh sen.il.vily. 
No. 100 111.115 ..eh. 


SPHYGMOMANOMETERS 


MERCURY TYPE. The ultlma.a 
In accuracy FOldll Into light but 
rugged me.al us.. He....y dUI)' 
VelCrO eu" and ,"flallon aye'em. 
IS 0 
.dI. 


i 


AnEROID TYPE. 
uliilliiled and 
 '. 









 I
O J
r 





ee 
n.n;:laome Zippered caae 10 iii 
)'our pocket 124.15 Nch. 

friÉ
 

R:E;

CT
 


 . 
 
( - J OTOSCOPESETOneo' 
. German)"s hnesl InSlrumenla 
'=
", ;--
-
- 
... \. "' ul magnll)'lng lena. 3 Siandard 
, ....: - ... I!uze specula. Size C beUenes 
.... __ Included. Mela' carr)'lng cese 
. lined wllh aoll cloth No 309 
, .
 ........ch. 
LISTER BANDAGE SCISSORS. 
A muSI lor every Nuree Manu. 
laclur
 01 Iinesl StNI end 
Ilnished In san,t.r)' Chrome 
No. 699 ""';' 13_"1 
No. 700 5"';' 14_"1 
No. 702 7V.' ^ 14_1$ 
_. 
 / 1Ii.."' ENAMELLED PINS Beautllull)' 

 . - - \ designed 10 show )'our proles. 
.,, '.,,0, .<.,. . alonalalalus Jewelr)'Quahl)'ln 

.. 
 hNV)' gold plale Wllh u'ely 
clasp No. 101 ""RN"" Wllh 
NJRSrS AmE Caduceus ':.I
:-
:: ,,




 
NURSES EARRINQS For pierced 
 
 
Nrs. Oelnl)' Caduceus In gold y It. 
gl:
I

I
)' g:I

 :;::::l
rs
a 325 - 
1'1.Q/pr. 
T
 O NURSES CAP TACS Gold 
if " .,.... 
. - plaled Holds )'our cap siupe 
11 fuml)' in place Non-IWlst 
INlure No 301 ""RN" wllh 
, - Caduceus or Ho 304 plain 
Caduceus 13.15 I pro 
NOTE: ::c:= :e
I:
 


.oI

.:
:rI:'I':
':;
ñ 
- 1m Telle. erw Included 


DELUXE CAP TOTE Wllh 





:
:

al':'
t

fl
 
"".7lno 
sirongl)' conslrucled 01 while 
grained Plaslahlde Siale choice 
ollnlerlor COlour Blue wtJlle or 
Rose. No. 7201 110_18 NCh.' 



 


, ,
:'. 

.\ \ 
\ 
, 
'----- 
\ 


" 


DELUXE POCKET SAVER No 
more "nnO)'lng Ink 81alns or 
Ira)'ed edges. 3 compartmenlS 
lor pens, sCissors. etc., plus 
change pockelend ke)' chain. 
While call Plaslalnde. No 505 
S1.1$..ch. 


NURSES PENLIGHT Power1ul beam for ellamlnaUon 01 
Ihroal elc. Chrome cas. with pocket cllp_ 12..' with 
bellenes 
NURSES WHITE CAP CLIPS. Made in Canada lor 

:
.
la
l
uí

:s. 


:'J 
I
I. 



:.t'

oÕ
I
.r;:I
fn 12 
(Min 3 cards) 
NURSES 4 COLOUR PEN tor recorOlng lemperelure, 
blood pressure etc On.hand operallon a.leclS Red, 
Black. Blue or GrNn NO 32 12.21 N. 


SEND TO ECUITY MEDICAL SUPPLY CO 
PO. BOX 728.S. BROCKVILLE, ONT K8V5V8 


Cuanl lIem 







; PrIce Amounl 


ONTARIO RESIDENTS AOD 7% TAX 
ADD SOc HANDLING CHARGE 
IF LESS THAN 110 
C 0.0. ORDER ADD $2 00 
TOTAL ENCLOSED 
- 11.4 0 - CHEOUE U CASH 


ASK AIIOUT OUR GENEROUS QUANTITY DISCOUNTS FOR 
CLASS GIFTS, GROUP PURCHASES. FUND RAISING EYC 
USE A SEPARATE SHEET OF PAPER IF NECESSARY 


't 
l\\ -'" 
./;::;:;; 

, 
Anne Jenkins 


The Canadian Nurse 


November 1977 


.... 


,\ 


? 
V 


ì 
... f 
June Nakamoto 


! 



 
Bonnie C. Lantz 


Lores Ytterberg 


-- 


-. 


) 


J 


VGH reorganizes 
nursing department 


The nursing department at the 
Vancouver General Hospital, 
Vancouver, B.C. has recently 
undergone a major reorganization. 
Each of five nursing specialties now 
constitutes a department headed by a 
clinical nursing director who brings to 
the position the specialized 
knowledge and competence required 
to organize and deliver nursing care. 
The five clinical nursing directors are 
members of the hospital's Nursing 
Advisory Committee which has 
developed as a nursing parallel to the 
Medical Board. The Committee's 
responsibilities deal particularly with 
the development of quality assurance 
program for nursing care and 
recommendations for nursing policies. 
The five newly appointed clinical 
nursing directors are: Anne Jenkins, 
director, Pediatric Nursing: Bonnie 
Lantz, director, Surgical Nursing; 
Winifred M. Miller, director, 
Psychiatric Nursing; June Nakamoto. 
director, Obstetrical, Gynecological 
Nursing: Lorea Ytterberg, director, 
Medical Nursing. 
The newly created staff position 
of director, Nursing Administrative 
Services, has been filled by Thurley M. 
Duck. 
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As director, she is secretary to the 
Nursing Advisory Committee and is 
responsible for the development of the 
quality assurance program in nursing. 
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Winifred M. Miller 


The four years of studies and 
planning for the reorganization carried 
out by the nursing staff and hospital, 
revealed that a great deal of nursing 
staff time was being spent on activities 
related to nursing, but not actually 
nursing functions. To allow nursing 
staff more time for direct patient care. 
an administrative support team for 
nursing has b been established. Clara 
Y. Urn has been appointed director, 
Nursing Support Services. She will 
supervise four administrative 
managers. 
The nursing reorganization was 
implemented at VGH to g:ve nursing 
staff the opportunity to devote more 
time to the care of patients and to work 
more closely with the physicians at the 
hospital. It is part of a plan to enhance 
both job satisfaction for nurses and to 
maintain a high quality of health care 
for patients. 


,
, 
'\ 



< 

.tiQb. 

 

R

itg


..
 
Clara Y. Lim 


RNAO's nursing process 
project underway 


A two-year project to assist in the 
implementation of the nursing process 
by all nurses throughout Ontario is 
well underway. 
In November, 1976, the 
Registered Nurses Association of 
Ontario's board of directors 
authorized the project as a follow up to 
the Team Nursing Project. The 
nursing process project aims to 
increase the effectiveness of the 
nurse in her practice of nursing, to 
endorse the Standards of Nursing 
Practice recently issued by the 
College of Nurses of Ontario, and to 
assist hospital nursing departments 
carry out accreditation guidelines. 
The objectives of the project are: 
. to promote utilization of the 
nursing process by all registered 
nurses throughout the province; 
. to develop the skills of the 
registered nurse in assessment of 
patient needs, planning for nursing 
care. implementing the plan through 
appropriate nursing action and 
evaluation of the outcome of nursing 
care: and 
. to improve the problem solving 
abilities of registered nurses. 
The project consists of three 
phases: 
Phase I: An initial series of workshops 
on the nursing process on a regional 
basis throughout the province. 
Phase II: A follow-up series of 
workshops approximately one year 
later. 
Phase III: Documentaton of all 
activities and evaluation of the results. 
In June 1977, Louise Lemieux 
Charles was appointed project 
co-ordinator. Since then, a provincial 
steering committee, acting as a 
co-ordinating body for the project, has 
developed guidelines outlining the 
basic principles on which the 
workshops will be based. 
Regional planning committees 
representing RNAO's six regions have 
been formed. The committees will 
identify the specific educational needs 
of their area in relation to the nursing 
process and identify available 
community resources. 
Seven workshops will take place 
in late November 1977. Another two 
regional planning committees will 
meet soon to plan further workshops 
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First Psoriasis 
Education 
and Research Centre 


The Women's College Hospital in 
Toronto has opened Canada s first 
Psoriasis Education and Research 
Centre (PERC). The cost of treating a 
patient at this center is estimated at 
one-third the cost of hospital 
treatment. 
PsoriasIs, a chronic recurrent 
skin condition characterized by 
flaking. scaling, and itching of the skin 
has been estimated to affect between 
800,000 and 1,000,000 Canadians of 
both sexes, and all ages, racial ongins 
and social levels. 
The Education and Research 
Centre is set up to treat those patients 
with extensive disease that have 
previously required hospitalization to 
meet their need for treatment. In 
addition to a flexible education 
þrogram, the Centre draws up 
treatment schedules that are 
individually tailored to meet the 
patient's work pattern and lifestyle. 
At the Center. a patient is taught 
the skills of skin care as well as 
learning how to minimize disability. He 
learns how to maintain remission, how 
to recognize and treat relapses at an 
early stage. He is encouraged to 
function at an optimum level, and to be 
independent. 
The objectives of the program 
are: 
e to teach patients to care for 
themselves and recognize their 
symptoms before the condition 
becomes full-blown 
. to provide a center for training 
medical, nursing and other 
professionals in methods of 
comprehensive and preventative care 
of chronic skin conditions 
. to develop a less costly 
alternative to hospitalization while 
maintaining a comprehensive 
program. 
PERC is a demonstration model 
for which operating funds were 
provided by the Atkinson Charitable 
Foundation, the federal government, 
Health and Welfare Canada research 
grants and the Women's College 
'Hospital. 
. 


Bégin replaces Lalonde 
in cabinet shuffle 


Canadians have a new minister of 
National Health and Welfare. She is 
the Hon. Monique Bégin, P.C., M.P. 
for the Montreal riding of Saint-Michel 
Her appointment became effective 
September 16 of this year. 
First elected to the House ot 
Commons in 1972, Bégin was 
formerly Minister of National Revenue 
(since September, 1976) and 
Parliamentary Secretary to the 
Secretary of State for External Affairs. 
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Bégin has served on several 
parliamentary committees, including 
External Affairs and National Defence, 
Broadcasting, Health and Socia; 
Affairs, and Immigration. 
In 1973, she was a member ofthe 
Canadian Delegation to the 
Commonwealth Conterence held in 
Ottawa and served as a permanent 
delegate of the 28th session of the 
United Nations in New York. She was 
head of the Canadian ministerial 
delegation, 25th Conference, 
Colombo Plan in Colombo, Sri-Lanka. 
Bégin was born on March 1, 1936 
in Rome, Italy and was educated In 
Montreal. A former teacher, she 
obtained her M.A. (Sociology) from 
the University of Montreal, followed by 
doctorate studies at the University of 
Paris and post-graduate courses at 
the Engineering Faculty of McGill 
University in Montreal. She worked in 
the private sector on applied social 
research projects, before being 
appointed executive secretary of the 
Royal Commission on the Status of 
Women. She was also administrator 
of the research branch ofthe C. R. T. C. 
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mlcroporous adhesive 
appliance from Hollister 


Now. from Hollister, there's a one-piece drainable stoma 
pouch with microporous adhesive - the same tissue-soft, 
non-occlusive adhesive yOU use for wound dressings. 
Lets skin "breathe' beneath the adhesive. Provides a 
touch of tenderness never before available in an ostomy 
appliance. 
. NON-OCCLUSIVE . MOVES WITH THE SKIN 


The Karaya Seal Stoma Pouch with Microporous Adhe- 
sive eliminates one of the major causes of skin irritation- 
the occlusive or "sealing" effect of conventional plastic- 
backed adhesives. At the same time, it minimizes the 
skin-shearing trauma when the 
wearer bends or flexes the abdo- 
men. Less skin problems means 
better use of nursing resources. 
The Karaya Seal Drainable Stoma 
Pouch with Microporous Adhes- 
ive: A touch of tenderness for 
your next ostomy patient. 
FOR MORE INFORMATION, WRITE 
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DEVELOPING A 
N TRADITION. 


A new tradition of professional responsiveness. 
A new commitment to expanded medical services through increased 
product development, brooder medical communications, greater patient 
information, enhanced pacl'\aging. 
Our new tradition will be bocl"ed by the some commitment, vigor and 
intensity that introduced insulin to the world. That put Connaught in the fore- 
front of biological research. 
And the new tradition, together with our ongoing dedication to research, 
is still another way in which we can continue to contribute to the health core 
needs of Canada.. .and the world. 
For any professional or medical information please call our Customer 
Service Deportment (416) 667-2779 or the Medical Director(416)6ó7-2622. 
Connaught Laboratories Limited · 1755 Steeles Avenue, West · P. O. 
ßox 1755, Station "A". Willowdale, Ontario M2N 5T8 


CON NAUGHT 
where service . pie ents research 
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Toronto's Great in '78 for the CNA convention. 


Holding a conference or meeting 
soon? If you are, CNJ wants to know 
about it and so do our readers. But due 
to production deadlines. we must have 
the dates at least two months In 
advance for inclusion on the 
"Calendar" page. Send your 
conference dates to: Calendar, The 
Canadian Nurse, 50 The Driveway, 
Ottawa, K2P 1 E2. 


November 


Coping with Work Stress. A one-day 
workshop to be held at the University 
of Victoria, Victoria, B.C. on Nov. 25, 
1977. Fee: $15. Contact: Dtvision of 
Continuing Education, Mrs. F.B. 
Collins, Programme Officer, 
University of Victoria, Box 1700, 
Victoria, B.C., V8W 2Y2. 


Annual Seminar of the Manitoba 
Operating Room Study Group in 
conjunction with the Manitoba Health 
Organization Conference. To be held 
on Nov. 22, 1977. Contact: Faith 
Yundak, Operating Room, Children's 
Centre, 685 Bannatyne Ave., 
Winnipeg, Manitoba, R3E OWl. 


Symposium on the High Risk Infant 
and Family, to be held on Nov. 30 and 
Dec. 1, 1977 at the Netherland Hilton 
Hotel in Cincinnati, Ohio. Presented 
by the University of Cincinnati College 
of Nursing and Health. Contact: 
Michael Hyre, Executive Director, 
Greater Cincinnati Chapter, The 
National Foundation, March of Dimes, 
324 East Third A St., Cincinnatti, Ohio, 
45202. 


Children end Infection. A one-day 
conference to be held on Nov. 23 and 
on Nov. 30. 1977 at the Hospital for 
Sick Children, Toronto. Fee: $20. 
Contact: The Coordinator of Nursing 
Education, The Hospital for Sick 
Children, 555 University Ave., 
Toronto, Ont., M5G 1X8. 


December 


Primary Health Care in 
Industrialized Nations to be held on 
Dec. 12-14, New York City. Contact: 
Conference Department, The New 
York ACâ,-emy of Sciences, 2 East 
63rd St., New York, N. Y. 10021. 


Common Problems in Orthopedics 
to be held on Dec. 8-10, 1977 in 
Saskatoon. Contact: CME Office, 
University of Saskatchewan, 408 Ellis 
Hall, Saskatoon, Sask., S7N OW8 


Call for papers for the 1978 Annual 
Meeting of the American Thoracic 
Society to be held in Boston, Mass. on 
May 14-17, 1978. Papers on all 
aspects of respiratory disease are 
welcome. Abstract in English, to be in 
no later than Dec. 7, 1977. Contact: 
Richard H. Winterbauer, M.D., 
Chairman, ATS Annual Meeting 
Committee, American Thoracic 
Society, 1740 Broadway, New York, 
N. Y. 10019. 


Training for Adult Educators. A 
series of inter professional seminars to 
be held in Vancouver: Dacum - A 
systems approach to training on Nov. 
25-26; Design and management of 
instruction on Dec. 2-3; Research for 
the practitioner - the plactitioner as 
researcher on Dec. 9-10. Fee fOr all 
seminars: $50. 
Contact: Registrations, Centre far 
Continuing Education, U.B.C., 
Vancouver, B.C. V6T 1W5. (604) 
228-2181. 


Conference for Senior Nurse 
Administrators to be held at the 
Ontario Hospital Association in 
Toronto on Dec. 5-6. 1977. 
Topic: Employee Relations; 
Assertiveness Training. Contact: 
Norma Clark, Coordinator, Nursing 
Services, Ontario Hospital 
Association. 150 Ferrand Dr., Don 
Mills, Ontario. 


Seminar Series on the Organization 
and Delivery of Mental Health 
Services to be held on Dec. 9-10, 
1977 in Austin, Texas. Contact: Anne 
E. Parsons, Community Relations 
Officer, Thistletown Regional Centre, 
11 FarrAve., Rexdale, Ont., M9V2A5. 


Current Practices in Breast 
Feeding and Maternal Infant 
Bonding to be presented in Winnipeg 
on Dec. 2, 1977. Fee $10. Contact: 
Norma Buchan, Women's Centre, 
Health Sciences Centre, 700 William 
Ave., Winnipeg, Man., R3E OZ3. 


January, 1978 


Overview of Paediatric 
Rehabilitation Course: A 
Multidisciplinery Approech to 
Management. To be held in Toronto 
on Jan. 23-27, 1978. Fee: $75. 
Contact: Norma Geddes, R.N., The 
Education Department, Ontario 
Crippled Children
s Centre, 350 
Rumsey Rd., Toronto, Ontario. 
M4G 1R8. 


Royal College Medical and Surgicel 
Exposition to be held concurrently 
with the 47th Annual Meeting of the 
Royal College of Physicians and 
Surgeons of Canada. To be held at the 
Hotel Vancouver, Vancouver, B.C., 
Jan 25-27, 1978. Contact: Royal 
College Medical and Surgical 
Exposition, 481 University Ave., 
Toronto, Ont., M5W IA7. 


Nursing Care of the Sick Newborn, 
a five-day conference to be held the 
week of January 30, 1978 at the 
Hospital for Sick Children, Toronto. 
Fee: $80. Contact: The Coordinator of 
Nursing Education, The Hospital for 
Sick Children, 555 University Ave., 
Toronto, Ont., M5G IX8. 


Hypertension Symposium to be 
held on Jan. 20, 1978 in Saskatoon. 
Contact: Dr. u.K. Bhalerao, 
Saskatoon City Hospital, Saskatoon, 
Sask., S7K ON7. 


Current Practices in Breast 
Feeding and Maternal Infant 
Bonding to be presented in Winnipeg 
on Jan 27,1978. Fee $10. Contact: 


Norma Buchan, Women's Centre, 
Health Sciences Centre, 700 William 
Ave., Winnipeg, Man., R3E OZ3. 


February 
Toronto Area Interest Group of the 
Orthopedic Nurses Association 
Two-Day Meeting to be held at the 
Hotel Toronto, in Toronto, Ontario on 
Feb. 9-10, 1978. Contact: Marion 
Marshall, Chairman, Publicity 
Committee, 35 Front Street, Apt. 310. 
Mississauga, Ont., L5H 2C6. 


March 


Sensitivity - An Integral Part of 
Pedietric Nursing. A one-day 
conference to be held on Feb. 22 and 
on March 1, 1978 Fee: $20. Contact: 
The Coordinator of Nursing 
Education, The Hospital for Sick 
ChIldren, 555 University Ave., 
Toronto, Ont., M5G IX8. 


April 


Patient Teaching Programs. A 
one-day conference to be held at The 
Hospital for Sick Children, Toronto on 
April 19 and on April 26, 1978. 
Fee: $20. Contact: The Coordinatorot 
Nursing Education, The Hospital for 
Sick Children, 555 University Ave., 
Toronto, Ont., M5G 1 X8. 


National Drug Abuse Conference to 
be held April 3-8, 1978 in the Olympic 
Hotel, Seattle, Washington. Contact: 
NDAC 78, 200 Broadway, Seattle, 
Washington, 98122. 


-: 


CNA MEMBERS AND 
ASSOCIATION MEMBERS 


CNA members and association members are invited to 
submit resolutions for presentation at the Annual 
Meeting and Convention, June 1978. 
Resolutions must be signed by a CNA member and 
forwarded to the Resolutions Committee. CNA House 
by 31 March 1978. 
Resolutions received after 31 March 1978 cannot be 
presented to the annual meeting. 
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Famous Brand 
Stethoscopes 
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and Scope Sack! 
REfVESCOPE Our own 
precision stethoscope made to 
Reeves exacting standards with 
our I year guarantee. 1 % chest. 
piece slips easily under B.P. cuff. 
Weighs only 2 oz A fine, dependable, sensitIVe scope in Blue, 
Green Red, Gold or Sliver adjustable binaurals, chestpiece and 
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IDlany professional women experienced the hardships of Army service 
during World War 1. At the close of the war there were 1,901 Canadian 
Nursing Sisters in the Army overseas. Nursing service abroad was 
far from being a "picnic" or a "joyride." Of those who went overseas, 53 are 
listed in the Memorial at Ottawa as having given their lives in the Great 
War. 
This is the story of one of the women who served Canada so 
faithfully during the years 1914 to 1918. This is the second chapter in the 
continuing story of Maude Wilkinson. 
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"The following recollections are not written with any underlying thoughts of resentment or self 
pity. My memories of Army service are very dear to me and I consider myself most fortunate to have 
been able to serve my country in her time of need All of the events ofthose years have remained 
very vivid in my mind - I have enjoyed relating them." 
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Maude Wilkinson 



 nce we were on board the train in Toronto 
the officers were directed to the first car, 
nursing sisters to the second and all other 
personnel followed. There was great 
merriment and laughter in our car as friends 
greeted each other warmly. Many parcels and 
gifts from family and friends left behind were 
unpacked. There seemed to be almost no end 
to the boxes of candy and fresh fruit. 
Newspapers and paper backed books were 
scattered everywhere. 
While all this was going on other nurses 
sat quietly at their windows. gazing out at old 
landmarks. These were the buildings and 
places they had known for so long - no doubt 
some of them were wondering if they had 
made the nght decision in leaving the posItIons 
they had attained, their comfortable homes, 
their friends and family. 
We arrived at the docks in Montreal 
sometime after nine o'clock. Our orders were 
to prepare to leave the train and board a troop 
ship to cross the Atlantic. 
It had been a tiring trip: a long exhausting 
day, bOth physically and emotionally. We were 
all assigned cabins on the ship. All of the 
cabins had four beds in them - bunk beds. 
We found our steamer trunks under our bunks 
with our canvas bags. It was terribly crowded; 
four women with haversacks and coat pockets 
filled with parcels took up a lot of room. There 
was no place to sit down, except on the bunks, 
and no room to dress or to hang our 
greatcoats. 
I don't remember there being any 
discussion as to which bunk we would have 
We were just too weary to do anything but 
stumble in and settle down for a good night s 
sleep. 
Pandemonium and chaos reigned 
supreme in our cabin early the next morning. 
To be late for a meal was a serious offence and 
it was almost time for breakfast. The four of us 
decided that the two nurses on the top bunks 
should dress first. Hairpins and nets. 


toothpaste and brushes were soon lost on the 
floor with all of our luggage. 
On top of thiS, time was passing quickly 
and the women in the lower berths had to get 
dressed too. But where could the ones from 
the top go? They could hardly climb up again. 
It was a trying and embarrassing 
experience for all of us, one whioh we were all 
sure no male honorary lieutenant would have 
been subject to. But, at last, the four of us were 
ready and we made our way to the dining area 
Our cabin was near the small serving 
pantry by the saloon. We could smell the 
coffee. toast and frYing bacon and It made us 
realize just how hungry we were. In spite of 
this. we waited, and waited. and waited. 
I am sure the doctors were unaware of the 
fact that the more coffee they drank, the more 
cigarettes they smoked and the more amusi ng 
tales they told (some of which must have been 
very funny, judging from the laughter) - the 
longer we had to wait. The doctors in our unit 
were usually very kind and considerate of the 
nursing sisters and I know they were never 
informed of the situation because it was often 
repeated. But, "Airs well that ends well." and 
in the end we really enjoyed that first breakfast 


A cautious crossing 
We were all summoned to the upper deck 
after breakfast. Here we met with the captain 
and his crew. They gave each of us a life 
preserver which we were to carry with us at all 
times. We were also allotted space in a 
lifeboat, supplied with the number of the boat 
and the station to which we should report in the 
case of an emergency. lifebOat drill was 
carried out each morning; we were entering 
the War Zone. 
I don't think any of us had realized just 
how dangerous this crossing was to be. It was 
not until ourship had set sail that we learned a 
troop ship had been torpedoed near the 
Canadian shore. It was absolutely essential 
that we observe all re
ulations. not only for our 


// ðd 
/U:Utæd ø 
 A"!?'dM' 
J 



16 


The Canadian Nurse November 1977 


"'!Z 
.... 


----- 

 

 


.. 


"-; 



 


." 


\'" " 


,.. . 


..... 


# 
jPpMIl tHE 

/5 
own safety but for the safety of all on board. 
The nights were the worst; all portholes had to 
be closed and darkened and there was no 
smoking allowed on deck. 
Before long the sea became very rough, 
the air cold and windy. Matron soon retired to 
her cabin, many nurses were seasick. 
The doctors tried to persuade us to walk 
and exercise but this too was very difficult. 
At night, those who wished could remain 
dressed and sit out on deck. Very often I was 
one of the bundled figures in the darkness, 
clutching the few personal possessions that I 
had with me, fingering from time to time the 
little leather coin container with the five-dollar 
gold pieces that hung around my neck. 
(Someone at home thought that the gold would 
ensure my safety if I was captured). 


England 1915 
It took twelve long days and nights to 
cross the Atlantic. Finally, land was sighted 
and we prepared to disembark. The arrival of 
the Canadian nursing sisters created quite a 
stir at Portsmouth. Matron arrived on deck 
(looking quite rested) and told us to line up as 
we had been instructed by the sergeant in 
Toronto. We had to walk through the town to 
the train station and after our long sea voyage 
we certainly did not look our best. 
One of the nurses who had a very deep 
voice was detailed to keep us in line. As we 
marched ahead of her "left, right left. right" 
soon attracted the townspeople. There WE> 
were clad in greatcoats, with haversacks slung 
over our shoulders and hats worn at a rakish 
angle; the English people no doubt wondered 
what on earth had landed at their sophisticated 
port. 
One lady joined our procession at the 
rear, declaring as she fell in line that she too 
belonged to the Salvation Army and welcomed 
her sisters from Canada. To our wonder and 
relief she refrained from bursting into "Onward 
Christian Soldiers." Wherever we went in 
England or on the Continent, our uniforms, 
especially the two pips on the shoulder straps, 
awakened curiosity and amusement. 
What a relief it was to be on the train and 
traveling comfortably through the lovely green 
countryside. The weather was just beautiful 
and we glimpsed many little cottages with 
thatched roots as we sped through village after 


village. All the cottages seemed to have small 
gardens in the front, gardens (no doubt gay 
with summer flowers in peacetime) now 
planted with life-sustaining vegetables. We 
saw only old men and women whenever the 
train stopped at stations along the way. The 
only young people in evidence were the 
disabled or wounded; the able men were in the 
army and the women in munitions factories. 
It was late at night when we arrived in 
London. Matron-in-chief, Margaret 
Macdonald, was thereto meet us and direct us 
to one of the two old established hotels that 
were reserved for us. The next morning Miss 
Macdonald really endeared herself to us when 
she told Our Matron we were to go to specified 
shops to have our dresses and coats 
shortened and our hats (so unbecoming) 
reblocked. She too must have been appalled 
at our appearance when we arrived. 
We were allowed a few days leave. I had 
been to London before and' was very anxious 
to revisit some of my favorite 'old haunts.' But it 
was wartime now and I could not help but be 
appalled by the many changes. There were 
notices pointing to air raid shelters, fences and 
barricades around partially demolished 
buildings. There was rubble everywhere. The 
beautiful parks, where nursemaids, in their 
long blue capes and little bonnets used to sit 
and watch children romp and play, were now 
deserted and neglected. The whole city was so 
lonely and sad. 
We were all disappointed when we found 
out that our hospital was not yet ready. The 
only thing that anyone could (would) tell us 
was that we would be going to the 
Mediterranean, eventually - just when Or 
where no one seemed to know. 
In the meantime, we were sent to the 
Canadian Military Hospital at Shorncliffe near 
Folkestone. Some nurses remained there; 
others were sent to Canadian and British 
hospitals in England or abroad. 
Life was restful and relaxing at 
Shorncliffe. Our duty was light and our safety 
was assured. It seems that sometime early in 


1914 a German plane had been shot down off 
the coast near Folkestone. Lifeboats had gone 
out and rescued the pilot and his crew. 
Although the Germans were officially 
prisoners they had received consideration and 
were treated with justice. Apparently, German 
headquarters heard of this and informed the 
Folkestone Council that the area would never, 
knowingly, be bombed - to the best of my 
knowledge it never was. 
Before very long the four of us who had 
shared the same cabin while crossing the 
Atlantic (our nickname was "the Odds and 
Ends") were sent to a British hospital at 
Boulogne, France. I don't remember anything 
about our departure, crossing the channel or 
the train trip but I do remember the 
unenthusiastic welcome we received when we 
arrived on June 15th. The Matron met us and 
promptly told us she did not understand why 
we had been sent; she had not asked for, nor 
did she require additional staff. It was most 
disheartening. The following morning we lined 
up for breakfast at 7 o'clock. Matron was there 
and she asked for our ration books and 
handed each of us a tin pie plate, enamel mug 
and cutlery. Food was scarce in Boulogne but I 
never heard any of the British staff complain 
about it. I must confess that we Canadians felt 
it was quite inadequate after being spoiled at 
Shorncliffe. 
It was interesting to observe the routine 
carried out in British Military Hospitals as 
compared with what we were used to. The 
orderlies gave most of the bedside care while 
the general nursing staff took temperatures, 
gave out the medicines and supervised the 
patients' nourishment. The sister-in-charge 
(the one with the little red cape) kept the 
records. made rounds with the doctors and 
was responsible for carrying out their orders. 
We were told that this system of patient care 
was followed in every British Military Hospital. 
Matron supervised our work closely but 
we were only criticized if we tried to usurp the 
orderlies' duties. The British sisters were very 
kind to us. In fact, we were almost sorry to 
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leave on July 25th when our orders came to 
return to England. 
Matron arranged our transportation to the 
station, returned our ration books and thanked 
us We were given our rations for the return 
journey; a package of hardtack biscuits and a 
tin of bully beef! The station master put us in a 
compartment, locked us in and departed. We 
soon found that there was no other door 
except the one we had entered by, no aisle, no 
sanitary conveniences and no drinking water. 
We were not allowed out when the train 
stopped at stations for refueling. 
So there we were. four graduate nurses. 
who before the war had held responsible 
positions, and enjoyed comfortable 
accommodation. I think it was our dignified 
Johns Hopkins graduate. who put one of our 
steamer rugs across the end of the 
compartment and thereby gave us a little 
privacy. The bully beef tin was opened. the 
meat carefully wrapped and the empty tin (a 
treasured possession) did valiant active 
service. The night dragged on endlessly. 
Early the next morning, while the train was 
refueling, we saw two French Red Cross 
volunteers peering in our window. By sticking 
Out our dry tongues and clutching our throats 
we were able to convey the fact that we were 
parched for something to drink. They looked at 
one another and seemed to understand what 
we needed for one of them ran off somewhere. 
She returned with two bottles of cider which 
she thrust into our hands just as the train 
started to pull away. 
You can imagine our relief. We had had 
nothing to drink for twenty-four hours; the salt 
in the bully beef and the dryness of the 
hardtack worked together to create a terrible 
thirst. The cider, which we drank from the 
bottle, was cool and refreshing and it soon 
disappeared. The four of us. ex-matrons and 
senior supervisors became merry, in fact, very 
merry and a little inebriated. What a scene for a 
movie! To top it all off when we crossed the 
channel we found that bully beef, hardtack and 
cider do not mix very well. All of us were very 
sick. 
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The train from Dover to London seemed 
quite luxurious in comparison to our journey 
through France. We were rested and relaxed 
by the time we had lunched in London and 
continued our journey to Shorncliffe. There we 
told our friends all about Our experience on the 
train in France and we were able to appreciate 
their amusement. 
We were stationed at Shorncliffe until 
October 18th. The wards were not filled and 
once again our duty was very light. The 
weather was warm in the daytime and the 
nights were beautifully cool. 
Moving to the Mediterranean 
Rumors about our departure ran rampant 
but it was autumn before we received our 
orders to move out. We heard the doctors and 
men of our unit (those who had not been 
retained at Shorncliffe) had sailed on a troop 
ship for some unknown destination. Soon the 
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rest of us were off to Tilbury docks to board the 
Kildonan Castle, an old passenger ship 
converted to carry troops. They told us that we 
were bound for the Mediterranean. It had been 
five months since we left Canada and yet we 
were still unaware of the location of our 
hospital. 
Life on the Klldonan was very different 
from our Atlantic crossing. The four of us had 
comfortable two-berth cabins and plenty of 
deck for exercise, shuffleboard and games. 
Still there was the constant threat that we 
might hit a mine or a submerged iceberg. I 
never felt that we could relax and "breathe 
easy." 
Finally, our ship left the Atlantic and 
entered the Mediterranean Sea; now the 
weather was warm and the sea calm. We 
sailed from island to island taking troops and 
cargo back and forth. We began to wonder If 
we would ever see land, surely our hospital 
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was ready now! 
We had thought we would disembark at 
Malta but instead we left the Mediterranean 
and via the Aegean Sea entered the 
Dardanelles. At Suvla Bay, Gallipoli,Turkey. 
orders were received to transfer the nurses to a 
hospital ship where sick and wounded were 
waiting. British sisters had been expected but 
their arrival was delayed. 
We found the patients very ill. suffering 
from malaria, typhoid, malnutrition and black 
water fever. There were very few surgical 
cases. 
This was our first contact with British 
military orderlies at sea. They took over 
completely, removed filthy uniforms, washed 
the patients and put them into cots. Each 
man's uniform was folded, tagged, tied and 
placed outside on deck. The uniforms were 
alive with vermin; I do not exaggerate, those 
bundles, out in the sun on deck actually moved 
as the vermin rose to the surface. 
Directed by the orderlies we, as nurses, 
took temperatures, and gave medication and 
nourishment. I had appreciated the service of 
the orderlies while I was in Boulogne but out 
here, in the middle of the ocean and under very 
difficult circumstances, one could not help but 
admire their devotion to duty, their care and 
consideration of these helpless patients. 
Eventually all of the patients were 
transferred to another hospital ship to return to 
England. 
Matron decided that the nurses who had 
been ill (including herself) would remain 
behind recuperating. The rest of uS (thirty-five 
nurses) stayed on board and went back to 
Suvla Bay to see if another trip was necessary_ 
The decks of the ship were scrubbed, and 
chairs were placed outside for us; the return 
journey was most enjoyable. The British 
doctors and crew were very pleasant and most 
entertaining. 
The British sisters still had not arrived and 
so the major asked for volunteers from among 
us to go further up the coast to a place he 
called 'H ill 60' _ There were men on the hill who 
had been exposed to enemy bombardment 
and they had to be rescued. Eight of us 
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volunteered. We arrived at the "rock" and cast 
anchor in the darkness. The crew started 
bringing the patients on board as we looked 
down at the sick bay. 
I had never seen such emaciated human 
beings as those they carried aboard that night. 
Even the men who were able to walk were just 
skeletons. We learned these men had been 
left on this hill to be picked up later but while 
there. they had been subjected to German gas 
shells and daily bombardment by enemy 
ships. All ofthem were suffering from dysentry 
and malnutrition. As they were brought on 
board the orderlies took off their filthy ragged 
uniforms, wrapped them in blankets and 
placed them in hammocks. At first the major 
refused to let uS go down to the sick bay and 
this caused considerable argument. 
Eight determined women insisted they 
were on active service to serve and serve they 
would. Finally he allowed four of us to go down 
for ten minutes, to be relieved by the otherfour. 
This was how we passed the entire night. The 
air in the sick bay was foul. one could hardly 
breathe. Other than offering the men a 
spoonful Or two of warm liquid there was really 
little anyone could do for them. Those who 
were able, looked up. smiled and said. "Thank 
you. sister. "It was hard to fight the tears back. 
Every few minutes the engines would 
slow down. The patients knew what this 
meant: another lifeless body. wrapped in a 
blanket. was lowered to his watery grave. The 
Union Jack covered the body but as it 
descended into the water the flag was hauled 
back, ready for the next time. 
Later in the day we transferred our 
patients to a hospital ship that was bound for 
England and we went back to Suvla Bay. I 
never found out how manyofour patients died 
or how many were able to continue their 
journey - it was a very helpless feeling. 
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In the meantime the British sisters had 
arrived at Suvla Bay and so we changed to 
another ship and sailed to Malta From there 
we moved on to Salonica (now Thessaloniki) 
Greece, - our hospital site. 


Building our own hospital 
We were taken out to our camp the minute 
we arrived at Salonica. Our doctors and all the 
other men had arrived a few days earlier. 
Before they had even a chance to unpack their 
personal belongings a convoy of sick and 
wounded from a Casualty Clearing Station up 
north, had arrived. There were no hospital 
tents ready. no cots unpacked and the doctors 
had to tend to patients who were wrapped in 
blankets lying on the ground. 
The next day they received word that a 
second convoy was to be expected. When we 
arrived the doctors were hastily putting up 
tents and unpacking cots, mattresses, 
blankets and pillows. We qu ickly discarded our 
coats and luggage and worked with them. As 
each tent was pegged down, cots were placed 
in them (20 to a tent as ordered by the 
quartermaster). We made the beds and used 
packing crates to serve as bedside tables. It 
was really thrilling to be assisting in the 
establishment of our own hospital. We worked 
side-by-side with the doctors of our unit, many 
of whom we knew by reputation as professors 
and deans of medicine in various Canadian 
universities. 
Early in the morning of our second day, I 
was working in one ofthe tents carrying a load 
of bed linen. I heard a voice behind me 
saying, "That bundle is about as big as you, 
here, let me help." I turned and looked up to a 
tall man who was sm iling down at me. I 
thanked him and we worked together all 
morning. 
Everyone was helping each other, no 
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introduction was necessary and there was no 
exchange of names. It was at lunch that I heard 
one of the doctors call him by name and I 
realized he was a very well known surgeon in 
Toronto. He appeared each morning and I was 
very thankful for his help. In this informal way a 
friendship started and lasted all the time we 
were overseas. 'My friend' as I have referred to 
him in these memoirs remained a sincere and 
loyal companion. 
All of the staff was assigned wards and 
living quarters. I was to work in a medical ward 
which was directed by a Toronto doctor whom I 
had known and greatly respected at home. 
One or two medical students assisted the 
doctors on the wards. I loved ward duty and 
was content and happy. 
We were very busy organizing and 
settling the tents. Each ward was made up of 
three 20-bed tents placed end-to-end. Beds 
were pushed to the sides so that an aisle 
formed down the center. The whole thing 
'ooked like a 60-bed ward with 30 beds on 
each side. 
The main entrance was In the first tent 
where we arranged some space for the 
nurses' station. The beds in this tent were 
reserved for very sick patients. 
Coffee, sugar and extra cans of milk were 
available if charge nurses wanted to make 
morning coffee for the doctors and 
themselves. I was glad to do this and found 
that I really enjoyed the custom. After the first 
few mornings the doctor on my ward asked if it 
would be possible for me to make a larger 
quantity of coffee. he would like to have three 
of his friends join him. He said he would 
provide the extra coffee. The next morning his 
three friends arrived; the former Dean of 
Medicine at the University of Toronto. the chief 
of Obstetrics and Gynecology of the largest 
hospital in Toronto (an attractive Scotsman 
and a bachelor) and 'my friend'. They were a 
congenial group and they really enjoyed being 
together. I usually left the doctors alone after 
serving their coffee: there was always 
something to see to on the ward. 


Conditions at Salonica 
At first everyone thought our camp had an 
ideal location. We were six miles from the town 
of Salonica, on the Aegean Sea and there was 
a good road nearby for getting supplies from 
town. By the end of November we realized that 
everything was not as rosy as we had thought. 
The weather became cold, rainy, windy and 
very wet. Walking was difficult because there 
was so much mud We decided that when the 
permanent huts were built in the spring they 
should be located on higher ground. 
My tentmates and I. (the Odds and Ends) 
almost hated to think of leaving our tent which 
we had arranged so comfortably. Nurses lived 
in large square Indian tents; there was ample 
room for each of us to have a corner for our 
cots. a dresser (two packing crates), a wash 
stand, a stool and a trunk. Our quartermaster 
and his staff went into town to get supplies 
every day. We asked him to buy us several 
bright Indian cotton bed spreads. We used one 
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Christmas 1915 
One week before Christmas we were told 
the boat from Canada which was bringing our 
personal gifts and decorations for the trees 
and tables would not arrive on time. The rumor 
was that the boat had been torpedoed. 
Each ward was expected to make their Night Duty 
line look festive using only the material we had Our coffee hour was particularly merry on 
on hand. Both patients and staff worked the morning after the New Year's Eve 
feverishly and soon wonderfully wrought Masquerade. The doctors were joking among 
paper chains appeared. They were made of themselves and the patients (and myself) were 
looped rings of red blotting paper, the blue really enjoying hearing about the "dress-up" 
tissue from absorbent cotton rolls and white affair. I was just pouring the coffee and sharing 
shelf paper. The chains were strung from the in the light-hearted conversation when Matron 
center of the roof of each tent to the four walked in. Her disapproval was most evident. 
corners. Large colored paper letters were I was called 10 her office later in the 
pasted on the walls wishing everyone a Merry morning and told that our practice of a "coffee 
Christmas. The decorating caused a good hour" was to be discontinued. I tried to explain 
natured rivalry between wards. -Whose ward, to her that my doctor had asked me to do this 
would be the most attractive? and I felt that if she wished the practice 
Traditionally the V.D. wards in all British discontinued she should talk to him about it. I 
hospitals were manned by trained medical was promptly assigned night duty, - much to 
orderlies, under the supervision of a doctor. my doctor's annoyance and my friend's 
Nursing sisters were not usually assigned 10 . 
these wards but this was not so in our hospital. 
One of our most respected senior nurses. my 
tentmate the Johns Hopki ns graduate. was put 
in charge. We felt that this was an international 
slight but with her good sense of humor this 
woman just smiled. She always spoke well of 
the poor lads who were so far from home and 
so lonely. She knew they had yielded to one of 
the evils of war but she didn't think anyone 
should punish them by denying them good 
nursing care. The men respected her and 
appreciated her acts of kindness. 
When she entered her ward on Christmas 
morning the first thing she saw was a red 
blanket hung on one side of the tent - "God 
bless our Sister - Merry Christmas." The 
letters were made of absorbent cotton and 
pasted on the blanket. My friend was very 
touched - it was a tribute to a great woman. 
Just where our quartermaster found 
enough fowl and vegetables to feed all of our 
patients, employees and staff we never knew. 
There was wine and beer for those who wished 
it. Bedside tables placed end-Io-end 
provided dining tables for up-patients on the 
wards. When we covered these tables with 


spread each to cover our beds and hung the 
rest of them on wires around the corners. This 
gave us all some measure of privacy and the 
total effect was really very pretty. 
Our tents had no floors so, even although 
rush mats had been provided. they were 
soaking wet each morning. We hung the mats 
up during the day but they never really had 
time to dry out. 
Water for drinking and washing was 
rationed: a quart to each person daily_ As 
tenmates we decided to put some aside each 
day for our evening 'cup-o'-tea'. The 
quartermaster supplied us with a primus stove 
a small kettle and four mugs. It was truly a gala 
occasion when one of us received some 
cookies or fru itcake from home. The four of us 
were very happy together and our evenings 
never seemed to lag. 


white sheets and decorated them with boughs 
of evergreen they became very attractive. 
After dinner everyone able went to the 
assembly tent for the Christmas concert. It was 
a wonderful opportunity for some of the men to 
display their talents in both verse and song. 
After it was all over we couldn't help but 
wonder if things could have been better even if 
the ship from home had arrived. 
Early Christmas morning we nurses 
discovered cards covering the ground outside 
our tents. The French flying officers often had 
tea with us in our mess. They seemed to enjoy 
the hospitality and were very amused at our 
efforts to talk to them (not many of us spoke 
French). The cards were printed in English and 
wished the Canadian nursing sisters a "Very 
Happy Christmas". They also added that we 
would never know to what extent the sight of 
our willowy frames broke the monotony oftheir 
ceaseless nightly vigil. as they patrolled the 
sky over our camp. 
Our officers were very amused and never 
missed an opportunity to remind us of Ou! 
obligation to "break that monotony." 
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amusement. The coffee hour was continued 
by the nurse who relieved me. 
I did not look upon night duty as a 
hardship. During the cold winter weather, the 
little oil stove kept the office cozy and warm. 
The very sick patients usually slept quietly 
close at hand and there were two orderlies to 
help with rounds. It was actually very peaceful 
compared with the hustle and bustle of day 
shift. Night duty also allowed time for me to talk 
to the patients, to listen to their news from 
home and to do little extras for the bed 
patients. 
'My friend' asked me if I disliked night shift. I 
had to confess that I was afraid of falling 
asleep after returning from the 11 o'clock 
supper break. I usually took some sewing, 
plenty of notepaper and some light reading 
with me but some nights it was very difficult to 
keep from 'nodding.' 
'My friend' said he would remedy this 
situation. From that night on he arrived 
promptly at 11 :30 each night with a book or 
some trifle he had picked up tucked under his 
arm. One night I picked up a paper backed 
book I had found. "Why," he asked,"do you 
waste your time reading such trash? I'll bring 
you something more worthwhile." True to his 
word he arrived the next night with a couple of 
little books; classics he liked and carried with 
him. I must confess I never told him that he was 
only adding to my misery. The books would be 
beyond my comprehension in the daytime. In 
the middle ofthe nightthey proved to be a most 
potent sleeping drug. 


Days and sick leave 
My term of night duty ended and I returned 
to my ward. The up-patients came to me 
almost at once begging for some odd jobs. 
Some of them thought that if they made 
themselves indispensable around the hospital 
their transfer back to the lines might be 
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postponed. Who could blame them for feeling 
this way when we knew all of the hardships 
they had endured and the circumstances 
, which they faced on the front? 
Our medical officer was most considerate 
and understanding but at the same time he 
knew he had to discharge them when they 
were physically fit. It was always hard to see 
our recovered patients off. 
Although there was little serious sickness 
among the staff of our unit, nurses were 
beginning to show the strain of the intensely 
cold winter and the hardship of their 
I experiences. The medical officers suggested 
some of us should be sent to Malta on sick 
leave. I thought I had been very well except for 
a bout of rheumatic fever and malaria that kept 
me in the nurses' sick tent for a couple of 
weeks. I was sent with the first group to a rest 
home in Malta. 
It was wonderful to be able to relax and be 
cared for. It also gave me an opportunity to 
think seriously about the future - my future. 
We had been told that our unit would be 
leaving Salonica early in 1917 and would be 
re-established in England. I did not want what 
we considered 'home service'. I wanted to go 
to France on active duty. I also wanted to have 
one trip to Canada on transport duty if 
possible. I returned to Salonica with renewed 
energy and a planned future. 
Our Johns Hopkins graduate and a young 
Sick Children's graduate were not as fortunate 
as I was. They had been very ill with typhoid 
fever in September of 1916 and it was decided 
they should go home. They both survived the 
trip, recovered and were on hand to greet us 
when we returned to Canada. 
My first assignment, when I returned to 
Salonica from sick leave, was to the pantry in 
the officers' and men's ward. 
The general kitchen staff did not have 
time to prepare any spiced foods or dietary 
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niceties. The sick officers were given the same 
general rations as the men on the other wards 
and it was up to the nurse in the pantry to use 
this 'plain' food and serve it more temptingly. It 
was quite a challenge but I had always liked 
puttering around the kitchen at home. 
"Soup! Sister we haven't had any for weeks, 
where did you get it?" (a few oxo cubes 
dissolved in the vegetable juice, the 
vegetables, a wee bit of curry and butter. I 
thickened it a little and served it hot with 
croutons). 
"Say sister, that meat roll was wonderful 
how did you manage it?" (the meat ration, 
chopped fine, a beaten egg, a little onion, 
seasoned and rolled in the rationed mashed 
potato, served hot). 
Most of the nurses hated this job and we 
were not kept in the kitchen for very long but I 
really enjoyed it. I left determined to prepare 
little extras for the sick on my own ward. 
It was my turn for night shift again. The 
weather was getting very warm and I was glad 
to be able to sit outside late at night feeling the 
cool air from the sea. I wish I could describe the 
beauty of the moonlight shining on the 
snowcapped peak of Mount Olympus, the sky 
ablaze with stars. 
I was still on night duty when we moved 
into our "permanent" huts in the spring. 
Although as many patients as possible had 
been sent to other hospitals in the district the 
move caused quite an upheaval. All of the staff 
packed their personal belongings (which 
seemed to have increased tremendously 
since we had arrived) and tne quartermaster 
and his staff transported everything to 
designated huts. Miss Ferguson and I were 
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assigned a two-bedroom hut, our v.. ,cr two 
tentmates were next door. Although we 
missed the homey atmosphere of our tent it 
was nice to have a proper floor under our feet 
and a window to open and shut. The bath 
house, which served all the nurses in the 
compound, had cold water (no hot), bathtubs, 
showers and toilets with septic tanks. 
The new huts made our work on the wards 
so much easier. We still had 60 patients in 
each ward but now they were all in one building 
with 'built-in' washrooms. 
We stayed in Salonica until early in July 
1917. Then our unit returned to England and 
was established at Basingstoke, Hampshire 
County. 


Back to England, 1917 
In many respects I was sorry I had 
decided to leave my unit. But I knew life in 
England would be very different and I was sure 
that wasn't what I wanted right away. Four 
other nurses had applied for transport duty and 
I decided to send in my application too. Our 
orders came through in July and we left 
Salonica on the Saxonia, a hospital ship, 
bound for a southerly port in Italy. There we 
boarded a train for Calais. 
When we arrived in London we went 
directly to headquarters to report to Miss 
Macdonald and to find out when we would 
leave for Canada. She could tell us only that 
there was a long waiting list for transport duty 
and we might have to wait until October. In the 
meantime she sent us to nearby hospitals. I 
went to Taplow in Buckinghamshire to the No. 
3 Canadian Hospital based on Lord Astor's 
estate Cliveden. Life there was very different 
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as compared to active service in the 
Mediterranean. The nurses' uniforms looked 
almost new, their bibs and aprons were 
starched and pleated, even their veils looked 
different. I felt very shabby in my faded blue 
and greyish apron. The atmosphere at 
tea-time was very 'social"; conversation was 
gay and bright with the latest hit song and 
movie in London being the major topic of 
discussion. 
By this time my unit had arrived at 
Basingstoke and 'my friend' contacted me at 
once. We were both about an hour and a half 
from London and so we decided to meet there 
on my free afternoon. In London I ordered 
some new uniforms and aprons and then we 
went to a café for tea. We had dinner together 
later. My train left around nine so I was back in 
plenty of time for curfew. 
I told 'my friend' that I was stationed at 
Taplow until transportation was available and 
it might be October before I left for Canada. We 
planned to meet each week on my afternoon 
off. 


An audience with the King 
Every month, weather permitting, a group 
of patients from Taplow were taken 
sightseeing. A doctor and nurse accompanied 
them. Most of the staff hated these exercises 
but the patients loved them. I was detailed to 
visit Windsor Castle. The medical officer 
accompanying me looked bored to death right 
from the start. 
Upon our arrival at the castle we noticed 
the Royal Standard was flying. We were 
informed Their Majesties were in residence 
and would receive us. The medical officer 
certainly came to life quickly. He inspected 
each man; ties were straightened, caps 
adjusted. I found a pair of white gloves and we 
proceeded to the state room. King George V 
and Queen Mary received us. They were most 
gracious, inquiring about Cliveden and our 
work there. They shook hands with all of the 
men and asked them about their service. Tea 
was served downstairs after the reception. 
Princes, Edward, Albert, Henry and Frederick 
there. The Princess served us with a smile 
while she made polite conversation. The 
Princes, Edward, Albert, Henry and Frederick 
stood grouped together in a corner looking 
bored to death - they must have done this so 
many times before. 
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Finally my orders for transport duty came 
through. There was a permanent staff in the 
sick bay on the boat so, as temporary staff, I 
just assisted. Some ofthe patients were very ill 
and would probably be bedridden for the rest 
of their lives. Others were jubilant - they were 
going home, at last. My duties were light and 
the voyage was uneventful. 
I wired home from Halifax just as soon as 
we docked. I was allowed only seventeen days 
shore leave and I could hardly wait to get 
home. It was wonderful to be with my family 
and friends again. They certainly spoiled me 
(and I certainly enjoyed being spoiled). Time 
passed all too quickly. 


Special duty 
I returned to Taplow and was there for 
Christmas. Eary one January morning I 
received word to report to Miss Macdonald's 
office in London immediately. Naturally I was 
worried, what in the world had occasioned 
such an abrupt summons? My alarm was 
unfounded. Miss Macdonald called me onl
 to 
put me on night duty with a repreentative from 
the Canadian government who was ill in a 
London hotel. 
I found my patient irritable and 
demanding. He was "suffering" from a mild 
attack of influenza. He was critical of 
everything; the food, the hotel service, his 
medical doctor. but most of all, the weather. In 
my heart I found It very difficult to be 
sympathetic with him, especially when I 
compared his comfortable suite with the 
terrible conditions under which the troops lived 
and the great hardships that they faced every 
day. 
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In spite of this I could not blame my patient 
when he dreaded nightfall. As soon as it was 
dark, the bombing started. The hotel was 
located in the center of the city, near the 
building the enemy was trying to demolish. My 
patient asked me to stand by his bed. I did but I 
couldn't help but wonder what he thought I 
could do if the hotel was hit. I disliked the whole 
ordeal as much as my patient did and was very 
relieved when the doctor said that he was well 
enough to go home. 
Matron said I was due for leave. First I left 
to visit relatives in Hessel, then I returned to 
London to visit with 'my friend.' 
I stayed in a real Victorian guest home 
while I was in London. A maid brought me tea 
in the morning, lit the small grate and then 
reappeared later with a brass jug of hot water. 
'My friend' arrived from Basingstoke each 
day on the noon train. We would have lunch, 
tea and dinner together before he returned to 
his station at night. Something made us realize 
that this was the end of a happy relationship 
which we had both enjoyed. We had spent 
some pleasant afternoons together over the 
last few months - these days were really our 
farewell reunions. I was going to France and 
would probably be there until the end of the 
war, he would stay with the unit at 
Basingstoke. 
I have hesitated introducing this personal 
situation into these memoirs since it does not 
relate specifically to my nursing service but I 
feel I owe so much to this man's friendship and 
guidance that I could not help but include him. 
Without his advice and counsell may 
not have been able to undertake some of the 
unusual responsibilities placed on me during 
those war years. 
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Armistice and home 
The routine followed at the hospital I was 
sent to in France was similar to that carried oul 
at aU British military hospitals. The orderlies 
gave most of the bedside caíe, the sisters 
spent most of their time with the patients 
Oddly enough, it was difficult to make our 
patients understand the war was over once 
Armistice was declared. Each of them reacted 
individually. Some were overjoyed at the 
thought of home and reunion with their 
families. Some were afraid they would not 
survive the long journey, hoping and praying 
transportation would be available soon before 
their condition got worse. But others, and 
these were the most pathetic, realized it was 
too late ... they would never be able to leave. 
I was sitting with a patient one night. Both 
of us knew his time had come, he would not 
live through the night. I thought he had slipped 
into a coma but he murmured to me. "Sister, 
would you give me my wife's picture, it's in my 
haversack:' I putthe picture in his hand. he lay 
quietly for a while and then slipped away. J 
wrote to his wife later that day and told her he 
had died peacefully and of his request to have 
her picture. Things like that happened so often 
through those years and yet they never failed 
to leave me feeling sad and empty. 
Christmas was not very festive that year. 
Most of our patients resented the long delay in 
transportation home; the evacuation 
proceeded very slowly. I was to return to 
England on January 25th, 1919. I was glad that 
I had been in Boulogne during those last 
months. A close relationship developed 
between patients and staff - the sort of 
relationship we associate with a patient and 
his family doctor in Canada, an understanding 
and respect for each other. I had never 
experienced a feeling like this before. 
I returned to London and stayed in an 
officers' convalescent home until I was notified 
transportation home was available. For some 
reason I did not let 'my friend' know that I had 
returned from Boulogne. When I arnved at the 
docks I learned that my unit had sailed without 
me for Canada the day before. 
When I arrived in Halifax I bought a 
morning paper and boarded the train for 
Toronto. On the front page there was a picture 
of 'my friend', a prominent Toronto surgeon 
who had died suddenly at sea. Respected and 
honored at home and on active serVice, he 
was a great scholar and a gentleman. I could 
not help but mourn his death. 
The long trarn trrp from Halifax to Toronto 
gave me an opportunity to think about and plan 
for the future, I would not be officially 
discharged until May,.. where would I go then? 
What would I do? 
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and the crisis 
of enterostomy 


Every one of us grows up with a body image - a unique way of 
picturing our physical selves. What happens when this image 
is suddenly disturbed by a radical change in our bodies? 
Enterostomy surgery often poses a serious threat to an 
individual's body image and self-concept. The following 
article shows us how two patients reacted to
 the crisis of 
enterostomy. 


Sandra Undensmith 


Each person has a mental picture of his 
physical self - he may think of himself as tall 
or short, fat or thin, beautiful or homely, or 
somewhere in-between. He has spent years 
learning to live with his body image. The 
picture he has of himself affects how he feels 
about himself as a person, and consequently 
how he interacts with others. 
Adjustment to any change that causes an 
individual to perceive himself in a different way 
may be difficult to make. Think of a friend who 
has lost a great deal of weight in a short period 
of time. You may notice that he is thrown 
completely off guard when others do not 
respond to him in the accustomed way, but 
instead comment on how great he looks. 
Inside, he may still feel like a "fat" person; he 
may even respond to unfamiliar compliments 
in a negative way. 
As nurses, we come into contact with 
those who undergo more radical physical 
changes; illness itself alters a person's body 
image. But when a person has an amputation, 
enterostomy, or mastectomy, the sudden 
change may be more than he can cope with, 
because his perception of himself as a whole 
person is altered. Not "himself" any longer, he 
may feel threatened in his interactions with 
those who have been very close to him. It is 
important for us to recognize that these types 
of surgery can pose integration problems for 
the individual, problems as serious as any 
other complications of surgery. 
Body image has been defined as "the 
constantly changing total of conscious and 
unconscious information, feelings and 
perceptions about one's body in space as 
different and apart from all others. It is a social 
creation developed through the reflected 
perceptions about the surface's of one's body 
... The body image is basic to identity ...'" 


A dynamic concept 
As a dynamic concept, body image is 
subject to change in response to the aging 
process itself. For most healthy adults, the 
body image boundary ends at the body wall. 2 
At birth, the infant has no notion of his 
body as separate from the rest of the world. 
The infant's discovery of his body through 
sensory experiences and sensations marks 
the beginning of the growth process. His body 
image becomes part of his identity. 
Freud's psychoanalytic theory notes 
three stages of early development: oral, anal, 
and genital. According to this theory. a child 
must master each of these stages as he grows 
up in order to develop a mature body image. If 
he cannot integrate the function of each of 
these areas into his total body picture, his body 
image will retain some immature aspects. 
In relation to this article, mastery of the 
anal stage and accompanying mastery of the 
body and environment and their control can be 
a factor in acceptance and emotional and 
physical mastery of an enterostomy. 
Body image does not develop in a 
vacuum; it develops in response to the 
attitudes and emotional overtones that each 
individual experiences within a family or peer 
group. Other individuals have a strong 
influence because of their evaluations of an 
individual's body. Acceptance of an 
enterostomy may thus become very difficult for 
an individual who has been raised with the 
idea that bowel function is "dirty" and therefore 
a taboo subject. 
A disturbance in body image can occur 
when a discrepancy develops between the 
way an individual has always pictured his body 
and the way he currently perceives it. This kind 
of conflict can produce anxiety and fears of 
being rejected, feelings of being "less than 
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whole." Body image disturbances commonly 
occur with enterostomies, mastectomies, 
amputations, and pregnancy and can occur 
with any form of physical or emotional illness. 
Enterostomies require both the removal of an 
organ and removal of a form of bodily control; 
as such they can represent a two-fisted 
assault on the individual's body image. 
Catherine M. Norris states that 
"Adaptation to alteration in body size, function 
or structure... depends upon the nature of the 
threat, its meaning to the individual, his coping 
ability, the response from others significant to 
him, and the help available to him in 
undergoing change and to his family. "3 It is 
important to keep in mind not only than an 
individual's image of his body influences his 
interactions with others but also that the 
responses of those he loves influence his 
ability to cope with a new body image. 
For many middle-aged adults of today, 
the feelings of masculinity and femininity are 
strong. During their younger days, these two 
concepts and their differences were 
emphasized. Little girls looked like little ladies, 
were Quiet. and refrained from wearing pants 
or playing rough games. Little boys were 
rewarded for "'toughness," not crying, for 
being physically active, and for strength. The 
concepts of masculinity and feminity are 
integral components of the larger concept of 
body image. 
So far we have looked at theories of body 
image. Now let's look at two patients of the 
same age with colostomies and at how the 
colostomy affected their feelings of 
masculinity and femininity. In discussing these 
two patients, Mrs. S. and Mr. C., three 
categories of the nursing process will be used: 
assessment (including data collection). 
intervention, and evaluation. 


Mrs.S. 


I Assessment 
Mrs. S. was a 53-year-old Caucasian woman 
who was treated for carcinoma of the colon 
with a transverse colostomy. Her 
postoperative recovery from surgery, except 
for an Immediate period of nausea and 
vomiting, was described as uneventful. 
Her physical status following surgery was 
good; although she described herself as 
'weak'" and appeared to tire easily, her 
appetite was slowly beginning to improve. 
Except for her colostomy care (she refused, a 
week after surgery, to look at her colostomy), 
Mrs. S. attended to her own needs. 
It was clear from Mrs. S.'s admission 
onwards that she was a woman who was very 
concerned with her appearance. On the day of 
her admission she had just come from the 
hairdresser, explaining, "'I knew it would be a 
while before I had a chance to go again, and 
well, you know, it makes me feel like a lady." 


As soon as she had bounced back from the 
immediate effects of her surgery, she asked to 
see herself in a mirror, and was always 
concerned with being well-groomed and 
attractive. 
Every day, before her husband's visit, she 
would "freshen up," and it was only a few days 
post-op that she asked to exchange the 
graceless hospital gown for a fresh nightgown 
of her own. Her behavior in this regard was not 
excessive; but it was readily apparent that 
being lady-like was important to her. 
Mrs. S. was a pleasant and friendly 
woman, somewhat nervous, and very 
concerned about being "a nuisance." She was 
also a very busy woman and kept herself going 
with knitting and crocheting as soon after the 
operation as she could. 
There was evidence from the beginning 
though, that the presence of the colostomy 
disturbed her deeply. After her surgery, she 
requested that the curtain between her 
roommate and herself remain completely 
closed, in spite of the fact that friendly 
conversation from both sides of the curtain 
was constant. Mrs. S. stayed out of sight of her 
roommate for some time; she took her 
exercise by walking around her bed many 
times a day, refusing to venture from behind 
the curtain, much less out into the comdor. 
Dressing changes left her visibly shaken. 
She refused to look at her colostomy, staring 
up at the ceiling or out the window with tears in 
her eyes, and remaining unusually silent. She 
would say after the dressing was completed, "'I 
know I'm being silly, but I can't look at it, not 
yet." 
At the same time, she seemed to 
recognize her own need to come to grips with 
her situation, to realize that her limitations 
were of a temporary nature, to know that she 
only needed time. "Right now I'm being a 
baby, but you'll see - one of these days it 
won't seem so bad to me and I'll be looking 
after it myself, not bothering you." 
During the first week, her visits with her 
husband were controlled, and they talked for 
the most part about what was happening at 
home, or outside. This was something she 
also seemed to understand, "It's hard for me to 
talk about it, with anybody, and that means 
Bob, too, right now. But I'll get there. ' 


Intervention 
My main concern for Mrs. S. was to show her 
positive support, gentle encouragement, and 
to let her know that I understood her need for 
time. Just talking with her and showing 
concern for her welfare seemed to help. 
Initially she would only refer to her colostomy 
obliquely, expressing instead concerns about 
her general welfare, herroommate's health, or 
how her husband was managing at home. She 
seemed satisfied that her prognosis, after 
surgery, was good. 
Mrs. S.'s colostomy however, became 


something that was difficult for her to ignore, 
because of the number of changes necessary 
to keep her clean and dry. So much of my 
intervention revolved around its physical care. 
I tried to let her know that caring for her was not 
"a nuisance" to me, that my interest in her as a 
person involved all aspects of her care, and 
not just the "messes" as she referred to them. 
Because her colostomy care took a great deal 
oftime and a little ingenuity, it was nottoo long 
before her curiosity got the best of her. 
She took her steps slowly - initially, just 
by looking at the colostomy after I had cleaned 
her up one day. Her colostomy was large and 
edematous at first, but she said "not as bad as 
I had thought." When I brought her lunch tray 
that same day, Mrs. S. had opened the curtain 
that sealed her off from her roommate and the 
rest of the world. 
A few days later, Mrs. S. was making 
direct references to the stoma and began, 
tentatively at first, to ask Question about it and 
to take part in changing her appliance. Up until 
this time, she had left all care of the stoma to 
me, but once she began to participate, she 
learned very Quickly to assess and solve any 
problems she had. She learned about her 
colostomy and its functions, and began to 
develop the technical skills needed to take 
care of the stoma. 
It took a week for her to brave the halls of 
the hospital; she would not try until she felt 
secure that she didn't "smell" and wouldn't 
leak. Soon after that she had a daily visiting 
pattern worked out with other patients. 
She also began to tell her husband all 
about the stoma, and how she looked after it, 
and the relaxed look on his face assured me 
that the controlled conversations behind the 
curtain had come to an end. 


Evaluation 
By the time of her discharge, Mrs. S. had 
made many friends on the hospital ward. 
Her interest in everything that went on 
around her assured me that she was well over 
the initial shock of having a colostomy. Her 
face was less guarded; she expressed great 
satisfaction and determination in being able to 
take care of herself; she initiated conversation 
about particular problems that she had in 
caring for stoma. the "thing" that she !"lad 
formerly refused to acknowledge or even look 
at. 
Ifelt that with Mrs. S., adjustment to a new 
body image was facilitated by her love of life 
and of people. Mr. S. was warmly supportive of 
his wife; he expressed his love for her openly; 
and it was evident from the way that he 
interacted with her that she would always be 
his beautiful wife, colostomy or not. Although 
he was distressed at her initial behavior, he 
was also very patient, and seemed confident 
that she would eventually be able to cope with 
her colostomy, and see her situation in 
perspective. 
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I feel that Mrs. S. was as honest in her 
adjustment as she was in her Initial feelings of 
repugnance and consequent withdrawal. 
Immediately post-op, she was in obvious 
emotional distress, but given time, she could 
handle the change in her body image. 
Because of her interest in life, she could see 
the colostomy as a challenge rather than as an 
assault on her integrity as a person. 


Mr. C. 


Assessment 
Mr. C. is a 53-year-old Caucasian male. On 
September 28, 1976 he was in a motor vehicle 
accident and as a result sustained multiple 
injuries -lacerated mesentery with bowel and 
terminal ileum infarction, separation of 
mesentery and ileum, active bleeding and 
pulmonary contusions. His treatment involved 
the surgical creation of a temporary loop 
colostomy; his sigmoid colon was brought up 
to the surface of the lower left abdominal 
quadrant. 
When I met Mr. C., his physical status was 
fair to good. He had regained his bodily 
functions - urinary, digestive and bowel- 
following a normal postoperative course. His 
stoma was very red and edematous (three 
inch diameter, raised approximately three 
inches from his abdominal surface). An upper 
GI series had recently indicated the presence 
of a diaphragmatic tear and hiatus hernia; 
consequently a surgical repair was planned. 
His emotional status regarding the 
colostomy was far from satisfactory. I felt that 
this was largely due to the fact that he had no 
preparation whatsoever before his surgery. 
After his accident he had awakened from 
anesthesia in a strange hospital with no family 
members nearby and with a large and 
unpleasant looking stoma. The situation was a 
complete shock to him. 
Mr. C. was uncomfortable with the 
colostomy, unaware of its function or purpose, 
and reluctant to assume responsibility for its 
care. He used the words "it" or "thing" to refer 
to the stoma, and although efforts were made 
to make him aware of the proper term, he 
refused to refer to the stoma correctly. He 
appeared very upset at the thought that he was 
"not a man anymore" and repeated over and 
over "my wife will never see it." 
The very thought of his colostomy 
threatened the way Mr.C. saw himself; he 
seemed to think of nothing else. He expressed 
considerable concern about the fact that his 
bowel function had become so visible. The 
colostomy seemed to touch his whole life. He 
worried about odor, expellation of flatus, 
leakage, the sight ofthe stoma, and his activity 
level. He was also concerned about his job, 
which entailed some manual labor and lifting. 
It was as if Mr. C. felt that he was no longer 
himself; his masculinity was threatened. 


Consequently, he wanted as few people as 
possible to see the stoma (this included his 
wife), and wanted no one outside of the 
hospital staff to know about his operation, 
especially his co-workers. It was so important 
to him to be "one of the guys"; in his frame of 
mind, to return to work with a colostomy was 
impossible. 
Mr. C. was adamant in his refusal to let his 
wife share the crisis with him and help him 
through it. From the very beginning, he told me 
that he would never consider the idea of 
having sexual relations with his wife or 
returning to work until "it" was gone. He said 
that any physical closeness with his wife would 
only make matters worse. 


Intervention 
I spent most of my time with Mr. C. in 
conversation, trying to help him accept the fact 
that he had a colostomy. I taught him about the 
way in which a colostomy functions and why 
he had had the surgery, reinforcing the 
teaching he had already had about appliance 
changes. I also explained the properties of his 
appliance - that it was an odor controlling and 


-- 
-- 
-- 
-- 
-- 
-- 


practically leak-proof bag. We talked about the 
correct technique for attaching the appliance, 
so that flatus could be expelled with little 
notice. We also discussed the practical 
limitations on his activities that the colostomy 
meant - I explained that in many areas he 
didn't need to limit himself. 
I tried to initiate open and honest 
discussion with Mr. C. For the most part he 
remained reticent and would not discuss his 
feelings or fears. He viewed himself as an 
"invalid" and a "baby" but did not want to 
discuss the matter further because he said it 
made him uncomfortable "just thinking about 
it." When I asked him why, his only reply was 
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"It just does." He also remained very closed 
with his wife and children. 
Mr. C. opened up a little during a 
conversation we had about the future closure 
of his colostomy. This discussion and a 
conversation we had following closure of his 
colostomy helped to explain some of Mr. C's 
feelings. 


Evaluation 
On the second day that J cared for Mr. C., 
he changed his own appliance. This seemed 
to me to be a positive step. When I asked 
him some basic questions about the 
functions of his colostomy, he was able to 
answer well. At least Mr. C. had a beginning 
knowledge about his colostomy. He appeared 
a little more relaxed as we talked about odor 
and leakage. As I watched him attach the 
appliance, he pressed all the air out of it to 
allow for any flatus. 
However, from our talks about closure 
and following closure, it was apparent to me 
that he had never accepted the colostomy. He 
consistently refused to refer to his stoma as 
anything but "it." When I saw him after the 
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stoma was closed, the first thing he said to me 
was "It's gone. I'm me again." There was relief 
and happiness written all over him. He also 
told me about his situation at home while he 
had been waiting for closure. 
Mr. C. had refused to show his family the 
stoma, nor did he ever discuss it with them. 
He slept in a separate bed, by himself, 
downstairs, wholly removed from the 
bedrooms of other family members. This was 
necessitated in part by the breathing 
difficulties that he encountered when climbing 
stairs after his diaphragmatic tear repair. He 
told me however, that he would have slept 
downstairs on the sofa anyway. He said that 
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he refused to consider sleeping with his wife as 
long as he had a colostomy. 
Mr C. had not returned to work; the only 
social contacts he made were with people he 
met while he was taking walks. He and his wife 
had no visitors and visited no one during the 
lime he was at home waiting for closure 
surgery. 
Mr. C.'s feelings about his colostomy had 
upset his entire lifestyle. Because he knew it 
was temporary, he felt that he did not have to 
try to make any permanent adjustments. He 
tried to ignore his colostomy completely. By 
not sharing the situation with his family, he 
could pretend that it didn't exist. Had the 
colostomy been permanent, I feel that Mr. C's 
period of adjustment would have been a long 
and rocky one. 


Healthy emotional recovery 
An article by Dericks and Donovan 4 
identifies four developmental stages that the 
ostomy patient must work through before 
optimum rehabilitation can be reached. These 
stages are narration, visualization and 
verbalization, participation, and exploration. 
Mrs. S. eventually worked through all 
these stages and was well on the road to 
healthy emotional recovery. Mr. C. was still 
unable to refer to the stoma by its correct 
name, one indication that he had not yet 
learned to integrate the stoma into his body 
image. Both were able to participate in their 
own care, Mrs. S.more enthusiastically. 
By the time Mrs. S. left the hospital, she 
had already begun to master the exploration 
stage, through her visiting rounds on the 
hospital ward, and by having an extended 
number of visitors while she was in hospital. 
Mr. C. on the other hand was fearful and 
hesitant about resuming normal social 
functions; in fact, he refused to do so. His 
refusal to visit anyone or retum to work while 
his colostomy was still in place indicated his 
inability to reintegrate his body Image; and his 
self-concept suffered. 


The awareness of a body image is one that 
begins to develop in infancy and grows 
throughout the lifetime of every individual. Our 
feelings about our own bodies affect 
our lives. 
As nurses, we are often faced with the 
individual whose body image has been 
disturbed. In order to help, we must know first 
of all how this person feels about himself and 
how he has seen himself in the past. Dealing 
with anyone who undergoes a traumatic shock 
to his body image requires nursing care aimed 
not only at the physical cause of the 
disturbance but also at the emotional center of 
the problem. .. 
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Almost every nurse who has worked with ostomy patients has met the 
patient whose temporary colostomy became permanent, or the patient 
who became a recluse during the time he had a temporary colostomy. 
She may also have encountered the individual who refused to care for 
the colostomy at all- because it was only temporary, or who developed 
serious changes in behavior that continued even after colostomy 
closure. All of these situations should prompt us to pause and take a 
closer look at the person with a temporary colostomy. In the world of 
ostomy patient care, this person may have become the lost soul with 
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As we look at the way in which we meet the 
needs of the individual with a temporary 
colostomy, we should ask ourselves an 
important question - "Is the approach we use 
with the temporary colostomate subtlely 
contradictory to the philosophy of 
rehabilitiation that we offer to those with 
permanent colostomies?" 
The approach of the nurse, the surgeon 
and other caretakers towards those with 
temporary colostomies most often focuses on 
the transient nature of the colostomy 
experience, with an optimistic emphasis on a 
return to normal life following colostomy 
closure. What does this approach convey to 
the person with a temporary colostomy? 
It may convey strongly negative feelings 
about the stoma, suggesting to the patient that 
the colostomy is only acceptable because it 
represents a time-limited experience. This 
attitude may in fact create problems for 
patients with temporary colostomies. For 
example, it may increase the patient's anxiety 
about stoma closure. If the situation arises that 
the colostomy cannot be closed, it may leave 
the patient with the feeling that he cannot 
cope. Either situation may result in the 
patient's depression, isolation, and 
withdrawal. 
Looking more closely, it is easy to see that 
the rehabilitation needs of the patient with a 
temporary colostomy are as complex as those 
of the person with a permanent colostomy. In 
both cases, the procedure is life-saving. We 
still need to recognize the assault on the 
individual's intact body image brought on by 
the presence of the stoma. Our emphasis 
ought to be on helping the person and his 
family to live full lives. 
It is not uncommon to hear a patient state 
that he plans to remain at home - away from 


people - as long as the stoma is present. This 
isolation may include withdrawal from family 
relationships and sexual activities. Such 
interruptions of normal patterns of living are 
obviously not in the best interests of the 
individual. Irreparable changes may occur 
unnecessarily in the patient's life, in 
relationships that are meaningful and 
important to him. 
John H. provides us with an example of 
how normal life can be interrupted unless a I 
positive adaptive response is made to a 
temporary colostomy. John was a I 
twenty-two-year old man who was 
hospitalized for intestinal obstruction following 
colostomy closure. He refused to talk about his 
experience with the colostomy. He stated that 
he wanted to forget that he'd ever had it. He 
also indicated that he had become alienated 
from his family and friends while he had the 
temporary colostomy, and that he was now I 
having great difficulty reestablishing these 
relationships. 
Situations like this can be avoided by our 
careful attention to the rehabilitation plans we 
develop and to the unspoken messages that 
we convey. The plans we develop ought to 
include attention to the patient's stoma 
management and activities of daily living. 
Stoma management I 
Learning the skills necessary to manage the l 
stoma is an important component of the 
rehabilitation process. The irregular 
configuration of the loop colostomy stoma and 
the presence of the mucous fistula, or distal 
non-functioning colon in a double-barrelled 
colostomy, make stoma management 
somewhat different from the management of a . 
permanent colostomy. 
A special gasket appliance with a plastic 



1 Types of Temporary Colostomies 
The types of temporary colostomies usually created fall into three 
major categories as shown in Figure 1. Loop colostomies and 
double-barrelled colostomies are most common. The loop 
colostomy is often performed in emergency situations as it is a 
relatively simple surgical procedure. 
The distal, non-functioning end of the double-barrelled 
colostomy is often referred to as a mucous fistula. This term is 
applicable whether the stoma is adjacent to the proximal stoma or 
placed elsewhere on the abdomen. A temporary colostomy can be 
performed in the right, transverse or left colon. 
The Hartmann pouch is used infrequently as the resting 
segment buried in the intrabdominal cavity often adheres to other 
pelvic organs, and at closure it is difficult to extract and mobilize. 


PathophysiOlogy 
Most temporary colostomies are created to divert the fecal stream 
because of diverticular disease, carcinoma of the colon or trauma. 


Diverticular Disease 
Diverticular disease can lead to obstruction or perforation 
requiring surgical intervention. Surgery is often performed in three 
stages: 
. A loop colostomy is instituted as an emergency procedure 10 
relieve obstruction above the affected colon segment. 
. When the patient's acute condition has subsided, usually within 
seven to ten days, the diseased portion of colon is surgically 
removed. 
. The temporary colostomy is closed after allowing about three 
months for the distal colon to rest and heal. 


Carcinoma of the Colon 
Carcinoma of the colon may not be detected or diagnosed until 
the patient demonstrates symptoms of intestinal obstruction. Often, 
when the disease has progressed this far, the cancer is not 
resectable. A temporary colostomy will be performed proximal to the 
tumor and radiation may be initiated to shrink the tumor mass. 
Although the tumor may respond initially to radiation, the disease 
process is often advanced and a deteriorating course of illness can 
be expected. Local recurrence and metastasis is likely. Chronic 
disease leading to deteriorating health may preclude colostomy 
closure at a later stage. In these situations, the colostomy is 
palliative - not temporary. 


Trauma 
Trauma from gunshot or stab wounds to the abdomen or 
perineum usually necessitates emergency 
urgery. The colon may 
also be traumatized without penetration through automobile 
accidents, falls, or assault with blunt instruments. Most temporary 
colostomies caused by trauma can be closed in three to four months. 


but complications may prolong the time until closure, or, make 
closure impossible. 
Temporary colostomies may be performed for many other types 
of bowel pathology, but the incidence of these is relatively rare. They 
include rectovaginal fistula, ischemic colitis, sigmoid volvulus, 
endometri'1sis of the colon, congenital anomalies (e.g. 
Hirschprung's disease), post-irradiation stenosis. 


Factors Influencing Closure 
The time lapse between colostomy construction and closure varies 
widely with individuals. Considerations are given to cause of 
colostomy, the age of the patient, his general state of health, and 
complications. The lapse may be from zero to fifty weeks, but 
generally closure is performed within eight to twelve weeks.' A 
substantial number of patients who think their colostomies are 
temporary find that closure is not possible. This fact constitutes a 
real though often unspoken fearfor all persons who have temporary 
colostomies - the fear of having to live with the colostomy forever. 


Complications of Surgery 
Complications of surgery which interfere with patient well-being may 
develop prior to closure. Wound infection, peristomal or 
intrabdominal abscesses, fistula formation, and peritonitis are 
common. In addition, these patients are not exemptfrom the general 
post-operative complications of atelectasis, hypostatic pneumonia, 
thrombus and embolus formation and hypovolemic or endotoxic 
shock. 
Even after closure, the person is not always healed. 
Complications occur in as many as 25-44% of patients post closure. 
Colocutaneous fistula, incisional hemia and wound sepsis are the 
most common post-closure complications. '.2.3.4 Other post-closure 
complications include wound sinuses, obstruction at anastomosis 
site, pentonitis, and death. These complications are rare. However, 
the view that colostomy closure is a minor surgical procedure without 
substantial risk to the patient is fallacious. Patients' fears regarding 
the operation are well-founded and should be recognized. 


The Age Factor 
Age is an important consideration for the physical and psychosocial 
rehabilitation of persons with temporary colostomies. While a 
colostomy may be necessary at any age, the person undergoing this 
surgery is most often over sixty. Acute diverticular disease and 
cancer of the colon are largely diseases of a geriatric population. 
These people may already be at a greater risk for debilitating 
disease prior to the assault on their gastrointestinal systems. 
Further, they are certainly more prone to developing complications 
after both the initial surgery and the surgery for closure. Trauma is 
more common in young adults but is not reserved for any 
age-specific population and may be superimposed on the aged and 
infirm as well as on younger, more resilient persons. 


Figure 1 
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Loop Colostomy 
A loop of colon proximal to the 
diseased portion is brought out to 
the abdomen and supported there 
with a plastic bridge or rod. The 
exposed colon is then cauterized to 
create an opening. The bridge or 
loop is usually removed after several 
days. 


Double-barrelled colostomy 
The colon is surgically divided. The 
proximal or functioning segment and 
distal or resting segment mature as 
two separate and adjacent stomas 
on the abdomen. 


, 



 
V 


End Colostomy 
with Mucous Fistufa 
This is the same as a 
double-barrelled colostomy except 
the distal (resting) stoma is matured 
away from the proximal (functioning) 
stoma. The distal stoma IS termed 
the mucous hstula. 


End Colostomy 
and Hartmann Pouch 
The colon is divided in surgery and 
the proximal (functioning) stoma is 
matured on the abdomen. The distal 
(resting) colon is sutured closed and 
returned to the intrabdominal space. 
No distal stoma is present on the 
abdomen. 
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bridge and karaya seal is available tor use 
the loop colostomy. The plastic bridge or glass 
rod is removed before the patient is 
discharged from the hospital. The Loop 
Ostomy Gasket with Karaya Seal" may 
continue to be used after discharge, or an 
open-ended disposable appliance with an 
adhesive backing large enough to 
accommodate the stoma may be selected. 
Most double-barrelled colostomies are 
constructed so that the distal non-functioning 
end of the colon is not di rectly adjacent to the 
proximal stoma. In this case, an open-ended 
disposable appliance with adhesive backing is 
used over the proximal stoma. The mucous 
fistula (distal non-functioning colon) is covered 
with a four-by-fourgauze pad. The patient can 
expect mucus to drain from this fistula in 
gradually decreasing amounts. 
The patient should know that in time, both 
the loop colostomy and the double-barrelled 
colostomy stomas become less edematous 
and therefore easierto manage. A skin barrier 
such as a karaya ring or stomahesive should 
be used with both types of colostomies to 
prevent skin breakdown. 
The patient can achieve odor control by 
using an odor proof appliance or a commercial 
liquid deodorant that is placed in the 
appliance. Patients with temporary 
colostomies can be encouraged to maintain 
their usual diets, omitting only those foods that 
may cause diarrhea or excessive production of 
flatus. 


Activities of daily living 
The patient with the temporary colostomy 
should be encouraged to resume his own 
normal patterns of living as soon as he IS 
physically able to do so. The stoma care 
routine can be planned to fit comfortably into 
the person's pre-illness hygiene schedule and 
should not interfere with his usual daily habits. 
The nurse ought to emphasize preventive 
health measures. The patient can be advised 
of those signs and symptoms that warrant the 
attention of their doctor, signs such as 
constipation, excessive watery stoma output 
or cessation of stoma output. Knowledge 
about his own care helps the patient to take 
responsibility for himself. 
The patient with a temporary colostomy 
needs the psychological support necessary to 
help him maintain his relationships with others. 
The need for sexual counseling should not be 
overlooked. Frequently the patient s fears of 
appliance leakage, odor, or damage to the 
stoma make him reluctant to engage in sexual 
activity. His altered body image and loss of 
self-esteem may also interfere. as well as real 
or imagined distaste on the part of his partner. 
Open discussion and exploration of 


'The Loop Ostomy Gasket with Karaya Seal IS a 
Registered Trademark of Hollister Inc., Chicago, 
Illinois. 


anticipated problems involving the nurse, 
patient and his partner may be helpful. 
Any nurse working with ostomy patients 
can play an extremely important role in 
determining the approach of other members of 
the health team towards the temporary 
colostomate. Conferences with surgeons and 
staff nurses help to assure that all will maintain 
a positive attitude towards the patient and his 
stoma experience. Those involved should all 
be aware of the importance of avoiding an 
emphasis on the transient nature of the stoma, 
focusing instead on living with the stoma as 
long as it exists. All members of the health 
team need to be aware of the effects of their 
attitudes on patient welfare. 
The individual who undergoes surgery for 
the creation of a temporary colostomy has 
many of the same rehabilitation needs as the 
permanent colostomate. Rehabilitation goals 
should be identified and measures instituted to 
help the patient meet these needs early in his 
hospitalization. 
Health care providers may be tempted to 
view this individual's needs as less critical than 
those of a person whose colostomy or 
ileostomy is permanent. But the sudden loss of 
control and change in body image 
accompanying colostomies are catastrophic 
events for either individual. A sensitive nurse 
will respond to the needs of a temporary 
colostomate with the same degree of 
supportive understanding and with the same 
careful teaching that she would use in caring 
for the patient Wit
l a permanent colostomy.... 
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"A hospital is a splendid place, but it is not, in my view, a place 
in which the most beautiful celebration in the history of a 
family, the welcoming of a new member into it, should 
occur."'These are the words of anthropologist Ashley Montagu. 
More and more, this sentiment is being expressed by childbearing 
couples who wish to bring "birth back to the family." However, in 
Canada there are few alternatives to the conventional hospital 
birth. In the article that follows, the authors describe four U.S. 
Alternative Birth Centers (ABCs) that attempt to give the birth 
experience back to families while maintaining excellence in 
obstetrical care. 
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ALTERNATIVE 
BIRTH 
CENTERS 


In this age of consumer protection and 
self-help groups, it is not surprising to find 
childbearing women and their partners 
expressing dissatisfaction with traditional 
maternity care services. Many lay persons 
have become increasingly knowledgeable 
about the processes of pregnancy and birth 
and wish to share in the responsibility for their 
own care during this time. Often, this leads to 
conflict with the prevailing attitudes of health 
professionals. When this happens, the couple 
feels frustrated in their attempts to seek a 
childbearing experience which is not only 
physiologically healthy but also 
psychologically satisfying. 


Signs of dissatisfaction 
How do we know that couples are 
dissatisfied? Childbirth educators are now 
teaching couples who are eager for 
information about the pros and cons related to 
many of the traditional childbirth practices: 
women ask physicians about their philosophy 
on such measures as the use of medications 
during pregnancy and birth, the necessity of 
episiotomy and separation of parents and 
infant at birth. As well, hospital personnel find 
their established routines are being 
questioned with increasing frequency; 
sometimes, these routines are rejected 
outright. Here in Vancouver, the Maternal 
Committee of S.P.A.R.C. of B.C.2 has 
received many letters from women and men 
sharing their feelings about their personal 
childbirth experiences. Some letters express 
joy, others express sadness and still others 
anger. 
Disenchantment with hospital obstetrical 
care is almost certainly one of the reasons 
behind the increasing number of home births. 
In general, the medical profession has not 
supported this alternative and, in fact, 
discourages its members from attending at 
home births. 
Nonetheless, the home birth movement 
grows as couples, many of whom are 
professionals, value what they see as the 
physical and psychological benefits of giving 
birth at home. It is difficult to accurately assess 
the number of births that are taking place 
outside of the hospital but it is estimated that in 
Vancouver there were approximately 300 
such births last year. A recent article on home 
birth indicated that only 2% of births in Canada 
take place out of hospital but that there has 
been an increase of 62.5% in the number of 
home births in the Toronto area in the past 


year. 3 Clearly the numbers are growing; yet 
the present health care system is extremely 
slow in responding to the needs and desires of 
these families. 
But what is it about the present system in 
Canada that is causing dissatisfaction? Many 
women and couples have assumed the 
responsibility for informing themselves about 
pregnancy and birth; they want to be involved 
in decision-making about their care. But many 
are not allowed to be. They seek to actively 
participate in the process of developing their 
family in a healthy way. Simply following 
instructions based on the information health 
professionals choose to give them is no longer 
enough. Some couples feel that the uninviting 
environment of the hospital, embraced in rules 
and regulations, interferes with the total 
experience of childbirth in terms of personal 
satisfaction and family development. Vaughan 
has commented, "It may really be a disaster 
that the medical model - or, still worse, the 
surgical model - has been adopted for the 
birth of a baby, which is actually a social event. 
I think it is about time that we re-created)he 
birth of an infant as a social event, taking it out 
of the medical arena and giving it back to 
families."4 What are the alternatives? 


Experiences in the U.S. 
In the United States a number of 
innovative programs have begun to appear in 
recent years. These projects, commonly 
called Alternative Birth Centers (ABCs), 
attempt to give the birth experience back to 
families while maintaining excellence in 
obstetrical care. Philosophically the approach 
of these centers is similar to family-centered 
hospital maternity units, however, the 
implementation differs for important reasons. 
Couples are expected to actively participate in 
decisions about their care so that their 
individual wishes and needs can be met. Many 
couples see birth as a spiritual and social 
experience, one which is enriched by being 
shared with loving family and friends. Bonding 
occurs, with all those who are present at the 
birth,5 not only between the parents and 
newborn infant. The sharing of this experience 
is encouraged in ABCs in the belief that it 
provides a wider support system than is 
usually available to the nuclear family. 
Nurturing behaviors are enhanced and family 
relationships strengthened. 
Parents, family and friends are 
considered part of the birth team and are 
supported by skilled professionals including 
nurse-midwives, nurses and physicians. 
Professionals are trained and equipped to 
recognize and handle deviations from the 
normal but the focus is on non-intrusive, 
natural and supportive care to enhance the 
highly emotional childbirth experience for the 
family. 
Typically, the physical settings provide 
pleasant, home-like surroundings for labor 
and birth in an attempt to facilitate relaxation 
and reduce the anxiety inherent in a hospital 
environment. The programs offered at the 
centers include antepartum, intrapartum and 
postpartum care for low-risk women plus a 


variety of educational programs pertinent to 
childbearing and parenting. 
In an attempt to learn more about these 
centers, we visited both in-hospital and 
out-of-hospital Alternative Birth Centers. It 
seems clear to us that health care 
professionals are making these centers a 
viable and valued part of their communities 


ABC No1 
The Alternative Birth Center at the San 
Francisco General Hospital is an example of 
an in-hospital setting which provides a 
different kind of birth experience than the 
traditional obstetrical unit. The birth rooms, 
located within the obstetrics department, are 
modified hospital rooms. Furnishings such as 
a couch, comfortable chairs, a double bed for 
the woman to labor and give birth in, cheerful 
decorations, plants and other amenities create 
a homelike environment. At present, 25 to 30 
women deliver in this setting each month. 
Women who register at San Francisco 
General Hospital for prenatal care, and who 
are assessed to be low-risk, are offered the 
option of being cared for by a certified 
nurse-midwife or a physician. Low-risk 
patients (defined by clearly stated criteria), 
particularly those registered with the midwifery 
service, may elect to utilize the Alternative 
Birth Center rooms for their labor and birth. 
Women using the ABCs must have a 
support person with them in addition to the 
medical attendant. Usually, the rooms are 
used by midwifery service patients, however, 
some resident obstetricians and family health 
physicians also use them. In this case a 
qualified "labor coach'. approved by the ABC 
staff must be in attendance. 
Since the emphasis is on natural, 
prepared childbirth and on responsible 
participation by the couple (or woman and her 
"labor coach"), one of the requirements is 
attendance at a childbirth education course 
either at San Francisco General or in the 
community. In addition, the Alternative Birth 
Center staff give a series of three classes 
specifically designed for people who plan to 
use the alternative birth rooms. 
Measures aimed at ensuring safe, high 
quality care are built into the program. 
Problems and circumstances necessitating 
transfer from the birth rooms are clearly 
defined. These possibilities are discussed with 
prospective participants in the class sessions. 
Other safeguards include the proximity of 
emergency facilities and back-up medicai 
staff. 
The professional approach to the labor 
and birth is a calm, encouraging, 
non-intervening one. Support persons are 
allowed to attend as desired by the mother and 
provisions may be made for the presence of 
her children. As many decisions as possible 
are made by the woman subject to the 
judgment of the attendant. Careful 
consideration is given to enhancing 
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parent-infant bonding, for example delaying 
silver nitrate eye drops for 30 minutes to one 
hour after birth, so eye contact between parent 
and infant can be established early. 
Early discharge of the mother and infant, 
between six and 48 hours postpartum, is 
possible provided there is live-in assistance in 
the home for at least three days, access to 
telephone and transportation and the 
condition of both the mother and baby is 
satisfactory. Patients who do not wish to go 
I home early or require additional in-hospital 
care are transferred to the regular postpartum 
, ward. ABC staff visit early discharge patients 
in their homes within 24 hours for those 
discharged six hours postpartum and within 48 
hours for those discharged 12 hours 
i postpartum. In addition, telephone contact is 
made in the interval between discharge and 
the home visit. 


ABC No. 2 
The Alternative Birth Center at Mt. Zion 
Hospital and Medical Center in San Francisco 
is similar to the one at the San Francisco 
General Hospital. Hospital rooms have been 
converted to birthing rooms and decorated to 
provide a homelike comforting atmosphere. 
Wall-to-wall carpeting, a double bed, soft 
lamps, plants and bean bag chairs are all 
features of the Mt. Zion Alternative Birth 
Center. The parents have access to a large 
record collection, many of the records 
contributed by couples who have used the 
room. Couples are also encouraged to bring 
personal comfort items from home. 
The Center is available for use by patients 
of house staff or private physicians. At present, 
there are no midwives attending deliveries at 
Mt. Zion. As at San Francisco General, 
specific criteria relating to the woman's health, 
course of the pregnancy and preparation are 
clearly spelled out. The ABC at Mt. Zion 
Hospital is staffed separately from the 
Obstetrics unit. Although patients are 
j expected to have a coach/support person, the 
Center guarantees one-to-one nursing care. 
The woman may have whomever she chooses 
at the labor and birth. Children attending are 
screened for infectious diseases and must 
have adequate adult supervision. The prime 
concern IS the woman's desire and tolerance 
for company as labor progresses. 
The mother and infant recover in the birth 
room for four hou rs and then are transferred to 
the postpartum ward Discharge home can 
occur as early as six hours, again depending 
on mother's and baby's condition. Home visits 
are made by the ABC nurses on the first and 
third postpartum days. The purpose of these 
visits is two-fold: assessment of the mother 
and infant, and teaching. 
The basic cost of the hospital services at 
Mt. Zion's ABC is $400. This includes two 
orientation classes, an optional antepartum 
home visit, the special nurse during the stay in 
I the birth room, stay up to 48 hours in hospital 


plus the home visits. It does not include the 
physician's fee. In the U.S. there is 
considerable competition for maternity 
patients, particularly among private hospitals. 
This service at Mt. Zion attracts patients and 
according to the nurses at the Center, it is a 
profit-making service for the hospital. Although 
patients are pleased with the lower cost of this 
service (a difference of about $400. - $500. to 
the standard hospital cost) their main reason 
for coming to the ABC is the style of birthing, 
and the total experience. 


ABC No.3 
New York's Maternity Center Association 
operates an out-of-hospital Childbearing 
Center in a townhouse on East 92nd Street in 
New York City. An obstetrician/nurse-midwife 
team provides care to expectant parents who 
can anticipate a normal, uncomplicated 
childbirth and for this reason a very careful 
medical screening process is applied 
throughout the pregnancy, labor and birth. 
The midwives offer preparation for 
childbirth and parenthood classes and all 
those couples who plan to give birth at the 
center are encouraged to participate. The 
women become involved in their own care In 
many ways. For example, they weigh 
themselves, test their urine and record the 
findings on their chart. They read their chart 
and discuss all aspects of their care with the 
nurse-midwife or doctor and make plans with 
the midwife for the way they would like the birth 
to be. 
Every attempt has been made to create a 
relaxing environment at the Childbearing 
Center. A living room, kitchen, outside garden 
and two bedrooms are available to the laboring 


."'\ 


woman and her support person. Children are 
also welcomed at the Center. 
A nurse-midwife and midwife assistant 
attend the births and an obstetrician is always 
on call. A non-intervention philosophy 
characterizes the practice of the nurse- 
midwives. Parents inspect, touch and cuddle 
their babies Immediately after birth, never 
being separated unless some complication 
arises where mother and/or infant have to be 
transferred to hospital. There are three 
hospitals within a ten-minute drive of the 
Center. After the birth. the baby is examined by 
a pediatrician who discusses the examination 
with the parents. Families leave the Center 
when the condition of both mother and baby 
stabilizes. usually within 12 hours after the 
birth. The Center's fee also includes two home 
visits by the Visiting Nurses Association of 
New York City. The woman and baby are 
examined at the Center within a week to 10 
days following the birth and again at five to SIX 
weeks postpartum. Parents report that they 
are delighted with their experience at the 
Childbearing Center. The cost of the total 
program is $750, another attractive feature of 
the Center since a normal childbirth occurring 
in a hospital in New York City costs about 
$1,500. 
As a result of the occurrence of factors 
associated with increased risk to mother and 
baby, approximately one-third of the women 
have been transferred out of the Childbearing 
Center program at some time during the 
antepartum, intrapartum or postpartum period. 
The transfers have involved mostly 
primiparous women and none of these have 
involved an emergency transfer. 
At present, the staff at the Center feel the 
critieria used in assessing high risk cases may 
be too strict. As they gain more experience in 
an out-ot-hospital setting. the staff hopes to be 
better able to identify those factors which truly 
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indicate the need for a hospital birth. A 
research study comparing data on mothers 
and infants giving birth at the Center with a 
matched group of mothers giving birth at a 
hospital is currently underway. 


ABC No.4 
Lucinia, a Birth Center in Cottage Grove 
Oregon, consists of a house and adjacent 
offices decorated in Scandinavian fashion. 
The program offered by this out-of-hospital 
birth center is similar to that of the center in 
New York City. Expectant women are carefully 
screened for any high risk factors as on Iy those 
parents expecting a normal pregnancy and 
birth are accepted into the program. The 
Lucinia Birth Center registers about 20 new 
clients per month and is in such demand that 
many more must be turned away. A 
nurse-m idwife and obstetrician provide care to 
the families while experienced nurses are 
involved in the educational program. The Birth 
Center offers an extensive range of 
educational programs including classes for 
childbirth preparation, parenting, 
grandparenting, nutrition, fitness, parent 
effectiveness training, babysitting and 
mother's helpers. 
"The philosophy of the Birth Center is as a 
triangle, placing the pregnant couples at the 
apex or top in a leadership role with rights and 
responsibilities for their own health care. 
Across the base of that triangle are the 
professionals with different areas of interest 
and expertise. Though those areas often 
interface they are also separate professions 
working in harmony."6 From February 1,1976 
to February 1, 1977, 275 fam ilies were 
involved with the Birth Center. The outcomes 
of the pregnancies of all women enrolled at the 
Lucinia Center (now 150) are shown in Table 
1 7 


How parents feel 
Parent satisfaction with all of the 
Alternative Birth Centers we visited is reported 
to be high. To date the statistical data available 
on perinatal, infant and maternal morbidity and 
mortality suggest that such centers can 
provide a safe alternative to traditional 
obstetrical services for selected clients. As 
further studies are carried out to evaluate 
these programs, we may gain some valuable 
insight into the effect of environment and a 
non-intervention philosophy on the process of 
labor and birth as well as on the family's ability 
to nurture. 
Alternative Birth Centers represent 
positive consumer initiated change in the 
American health care delivery system. The 
psychological benefits and lower cost offer an 
attractive alternative to families. 


What's happening in Canada? 
In Canada, we too are faced with 
consumers who are actively seeking a more 
satisfying childbirth experience. Moreover, 


I ne (;anac::llan Nurse November 19n 


4>> 

 
III 
.... 


Outcome 


Spontaneous abortion 


Number Percentage 
13 8.6 
3 1.9 
15 987 
5 3.31 
10 6.6 
78 51.3 
26 17.2 
2 1.3 
152 100 
-- 


Advised to transfer to other facility due 
to past obstetncal history or distance 


Moved out of area 


Lost to follow-up 


Transferred to Home Delivery with traditional birth 
attendant or Certified NUlse-Midwife in area 


Delivered at Birth Home' 


Not pregnant 


Delivered at Community Hospital or Medical Center 


Total. 


'All normal spontaneous vaginal deliveries of viable infants with Apgar greater than 7 at 1 minute 


both the government and the taxpayer are 
concerned about the rising health care costs in 
this country. Financial ceilings imposed by 
many provincial governments on the health 
care dollar are making us take a look at less 
costly alternatives to traditional hospital ization 
that still maintain a high quality of care. 
Some encouraging trends are already in 
evidence in our maternity units. To a great 
extent, these trends have been influenced by 
consumer demands for greater participation in 
the birth process and by research which shows 
that such activities enhance 
maternal-infant-family bonding. Many 
hospitals, for example, are liberalizing sibling 
visiting and encouraging participation of 
fathers throughout the hospital stay. 
Some are attempting to provide a setting 
which appears less institutional. McMaster 
University Medical Centre in Hamilton, Ontario 
is an example. Here the woman can labor and 
give birth in a brightly decorated room. Her 
partner is always welcome and she is not 
separated from her baby after birth. 
Even with these changes, however, much 
remains to be done. The rationale for 
traditional hospital procedures needs 
examination and clearly we need to further 
examine the effect of the hospital environment 
on the birth process. Also we need to 
re-examine our roles as health care providers 
and the way in which these roles relate to the 
expressed wishes of childbearing families for 
more control over their care. 
Surely the time is ripe for those involved in 
the character of the health care system to 
respond to consumer demands and social 
needs by designing innovative health 
services. '" 


Acknowledgement: The authors wish to 
express their thanks to the nurses and 
midwives at the centers they visited who 
shared generously their time, ideas and 
experience. 
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In recent years much has been written about 
patients' negative reactions to hospitalization. In nursing 
journals as well as in lay publications, first person chronicles 
of sad and tragic hospitalization experiences are fairly 
common. 1.2 But are all hospitalization experiences negative? 
Recent nursing research suggests that they are not. In the 
article that follows, the author presents data, raises questions 
and you. the nurse, are asked to draw your own conclusions. 


Gmt Patricia Laing 



 


The experience of hospitalization is thought to 
harbor many potentialities for degradation, 
depersonalization and threat to self-esteem 
for patients. Brown and Field, among others, 
have pointed out that the authoritarianism and 
bureaucratic social structure of the hospital 
with Its rigid schedules and unvarying routines, 
and the loneliness, isoiation, loss of privacy 
and identity of the patient tend toward loss of 
control and loss of self-esteem. 34 Brown's 
image of "the anonymity of the patient in a 
horizontal position between white sheets.' 
or . a situation In whIch gomg to the bathroom 
is regarded as a privilege" is particularly 
pOignant. 5 
With this in mind, I wondered whether or 
not all patients experienced negative feelings 
while hospitalized. I decided to include 
questions directed towards the patients 
reactions to hospitalization in a study that I was 
conducting on the self-esteem of patients who 
have suffered a myocardial infarction 6 (See 
Table 1). The sample was comprised of 
twenty-nine English-speaking Toronto 
residents who had been admitted to one of four 
city hospitals with a diagnosIs of myocardial 
infarction. Twenty-five of the subjects were 
male, four were female. All subjects were 
between the ages of 40 and 81 years with nine 
of the patients having a preVIous history of 
myocardial Infarction. In all of the hospitals, 
patients were admitted through the 


emergency department to a coronary care unit 
and then transferred to a general medical ward 
for the hospital convalescent phase of their 
illness. Staff in all hospitals Included registered 
nurses and registered nursing assistants. One 
hospital had a climcal nurse specialist for 
teaching and continuity of care with coronary 
patients: another hospital had delegated these 
duties to the assistant head nurse in the 
coronary care unit. The other two hospitals 
had no organized teaching program or liaison 
from the coronary care unit to the general 
ward. 


The interview 
I interviewed the patients in their homes 
during the second week after their discharge 
from hospital. The interviews were scheduled 
after the patients' discharge to minimize bias 
arising from fear of reprisal if they said 
anything derogatory about the hospital while 
still dependent upon its care. When 
conducting the interviews, I identified myself to 
the patients as a nurse but emphasized that I 
was not connected wIth any particular hospital. 
The interview was tape-recorded and was 
semi-structured; that is, most of the questions 
could be answered with a "yes" or "no', but I 
encouraged the subjects to elaborate on the 
"yes" and "no" answers. Open-ended 
questions also permitted the subjects to 
express additional concerns. (See Table 1) 
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Table 1 
Questions in the study 8. Did you feel that you got enough 
re hospitalization. emotional support? 
a) from family? 
1. Did you feel that you were treated with b) from nurses? 
respect? c) from doctors? 
9. Were you kept informed about your 
2. Did you feel valued as an individual? progress? 
3. Did you feel that you had control over 10. Did you have enough opportunity to ask 
what was happening to you in the questions? 
hospital? 
a) did you want to have control? 11. Were your questions answered to your 
satisfaction? 
4. How would you describe the 
atmosphere in the hospital? 12. Were procedures and tests well 
(friendly? impersonal?) explained? 
5. Did you feel isolated? 13. Did you understand the hospital 
6. Did you feel that the hospital personnel routines? 
were concerned about you? 14. Did you make any of the decisions 
7. Did you feel cut off from family and about your care? 
friends? 15. Did you want to make the decisions? 


Do you have other reactions to your hospitalization that we have not mentioned? 
If so, would you tell me about them? 


Findings 
Subjects' responses to questions 
regarding their hospitalization were generally 
positive. Analysis of individual subject's 
responses across all the questions showed an 
average of only three negative responses out 
of a possible eighteen per subject. The range 
of negative responses was from zero to ten per 
subject. In Table 2, the questions were 
grouped for clarity into categories of 
(a) general ambience of the hospital, 
(b) feeling of isolation, (c) dependence- 
independence, (d) emotional support, and 
(e) information. 
Most of the 29 subjects were satisfied with 
the general ambience in the hospital. They 
stated that they were treated with respect and 
felt valued as individuals. They reported that 
hospital personnel were concerned about 
them and described the atmosphere as 
friendly. Seven subjects singled out the staff of 
the coronary care unit as being particularly 
friendly and concerned, and some subjects 
expressed surprise at the excellent, speedy 
treatment they received in the emergency 
department. Negative responses were usually 
directed at perceived ill treatment by one or 
two particular staff members. 
Only three subjects indicated they felt 
isolated in the hospital, indeed many subjects 
expressed feelings of enhanced closeness 
and support from their families during this 
period. 
In answer tothe questions: "Did you make 
any of the decisions about your care?" and 
"Did you want to make the decisions?" 
fourteen subjects reported that they had no 
control over what was happening to them in 
the hospital and eighteen subjects reported 


that they made no decisions. However. only 
three of those stating that they made no 
decisions indicated that they would like to have 
made more decisions about their care. The 
other 26 subjects stated they felt either control 
or decision-making on their part was 
inappropriate or they were satisfied with the 
level of control that they exercised, even if it 
was minimal. 
Sixty-five out of a total of eighty-seven 
responses to questions regarding emotiùnal 
support were positive. The proportion of 
positive to negative answers was the same 
regarding support from family, nurses and 
doctors. Interpretations of emotional support 
varied as the following responses 
indicate: "they used to kid me along," "they 
were kind and thoughtful," "they were 
cheerful," "their attitude was assuring." Two 
subjects who answered negatively indicated 
that doctors and nurses were too busy to give 
any emotional support. Three subjects said 
they did not need any emotional support. 
Subjects were generally satisfied with 
information they received regarding hospital 
routines, procedures and tests. However, nine 
subjects expressed dissatisfaction with 
information given them about their progress. 
They gave reasons such as "the doctor is too 
busy", and "they deliberately don't tell you." 
There was a strong impression that patients 
look exclusively to their doctor and not to 
nurses for information and answers to 
questions regarding their progress. 
Older subjects viewed their 
hospitalization more positively than younger 
subjects; subjects who were suffering their first 
heart attack took a more negative view of their 
hospitalization than those who had had a heart 
attack before. 


Negative or positive? 
In general, the responses to questions 
regarding the subjects' reactions to 
hospitalization do not support the contention in 
the literature that hospitalization is a 
degrading, depersonalizing experience. 
Although these results could be spurious due 
to small sample size and other limitations in 
the study, there are other possible 
explanations which are worth exploring. 
Perhaps statements in the literature by 
Brown', Wu 8 , Field 9 and others are not 
applicable to the findings in this study 
because: 
. their studies refer to long-term 
hospitalization rather than to short 
three-to-four week stays such as these 
subjects had; 
. the literature refers to the situation in 
hospitals in the United States but not 
Canadian ones; 
. the literature refers to the hospital 
situation in the 1950's and 1960's but not the 
1970's. 
Perhaps with the current focus on 
research and the present interest in coronary 
care some of the past problems in 
hospitalization have been overcome. Finally, 
perhaps there is something unique about the 
hospitalization experience associated with 
myocardial infarction. 
Another consideration is that satisfaction 
is a function of how well expectations are met. 
that is, if expectations are low, satisfaction is 
easily achieved. In this regard, it is interesting 
that the older subjects tended to view their 
hospitalization more positively than younger 
subjects. The age differential might be an 
indication that the hospitalization experience 
is improving. Older subjects, whose 



I e><pectalions mighl be lower because 01 pasl 
experiences, might tend to view their 
hospitalization more positively than younger 
subjects with higher expectations of the 
hospital. On the other hand, studies of the 
normal aging process in our society indicate 
that men past sixty seem to move to a more 
passive, dependent, compliant position 
whereas the helpless dependent role is more 
alien to younger people, particularly men. 'O 
Thus the older person might more readily 
accept the limitations imposed by illness and 
hospitalization and report a more positive 
experience. 
Interestingly, questions specific to the 
subject of "dependence-independence" did 
not show an age differential related to the 
desire for control overthe hospital experience. 
The age range of the four subjects who said 
they wanted to have control was from 
forty-eight to seventy-eight years. 
Indeed the passive role appeared to be 
comfortable to the majority of subjects as 
evidenced not only by the responses to 
questions specific to control over the 
hospitalization experience but also by the 
large number of subjects who did not want to 
ask questions about what was happening to 
them. Perhaps the passive role. defined as an 
element of the sick role, 11 influences 
expectations which in turn explains the high 
rate of satisfaction with hospitalization. Illich'2 
expressed a similar idea with his phrase 
"medicalization of expectations," whereby 
patients or clients, due to the extreme passivity 
of their role vis-à-vis physicians, accept the 
medical system's standards of care without 
question. 
The other significant relationship between 
sample characteristics and reactions to 
hospitalization was that subjects who had had 
a previous heart attack viewed their 
hospitalization more positively than those who 
were in hospital with an M.1. for the first time. 
The subjects with a previous heart attack were 
perhaps more apt to have lower expectatiol1s 
engendered by more and longer experience 
with the sick role. Perhaps also they were 
more passive and content due to some 
familiarity with the experience than for 
subjects encountering the "unknown'. for the 
first time. 
The suggestion that possibly there is 
something unique about the hospitalization 
experience associated with myocardial 
infarction deserves further consideration. 
Certainly the intense, highly technical nature 
of the coronary care unit is a unique situation 
which might encourage subjects to feel that 
judgments and control of their care would be 
most properly delegated to those with superior 
knowledge and competence, a competence 
which they may feel they lack. The 
seriousness that people usually associate with 
a heart attack would add to their feeling of 
incompetence and thus influence their 
willingness to adopt a more passive role. The 
awe, loyalty and gratitude given to nurses and 
doctors who work in such a specialized unit 
and who guide patients through the extreme 
crisis of a myocardial infarction may help to 
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Table 2 


Frequency and type of subjects' responses to categories describing reactions to hospitalization 
Category of Subjects' responses I 
Question Negative Positive Equivocal Total 
General ambience of the hospital 6 100 10 116 
Feeling of isolation 3 S3 2 58 
Dependence-Independence 
Had control 14 1S 0 29 
Wanted control 4 2S" 0 29 
Made decisions 18 11 0 29 
Wanted to make decisions 3 26" 0 29 
Emotional support 6 65 16 87 
Information 30 107 8 145 I 
Total 85 402 36 522 


"Marked positive if subject was satisfied with the level of control or decision-making that he had 


Negative response: The subject indicated feelings of dissatisfaction. unease or unhappiness. 
Positive response: The subject indicated feelings of pleasure. satisfaction or happiness. 
Equivocal response: A response which was not classifiable as negative or positive. 


explain the generally positive attitude of these 
subjects toward the hospital experience. 


Summary 
In conclusion, it appears that rather than 
anything definitive about the 'goodness' of the 
hospitalization experience in an objective 
sense, these findings are more plausibly 
interpreted as an indication of how well the 
subjects' expectations of hospitalization 
were met. Remember, too, that the data 
reflects a subjective rather than an objective 
analysis of the patient"s experience. There is 
some indication that expectations of 
hospitalization were influenced by the 
patient"s age and past history of myocardial 
infarction. Expectations may also have been 
influenced by the t.nique nature of the illness 
and by its treatment in contemporary 
hospitals. A possible bias due to the fact that 
the interviewer was a nurse cannot be ruled 
out. 
In the final analysis these data raise more 
questions than they answer. Are there 
differences between the reactions to 
hospitalization of patients who have had a 
myocardial infarction and those of patients 
with other acute and chronic illnesses? Are 
there differences in the reactions of patients 
whose experience includes admission to a 
coronary care unit from those with the same 
diagnosis admitted to a general intensive care 
unit or a general ward? Studies done by 
clinical nurses who are alert to their patient"s 
reactions to hospitalization may answer some 
of these important questions. '" 
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Is there a knowledge/practice gap when it comes to caring for children in hospital? Last year 
the Association for Care of Children in Hospitals was able to compile a bibliography of more 
than 400 publications available to anyone who wanted to learn more about the hospitalized 
child, particularly his emotional and developmental needs. 
In actual practice, however, many of the children admitted to Canadian hospitals this year 
will be the recipients of care that ignores much of what has been discovered about how to 
reduce the trauma of hospitalization and help them continue to grow and develop in the 
hospital setting. 


Demse Alcock 


In December 1976, the author set out to survey 
pediatric units throughout Ontario in an effort 
to learn more about how these hospitals are 
equipped to meet the non-clinical needs of the 
children who are admitted to them. Her 
findings are similar to the results of an earlie; 
survey in the Maritime provinces 1 and indicate 
important ways in which hospitals in this 
country are failing to provide the facilities, 
personnel and environment that the pediatric 
patient needs. 


The questionnaire 
A total of 74 questionnaires were sent to 
all Ontario hospitals listed in the Canadian 
Hospital Directory as having more than 20 
pediatric beds. Fifty-five hospitals (74%) 
responded; five of these respondents 
indicated that their pediatric units had been 
closed, leaving a survey base of 50 hospitals. 
All questionnaires were addressed to the 
hospital administrator. In many instances, the 
administrator receiving the questionnaire 
designated a member of the nursing 
department to respond to the questionnaire. 
The rationale for the survey was explained as 
follows: 
"It is known that illness and 
hospitalization interrupt a child's normal 
life activities and that this interruption can 
affect growth and development. It is also 
known that illness, treatment and 
hospitalization can be stressful and that 
stress can be harmful if a situation 
arouses more anxiety than a child can 
cope with. Therefore. pediatric care must 
include the opportunity for continued 
normal life activities, and ways must be 
planned to reduce anxiety and to help a 
child cope with his concerns. 
This survey is an attempt to 
appreciate the different ways in which the 
hospitals in Ontario are dealing with 
concerns centered around the 
hospitalized child's emotional and 
developmental needs." 


Findings 
1. Visiting hours 
Since one of the most fundamental means of 
diminishing anxiety in hospitalized children is 
to encourage the continued closeness of 
parent and child, the questionnaire concerned 
itself with visiting policies and whether or not 

. parents could stay overnight. 


. Less than half (44%) of the hospitals 
responding to the questionnaire indicated 
that parents were permitted to stay 
overnight; 
. 34% said parents could stay but 
"only with special cases;" 
. 18%indicatedthat overnight stays are 
not permitted. 


Hospitals that have established open 
visiting policies and those which encourage 
care by parent units are helping parents 
continue to parent and are contributing to the 
child's sense of security in a strange 
environment. Parents who can visit at any time 
become more confident that twenty-four hour 
quality care is being maintained and their 
comfort with the hospital environment is felt by 
their child. Nursing staff do not experience the 
tension and congestion that restricted 
visiting hours impose on nursing units and they 
have mOre opportunity to share information 
and skills with parents concerning the care of 
their child. This can be particularly beneficial to 
parents who must care for their child during an 
extended convalescent period at home. 
Frequent and extended parent-child contact is 
essential to the parent-infant bonding process 
for the hospitalized neonate and young infant. 
Four hospitals listed different rules 
according to the age of the child, as follows: 
1. A hospital with open visiting for parents of 
children under fourteen, permits only six hours 
of visiting for parents with children over 
fourteen. 
2. A hospital which permits eight and one-half 
hours of visiting for parents of children under 
twelve, permits eight hours for parents of 
children over twelve. 
3. A hospital which permits nine hours of 
visiting for parents of children over thirteen. 
permits only eight hours for parents of 
children under thirteen. 
4. A hospital which permits five and one-half 
hours of visiting for parents of children over 
five, permits only four and one-half hours for 
parents of children under five. 


2. SIbling visits 
Siblings of hospitalized children often worry 
alone and tend to experience less attention 
from their parents whose thoughts and 
presence are with the ill child. Younger siblings 
may even be separated from their parents and 
cared for by helpful friends or relatives. In 


some cases, schoolwork has been affected 
and regressive or neurotic behaviors noted in 
siblings of hospitalized children. 
Understandably, visiting by siblings needs to 
be monitored by nursing staff and in some 
instances may be undesirable, but the benefits 
to both the ill child and the sibling of continued 
contact while in hospital are obvIous. 


. 12% (6) of the fifty hospitals 
responding do not permit any visits by 
siblings; 
. another 12% permit sibling visiting 
only on Saturdays and Sundays. This 
weekend visiting appears to exist primarily 
for the benefit of long-term patients and is 
usually limited to one or two hours on each 
day; 
. 36% of hospitals responding indicated 
that siblings were permitted to visit 
regardless of their age. 


Age restrictions on visiting exist in 
sixty-tour percent of the hospItals surveyed. 


Lower Age 
16 
15 
14 
13 
12 
10 
6 
no restrictions 


Number of Hospitals 
3 
1 
7 
2 
16 
2 
1 
18 


3. Pre-admission orientation 
One of the accepted methods of reducing the 
emotional stress to which hospitalized children 
are subject, is familiarization with the hospital 
environment and procedures prior to 
admission. 


. 40% of the hospitals that responded 
indicated that they make no provision for 
pre-admission visits of children to the 
hospital; 
. 16% indicate that if parents take the 
initiative to request an orientation to the 
unit before admission, their request will be 
met; 
. 28% have tours, slides or other 
pre-admission programs organized by 
nursing staff, auxiliary members or teen 
volunteers. The frequency of orientation 
program varies from weekly to month!)' to 
"irregularly scheduled;" 
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. 8% (4 hospitals) state that an 
orientation program is in the planning 
stages; 
. 10% have community slide-talk 
presentations especially suited to 
kindergarten and primary school children; 
. 4% mentioned that they distribute a 
hospital coloring book. 


4. Provision for child-oriented care 
It is known that children express themselves 
through play, that they learn through play, 
socialize through play, and that they work out 
their problems through play. It is vital that 
children be given the opportunity to continue to 
play in hospital and nursing units which 
provide this opportunity to create a receptive 
child-oriented environment and a happier 
nursing unit. 
If space that is allocated as playspace is 
at least a symbolic recognition of the need for 
the hospitalized child to play. then 96% of 
hospitals surveyed at least symbolically 
recognize this need. Only four percent said 
they have no playspace. The location or 
suitability of the playspace available was not 
determined by the questionnaire. 
In response to a question asking "What 
concerns you most in terms of the emotional 
and developmental needs of the children in 
your care?", many respondents referred to the 
need for staff knowledgeable in child 
development and familiar with hospital 
procedures whose primary function would be 
to help the child cope with illness and 
hospitalization. Here are some of the concerns 
expressed: 
'Presently nursing staff have time to 
look after physical needs of the child. An 
organized play program is needed to help 
make the child's stay in hospital less 
traumatic." 
"Cuts in nursing staff leave 
permanent staff excessively busy with 
insuficient time to look after the child. 
Part-time staff have difficulty giving 
necessary support." 
"Lack of consistency in staffing 
patterns to accommodate needs of 
children. Unable to assign patients to one 
person for any length of time so they can 
relate more easily." 
"Need to find way to make staff 
aware of children's needs and how to 
cope with them and to find way to make 
staff comfortable with parents." 
"There is a lack of understanding that 
pediatrics differs from other areas in the 
hospital. " 
"Not enough people trained and 
experienced in caring for emotional and 
developmental needs to properly cover 
these areas of patient care." 


. 54 % ofthe responding hospitals have 
paid staff who attend solely to children's 
emotional and developmental needs. 


Variance in the amount of coverage is 
wide. For the most part, staff concerned with 


children's activities work four hours per day 
and in others only three days per week. Only 
the larger institutions servicing children have 
evening and weekend programs. 
The most commonly stated qualifications 
of staff responsible for children's activities in 
hospital are a degree or college diploma in 
education or recreation and experience 
working with children. The backgrounds listed 
however are diverse: nursing plus education 
degree; nursing plus early childhood 
education; teaching, recreation; early 
childhood education; behavioral science 
diploma; psychology degree; community 
college child care program; registered nursing 
assistant plus experience; twelve 
week on-the-job training. 
These staff comprise separate 
departments in six hospitals. Three are large 
institutions caring for children and three are 
general hospitals with pediatric units of 
twenty-eight, thirty-one and forty beds 
respectively. 
. 20% of responding hospitals set åside 
sepaõate budgets to meet children's 
non-clinical needs. 


In one hospital a special gift fund IS 
established and in three hospitals the auxiliary 
funds the program. In the remaining hospitals 
these programs are funded under the 
pediatric, occupational therapy or 
physiotherapy budget. 
Staff dealing with children's activities 
report within the hospital structure as follows: 
. administrator - 3%; 
. assistant executive director - 11 %; 
. nursing department (director, coordinator 
or head nurse) - 55%; 
. chief of pediatrics - 3%; 
. chief of rehabilitation - 3%; 
. physiotherapy department - 3%; 
. play therapist responsible to head nurse, 
(budget from occupational therapy) - 3%; 
. not indicated - 19%. 


5. Schooling in hospital 
For children of school age, the focus of dail, 
Monday to Friday activity centers around 
school. The continuation of schooling durin!, 
hospitalization or during an extended 
convalescent period at home enables the Chi": 
to maintain contact with a very important areé: 
of normal daily activity. It must not be assume,l 
that school means work and, therefore, will b 
stressful; many children enjoy learning and 
miss school. For some hospitalized childrer, 
such as those who need to be on dialysis fOI 
two or three days each week, sChooling in I 
hospital offers an opportunity to keep up 
academically with their peer group and 
keeping up with a peer group is difficult but 
very important to the chronicaHy ill child's 
sense of self-esteem. 


. 16% of surveyed hospitals have a 
teacher or teachers as part of the hospita 
staff but paid by a local boa rd of education I 
The most commonly identified persons t 
make the arrangements for schooling are: th,1 
doctor, parent, head nurse, public health 
nurse, child's school teacher or principal, chile 
life worker, play therapist or social worker. 
Some hospitals indicate there is difficulty in, 
obtaining teachers for hospitalized children 
even if the child has already been out of schoc 
for the four-week period deemed necessary i 
order to qualify for hospital or home teaching 


. Twelve hospitals have space used b 
teachers as classroom space and these 
a reas were noted as being play areas, sma I 
conference rooms or classrooms. Where 
classroom space is not available or the 
child cannot be moved, teaching takes 
place at the bedside in the child's room. 


One hospital states that their Pediatric 
Committee sees the education of the child 
resting solely with the parents and not with the 
nursing personnel. This is a disturbing 
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The situation in other countries 


In Canada, a number of persons feel that the Canadian Council on Hospital Accreditation should 
leview the present requirements for accreditation of pediatric units and Insist that the emotional 
and developmental needs of the children be considered In terms of policies and facilities before 
accreditation IS granted. 
What is happening in other countnes? 
In Britain, James and Joyce Robertson led the way in urging the formation of a parents 
organization to work for changes in hospital care. Their efforts resulted in an official government 
statement. . The Platt Report." which among other things recommends that in all new hospitals, 
facilities for "Iiving-in" be included in the planning of children s units. 
In Australia, The Association for the Welfare of Children in Hospital prepared policy 
recommendations entitled "Health Care Policy Relating to Children and Their Families" which 
was declared the official policy of the Health CommISsion on September 1, 1975. This document 
states that parents should have the right of access to their children at any time, that play facilities 
must always be available, that parents should be encoulaged to be involved In the care of their 
child, that care-by-parent units should be planned for all new hospitals, that it be mandatory for 
brochures to be available on the preparation of the child far hospital and that parents should be 
fully informed and have access to inquiry. There are many other special policy considerations 
induded in this document. 
In Sweden. on January I, 1977. a new law was passed which reads as follows: "The 
principals of any hospital or other institution receiving children for care are under the obligation to 
make propel arrangements for offering these children participation in activities ofthe same kind as 
are provided by preschool or leisure time centers.' To ensure that this law is carried out the 
National Board of Health and Welfare has become involved in the planning and the organization of 
play programs in all hospital children s units in Sweden. 
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I statement in that it suggests a lack of 
, appreciation of the benefits to the child, the 

 nurse and the teacher of shared information 
and concerns regarding the child's schooling 
I, program. 


:e 


6 Volunteer programs 
Men, women and teens of both sexes who 
volunteer to work with children in hospital have 
more than time to offer. They bring with them 

. their own areas of expertise and are one of the 
hospital's strongest links with the community. 
It is also the volunteer who realizes the lack of 
good children's literature or magazines for 
. parents. or a specific playroom need. who 
prompts friends or clubs to meet these needs. 


. 56% of the hospitals which responded 
have volunteers who work with children. 


The responsibilities of the volunteers 
would appear to vary greatly from hospital to 
hospital. Among the responsibilities noted are: 
to entertain, give TLC, feed, do crafts, 
transport patients, prevent fighting in the 
playroom. play with children, read to children, 
conduct weekly orientation program. One 
hospital has Early Childhood Education 
students two days a week in the playroom who 
work in a volunteer-student work placement 
capacity. 


Implications 
The number of responses (74%), personal 
notes from respondents expressing interest 
and requests for survey results. indicate a 
definite interest in questionnaire subject 
matter. For the most part, pediatric staff seem 
aware of children's needs but uncertain about 
the best way of dealing with these concerns. 
Improvements do not always depend on 


the expenditure of large sums of money. Much 
can be done on pediatric units at little expense 
and, as Elizabeth Crocker discovered in The 
Maritimes,2 these things are being done in 
settings where staff are aware of the potential 
impact of hospitalization on both children and 
parents. Policy changes are more a matter of 
attitude change than a matter of money, 
although, as Crocker notes, most hospitals 
need both guidance and money to meet child 
care objectives. 
. Nurses, who fully appreciate the value to 
the child, the parents. the siblings and 
themselves of liberal visiting policies, can 
become advocates of more liberal visiting 
policies. 
. Nurses who are fully aware of the 
significance of continued schooling for the 
long-term orthopedic patient or the chronically 
ill child will, when necessary. agitate for 
continued schooling for these children. 
. Nurses who are fully convinced that 
pediatric care involves special programming to 
meet children's non-clinical needs will push for 
Child Life programs and volunteer 
assistance. 
It is necessary for all of us to periodically 
examine our knowledge-practice gap to 
determine what more we ourselves can do and 
then mobilize our efforts in unison with 
disciplines with similar concerns in order to 
effect changes that will ensure better pediatric 
care. 
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A CHILD LIFE 
PROGRAM 
IN ACTION 


Child life programs at the Children's Hospital of Eastern Ontario began three years agoat thesametime 
the hospital was opened. A total of nine Child life staff and more than 150 volunteers are involved in the 
various programs. 
When children or adolescents are ill and hospitalized there is interference with the normal life 
activities which foster g rowth and development. There is also stress and anxiety concerned with illness 
and visits to the hospital. The aim of the Child life programs is to minimize the traumatization of illness 
and hospitalization and to encourage the continued growth of the child or adolescent - physically, 
emotionally, intellectually and socially. The Child life staff also aim to foster involv.ement in children's 
activities on the part of all who are in contact with the child and his family. 
Some of the services and resources made available to patients at the CHEO include: 


1. Infant program 


Infants respond selectively to their environment and appropriate 
environmental stimulation during infancy is important for later 
cognitive growth as is the opportunity to play and explore. 
Physical activity such as rolling, crawling, standing, etc. lays the 
foundation for proper motor development. 
The Child Life Worker acts as a comforter, a role model, and 
a teacher. She is concerned with the baby's sense of security, 
with the comfort of the parents so that their interaction with their 
baby remains as relaxed as possible and with the kinds of 
environmental stimuli available. Taking into consideration the 
baby's illness and treatment she tries to ensure continued 
developmental progress and to identify areas of developmental 
lag. 


2. Preschool program 


Monday - Friday 8 :30 to 16 :00 hours and Saturday 8 :30 to 12 :00 hours 
A Child Life Worker visits children on a one-to-one basis and also runs a 
play program in the playroom on each unit. The playroom contains the 
familiar - toys. Children, parents and staff can play and learn together. 
The child can express his feelings and thus communicate through playas 
well as continue to learn and socialize. The staff can learn about motor or 
perceptual problems, language development, social skills and intellectual 
development. In the hospital environment play is crucial to the child's 
affective development. It is through play that tension is released and that 
fears may be expressed. 


3. Schoolage program 


Each unit has an activity room and a Child Life Worker. The forced 
dependency and restriction of freedom associated with illness and 
hospitalization is felt by all age groups but in the 7 to 12-year-old group it is 
often through choosing a project and completing it to one's satisfaction 
that self-esteem is kept intact. The children do pottery, macrame, 
leatherwork, weaving, Indian beading, etc. Games are often educational, 
diversional and socializing. Feelings are more easily expressed through a 
non-verbal media and it is necessary to become the child's friend before 
he will express his deepest fears. The Child Life Worker's report to the 


health care team may be in terms ofthe child's skills, fears or behavior as 
it is in the setting ofthe activity room or in a play situation thatthe child as a 
gerson becomes clearer. 


4. Education program 


Since most children over the age oHive spend a large part oftheir week in 
school, consideration must be given to the fact that school is fOr most 
children a "normal life activity." Bilingual teachers are made available 
through the Ottawa Board of Education and their office is located on 
second floor in the Child Life area. The nursing and medical staff identify 
potential students, the nursing staff obtain signed consents for tuition 
from the attending physician and the parent and then notify the teacher. 
The teacher contacts the child's school so that the child will follow the 
same curriculum in the core subjects as the peer group to which he will 
return. Thus, it is hoped that a child hospitalized for any length oftime will 
be only minimally behind as a result of having been away from school. 


5. Youth Unit program 


Hospitalization is particularly difficultfor the teenager. What is happening 
to me? What is going to happen? How long do I have to be here? Am I 
going toget my credits this term? Why isn't my girlfriend/boyfriend visiting 
me? The adolescent wants to be kept informed and needs to understand 
his illness, treatment, prognosis. The Child Life Worker finds ways often 
through special projects, one-to-one conversation or games. or group 
activities and entertainment to help the teenager cope with his condition 
and hospitalization. It is sometimes necessary for the worker to interpret 
the adolescent's behavior to parents and staff. A weekly group meeting is 
held to facilitate patient-staff communication. 


6. C.I.D.U., I.C.U. and Evening programs 


One Child Life Worker is available to cover all of these areas. She is on the 
Clinical Investigation and Dialysis Unit on Monday and Friday 8:30 to 
t6:30hoursandTuesday, Wednesday and Thursday from 13:00to 17:00 
hours. She also runs a Tuesday evening craft program, a Wednesday 
evening music or special project night and a Thursday games evening. 
I.C.U. is visited daily by this worker. Play serves an important expressive 
function in these areas where the tension of parents and children tends to 
be high. In the dialysis area the education program is especially important 
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since for the child dialysed on three school days a week, schooling takes 
place mainly in the hospital and the one-to-one tuillon better enables 
remedial instruction to be carried out. 


7. Kitchen program 


Attached to the large activity room on the second floor is a 
non-institutional kitchen area. A dietitian (Food Service Department) 
plans "cooking is fun" activities for children of various age groups 
(parents may parllcipate as always) and for groups with common dietary 
concerns. Parents cook for their children or have a family meal together 
with the doctor s consent. Often Mom's cooking is the stimulus to prompt 
a reluctant eater. Thele is resource material available through the Child 
Li!e office re the use of the kitchen by parents and staff to make cooking a 
fun and educational program. (Children learn math concepts. new words 
e.g. grate, sift, cream, and exercise motor skills). 


8. Children's library 


The library on the second floor contains an excellent selection of Eng
sh 
and French children's literature. It also serves as a classroom. a teachers 
office. a meeting place for school tours and tor the diabetic educatIon/ 
recreation program. Bookcart service manned by volunteers visits all 
units Monday-Friday and book retums are between 70-100 a day. The 
library contains the classics. current children's literature, books to help 
prepare children for hospital procedures and some reading material for 
parents. The library is an important resource to the teachers and 
students. The library is managed by the Child Life Department and 
clerical and bookcart service manned by Volunteer Services. 


9. Outdoor facilities 


These include a playdeck and a playground. The playdeck has 
vegetables and flower boxes and is used for infant sunning. an outing for 
children who need to be close to a unit for possible medical emergencies 
and for the preschool children on that floor. 
Playground activities are compiled into a schedule and circulated by 
the Child Life Department. Children using the playground must be 
supervised by hospital personnel or parents, and medical and nursing 
permission is needed before inpatients can be involved in playground 
activities. Daily inpatient usage averages 12-16 Inpatients per day and a 
daily average of 36 children (inpatients. outpatients, special groups). 


10. Special entertainment 


The Child Life Department works closely with the Community Relations 
OffIce and community groups that have undergone an initial screening 
process as to suitability of performance. length of performance, space 
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required. etc. These groups are booked Into the monthly proglam of 
activities which is CIrculated to all units. Community partJcipatlOn is 
particularly active at Christmas. We have enjoyed professional ballet. the 
National Arts Centre orchestra, children's theater and several amateur 
entertainment groups. The Ottawa School Board, the National Film 
Library. the Museum of Man. the Ottawa Public Library, all generously 
contribute to our educational/recreational programming. 


11. Weekend programs 


During the summer. weather permitting there are Saturday barbeques. 
The rest of the year a preschool program IS provided Saturday morning 
and a schoolage program or feature tilm on Saturday afternoon. 
Each Sunday the Christian Council of Churches sponsors a 
Friendship Hour. The Friendship Hour leader plays guitar and the children 
join in the action songs. 


12. Inservice education and practicum placements 


Nursing, education, dietetic and recreology students spend varying 
amounts of time in the Child Life Department Workshops focused on 
therapeutic play or adjustment to hospital or specIfIc craft demonstrations 
are held frequently but on a request basis. 


13. Orientation 


Pre-operative classes are given Tuesday in French and Thursday in 
English by the anesthetic nurse in the second floor acllvlty room. 
School tours organized by the Volunteer Department begin in the 
Child Lite Library. 


14. Outpatient program 


The Child Life Worker s role on the diabetic team IS to coordinate an 
education/recreation program every Tuesday 7:30-12:00 hours. This 
program consists of an exercise program followed by age suitable 
activities to help children learn about and cope with their diabetes. 
Information concerning appropriateness of play materials and 
activities for specific age groups is available to volunteers and staff in the 
O.P.D, area through the Child Life Department 


15. Special projects 


The department has a continuous supply of toys which are tested and 
evaluated for the Canadian Toy Testing Council. 
One of the staff has rewritten the booklet for parents, 'Your Child 
Goes to the Children's Hospital of Eastern Ontario' ... 
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'>hirley Post 
t:;hildren admitted to hospital are plunged into 
mfamiliar and frightening surroundings, 
separated from their family, and subjected to 
ntrusive, often painful procedures. Without 
>upport and assistance in coping with the 
itress of these experiences, some of them are 
.Iow to recover, exhibit developmental 
regression, develop fears of abandonment 
and mutilation, or exhibit emotional problems 
dt home and at school after they leave 
1Ospital. 
Despite the fact that for the past twenty 
fears we have had quantities of research and 
documentation regarding the emotional and 
developmental responses of children to illness 
and hospitalization, the policies, routines, and 
environments of many of our pediatric units 
have changed little in the last decade. 
In 1975-76 as I travelled about Canada 
Idlking with persons about what they 
)erceived to be problems and issues in child 
lealth that a national organization might 
dddress, the care of children in hospital was 
)ften raised as a concern. Parents in every 
province voiced unhappiness with the hospital 
arrdngements for children in their 
'ommunities. They took for granted that the 
.echmcal and medical care was good but were 
Jften critical of visiting policies, the lack of 
facilities for parents to stay overnight, the 
Iladequate information they received from 


medical and nursing staff, the lack of play 
facilities and the opportunity for a child to 
continue with his studies. In some hospitals 
children are still placed on adult wards where it 
seems to be even more difficult to meet their 
special needs. 
It is evident that there is much to be done 
to improve the standards of care for children In 
hospital and the Canadian Institute of Child 
Health will be reviewing the situation. It is my 
hope that studies such as this will stimulate 
hospital boards and personnel to begin to 
question and review their policies in relation to 
the needs of hospitalized children and their 
families. 
Many changes have been identified which 
could improve the hospitalization experience 
for children. Most of these do not require new 
legislation or large amounts of money but, 
rather, involve changes in attitudes, policies, 
and the recognition that we cannot model or 
transfer traditions and policies established for 
adult units to children's units. Children have 
special needs and problems that we must not 
continue to ignore. Some of these special 
needs are: 


1. Visiting 
An important change that is needed is 
complete elimination of restriction on parental 
visiting rights Parents should be encouraged 


to feel they are important participants in the ' 
child's hospital care. 
Not all mothers can or wish to stay 
overnight with their children, but the 
opportunity should be available. Some 
"live-in" facilities should be available for 
mothers especially those with infants or 
pre-school children. 
2. Play programs 
Physical activity is important to children and 
is essential that space, equipment and a 
program be provided. Someone must be 
assigned the responsibility of seeing that 
opportunities are available for the children 
paint, to play out their fantasies, to work 01 
tensions through motor activity, crafts and 
games. Play activities are not "justforfu n," b 
provide learning and therapeutic experiencE 
for the hospitalized child and should be an 
integral part of an child's hospital experienc 


3. Schooling 
All hospitals should have written, agreed upo 
policies and procedures with the local 
school boards for the referral of children a
! 
soon as they are able to continue their studie I 
in hospital. 


4. Information and Orientation 
Parents and child should be prepared for th 
hospitalization experience whenever possibl 
Pre-admission visits and books for parents 
read themselves or read to their child help 
them to understand what to expect. It shoul 
also be possible for them to have an admissic 
interview with the child's nurse which gives 
them an opportunity to ask questions and b 
involved in the plan of care for their child. 


Where to from here? 
The author of "Hey, what about the kidsf 
suggests that we need nurse advocates whl 
are fully convinced that pediatric care involve! 
meeting the special needs of children and an 
prepared to push for the necessary changeE 
I agree, and I believe that we have man 
informed nurses who have read some of th 
relevant literature and are aware of the man 
excellent programs that some hospitals havE 
organized for children and their families. But, i 
is discouraging to discover that some nurse! 
still regard parental visits, toys, schooling am 
explanations as "frills," or believe that they 
might be desirable but "it would be impossiblo 
to have such a program here." 
Some administrators are also reluctant.. 
change. They are ready with a string of 
excuses suCh as "lack of space," "rigid 
nurses," "traditional doctors," "no money," 
"the children are not in hospital long enough. 
Some doctors also feel that "this 
component of care has nothing to do with 
medical care," that "parents are a nuisance, 




 


I 
'that "infection will result," and that these 
I changes involve nursing and administration 
more than medicine. 
It is apparent that before we get any action 
or change of attitudes in some hospital units, a 
multidisciplinary approach will be necessary. 
( In 1965 a group of Child Life Workers 
organized an international group to focus on 
the psychological and social aspects of care of 
hospitalized children and their families. This 
organization is called the Association for Care 
of Children in Hospital. They decided to open 
membership to all professions working within 
pediatric settings. They have representation 
',from nursing, psychology, psychiatry, 
. pediatrics, occupational and physiotherapy, 
recreation, education and administration. 
They hold an annual meeting and have a 
journal. About two hundred Canadians belong 
and affiliate groups have been organized in 
, Manitoba, British Columbia, and Nova Scotia. 
Membership is available by writing A.C.C.H., 
P.O. Box H. Union, West Virginia, 24983. 
If professional providers do not make 
some of the most urgent changes, then I 
believe that hospitals will be faced with parent 
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groups demanding that these changes take 
place. Parents are also going to be asking why 
some children must be hospitalized at all; they 
will want to know why improved ambulatory 
services. day care and home care services are 
not available as alternatives to hospitalization. 
There is much to be done. Many of us in 
the nursing profession are aware of the 
changes that must take place. 
Let's get on with it. '" 


Shirley Post was a key figure in the 
establishment in July of this year of the 
Canadian Institute of Child Health, 
co-founded by the Hospital for Sick Children 
Foundation in Toronto and the Canadian 
Council on Children and Youth. Now 
Vice-president of the Institute, she was 
formerly Director of Nursing at the Children's 
Hospital of Eastern Ontario. 


Pholos courtesy 01 Chld,en s Hospotal of Eastern Ontano 
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Information is supplied by the 
manufacturer: publication of this 
information does not constitute 
endorsement. 
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Hospital Bed Shampooing 
Made Easier 
Important as patients' 
appearance is in contributing to their 
well-being, shampooing and rinsing of 
hair has always presented a problem 
to hospital staff. "Comfort-Cleanse" is 
a new shampoo and rinse basin which 
not only works well but is comfortable 
when placed under a patient's head 
because it's soft and durable. The 
shampoo basin incorporates plastic 
liners which collect shampoo and 
rinse water and are disposable. 
Because the basin material is of 
the soft "memory" type. it molds itself 
to the back of the patient's neck and 
forms a fluid-tight seal which prevents 
shampoo and rinse water from wetting 
patient's clothing or bed covers. 
For information write: Oxford 
Enterprises. Inc., 333 North Michigan 
Avenue, Chicago. 1/Iinois 60601. 


Reference Chart for 
Emergencies 
"Emergency Procedures for 
Dangerous Materials" is the title of a 
35 by 45 inch washable reference 
chart. The chart lists many chemicals 
and descnbes how to store, handle 
and dispose of them. If these 
chemicals penetrate the skin, get in an 
eye, or are swallowed. a glance at the 
chart tells how to handle the situation. 
Handy for shops. chemical 
plants. laboratories, safety 
departments. first aid rooms and 
hospitals. the chart is printed in large 
type, is color coded. and has metal 
mountings for hanging. 
For information write: Safety 
Supply Company, 214 King Street 
East, Toronto. Ontario, M5A IJ8. 


Dennison Stockinette 
A sterile. tubular, unbleached 
stockinette from Dennison 
Manufacturing Company saves labor, 
time and cost by eliminating the need 
for hospital preparation. Patient safety 
is insured by the minimization of cross 
contamination caused by 
unnecessary handling. 
The pre-cut, pre-sewn stockinette 
is made of 100 per cent long staple 
cotton. It is packed in a water-repellent 
pouch that is tear and puncture 
resistant, adding to its shelf life. 
An innerwrap of Dennison 
Aqua-Plus, a non-woven. 
water-repellent, soft. drapable 
material insures sterility. 
The rolled-to-size Dennison 
Stockinette come
 in a variety of 
widths and lengths in single or double 
ply to accommodate a variety of 
orthopedic surgical requirements. 
For information write: Dennison 
Manufacturing Company, Hospital 
Products Section, Specialty Products 
Group, Framingham. Massachusetts 
01701. 


Sniffle Free Land 
Guinne's Sniffle Free Land 
provides children with a fun way to 
learn good health habits. Teaching 
basic hygiene is an important job for 
both teachers and parents. By 
presenting this information in game 
form, learning about good health 
habits is enjoyable for children. 
The element of competition is 
challenging for children from 5 to 9 
years of age. Did you wash your hands 
before breakfast? If yes, advance two 
spaces; if not. go back two spaces. Did 
you eat your breakfast today? If yes, 
advance two spaces and so on. 
Appropriate behaviors result in 
positive reinforcement and bad habits 
lead to negative reinforcement. 
Sniffle Free Land helps to teach 
good hygiene and nutritional habits 
that are important to form at this stage 
of development. It also helps to 
promote honesty and self-evaluation. 
Sniffle Free Land is available for 
$6.95 plus $1.00 postage from 
Guinne's Games Inc., 1717 Penn 
Avenue, Scranton, Pennsylvania 
18509. 


Maddak Hand Gym 
Daily use of the Maddak Hand 
Gym has proved in actual testing to 
improve muscle strength. range of 
joint motion and useful hand function 
in a majority of rheumatoid arthritis 
and osteoarthritis patients. 
According to the Arthritis 
Foundation. there are five million 
Americans with rheumatoid arthritis 
serious enough -to require medical 
care. When this disease affects the 
joints of the hand particularly the big 
knuckle joints, it often leads to muscle 
imbalance and abnormal push and 
pull of ligaments and tendons. This 
can cause dislocation of the big 
kn uckle joints. sideways twisting of the 
hand and fingers, and deformities 
which make normal use of the hand 
difficult or impossible. Quite aside 
from the severe pain that 
accompanies joint inflammation, this 
can have a shattering effect on the 
daily lives of the victim. 
Arthritis experts have long known 
that special exercises to strengthen 
weakened muscles and maintain 
normal range of motion are essential 
to effective arthritis treatment. Usually 
complex hand exercises require the 
help of a physical therapist. But the 
Hand Gym is designed to make 
appropriate finger and hand 
exercises, both passive and resistive, 
possible without the help of another 
person. 
It is also contrived to keep the big 
knuckle joints in an extended position 
- the so-called "protective hand 
position." When a rheumatic hand is 
used functionally, keeping it in this 
position helps prevent further 
damaging stresses, deformities and 
pain. 
The Hand Gym is a 
three-dimensional triangular device of 
transparent plastic sheets with slots 
for the fingers. an adjustable "hand 
rest bar." exercise bars and elastic 
bands. The Gym permits a variety of 
finger and thumb resistive and 
non-resistive movements. Patients 
get detailed exercise instructions to 
achieve specific goals, such as 
improving agility. dexterity, flexibility, 
muscle strengthening, etc. 
For further information contact: 
Maddak Inc., Pequannock, New 
Jersey 07440 U.S.A. 


Serving Tray 
A new serving tray has been 
introduced for use with the Stretché 
patient transfer device. This whole 
grained hardwood tray is 
stain-resistant and features a 
retaining lip. In addition, the tray eas 
and rigidly attaches into the arm 
support holes on the Stretchair. 
The new product provides a 
convenient surface for reading, 
writing, eating. and playing games 
The tray also serves as a safety 
feature which helps support seriou: 
injured patients. 
Stretchalr is a new patient 
transfer system from Mobilizer whi 
converts into a wheelchair or 
stretcher. 
For additional mformation, Wril 
Mobilizer Medical Products, P. O. B 
147, Summit, New Jersey 07901. 
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Disposable Electrodes 
Dispoz-It Disposable Electrod
 
are pre-gelled with a specially 
formulated adhesive gel combinati( 
specifically designed for routine EKC 
in EKG Labs, doctors' offices, 
Emergency Rooms and Paramedic 
Units. Because there is no need to 
apply gel and no cleanup required 
afterwards, they are both labor anc 
cost saving. 
Dispoz-It Electrodes give 
superior recordings and consistent 
EKG tracings. For convenience an. 
ease of use, Dispoz-It Electrodes 
come packed with either 4 or 6 
electrodes per package. 
For further information, write: MI 
Systems, Inc., 782 Burr Oak Drive, 
Westmont, IL 60559. 



The choices of nursing professionals everywhere- 
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Î Le'-\aitre & Finnegan: 
$10.25. Order #5""17.6. 


Î ^'perheim & Ei....nhauer: 
$n.bO. Order # l.ar-x. 
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$18.30. Order #60'1'1-1. 
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Î Phillip" & Fee....": 
$14.60. Order #-220-5. 
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Î Creighton: 
$12.15. Order #r52-8 
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$10.80. Order #7621-9 


- 
6tIit:øl 
CIioIttgy 


I I 


.". 


--- 


n Wood & Rambo: 
î vol. 1: $8.10. Order #%03-1. 
Vol. 2: $8.10. Order #960-1-'1(. 
1 & 2 Combined: $ 12. 95. Order #%06-6 
Vol. J: $8.65. Order #9602-3. 


Î Dripp" Eckenhoif & Vandam: 
$1-1.60. Order #3193-2. 


Dorland, Dictiona",: 
î $2-1.30. Order #31-18-7. 
Dorland's Pocket Dicliona",: 
Inde.ed. $11 .45. Order # 3162- 2. 
Plain: $9.-0. Order #3163-0. 
----------------------------------------, 
(';0 order t,tles on 30
day approwal, enter order number and author CN 11 77 
I Please Pnnt I 
: I. u , I L, I L. I ,"CC_ I I 
I POSITION AND AFFllIA TION (IF APPLICABLE) HOME PHONE NUMBER I 
I 
 check enclosed-Saunders pays postage send C.O.D. I 
I Bill me- HOME ADDRESS I 
I have 8n open account with Saunders I 
I 
 My credil card or bank accounl reference is: ZONE 
I CITY PROVINCE I 
I I # I SIGNATURE I 
I Prices suI I 
1 Co l dthOr n e Av e nue , 
\... W.B. Saunders Company Canada Ltd. Toronto,OntarioM8Z5T9 ___'
h=':.-..1 


Î Sau"e & Pecherer: 
$11.85. Order #-939-0. 
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CNJ talks to ... 
Glenna Rowsell 


This September, Glenna Rowsell 
assumed the new position of director 
of Labor Relations Services at CNA 
House in Ottawa, bringing with her a 
wealth of experience in nursing 
service and education, and especially 
in the field of collective bargaining in 
nursing. 
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Glenna has been involved in 
collective bargaining in nursing since 
its infancy, and says "now that it is an 
established fact, we have a whole new 
set of problems that must be dealt 
with." 
An Important function of CNA's 
Labor Relations Services will lie in the 
collection and analysis of data on 
collective bargaining throughout 
Canada bringing together the 
available material across the country. 
In addition to building up these 
resources. Glenna will be involved in 
establishing communication lines, 
building a working relationship 
between CNA and provincial 
professional organizations and 
collective bargaining units, and 
establishing a much needed 
educational program about collective 
bargaining in nursing. 
Glenna sees the educational 
component of the services to be 
provided as very important. Programs 
are to be developed on regional, 
provincial and national levels, for 
union members, professional 
associations, and for those who 
represent the management side of the 
bargaining table. Another important 
and necessary task will be that of 
fostering communication in each 
province between professional 


associations and collective bargaining 
units, now that the two are distinctly 
separate units. 
Glenna comes to CNA House 
from Fredericton, where she was 
employment relations officer for New 
Brunswick's Provincial Collective 
Bargaining Council and consultant in 
social and economic welfare for the 
New Brunswick Association of 
Registered Nurses. But she is no 
stranger to Ottawa, having worked 
with CNA from 1961 to 1966 as 
director of CNA's school improvement 
program and from 1966 to 1969 as 
consultant in social and economic 
welfare. 
Glenna's post as director of Labor 
Relations Services is already proving 
a welcome one. After only a week in 
Ottawa, she remarked, "Since I 
moved into my office here, my phone 
just hasn't stopped ringing. It's just like 
home." 


Laura W. Barr, past executive 
director of the Registered Nurses 
Association of Ontario has been 
appointed assistant executive director 
of patient services at Sunnybrook 
Medical Centre, University of Toronto. 
The appointment was effective 
August 1, 1977. In her new position, 
she will have direct responsibility for 
professional services related to the 
hospital's patient care program. 
In addition to her fifteen years at 
the RNAO. Barr has served on various 
academic and health care 
committees, including the recent 
Ontario Council of Health task force on 
the 'Distribution of Beds in Hospitals 
and Nursing Homes in Metropolitan 
Toronto.' In April 1977, she was 
appointed by order-in-council to the 
Ontario Mental Health Foundation. 


Gayle Biette, a member of the RNAO 
Eastern Chapter, received the Lillian 
Campion Award from RNAO 
Foundation President, Laura W. Barr. 
Mrs. W. Foukes, a member of the 
Ca
ion family, also attended the 
ceremony. 
Biette is on leave of absence from 
her position with the Toronto 
Department of Public Health while 
completing a graduate program 
leading to al1,-M.Sc.N. degree. 
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A. Judith Prowse has recently been 
appointed chairman of the Health 
Sciences Department, Grant 
MacEwan Community College in 
Edmonton, Alberta. 
Having received a B.Sc.N. from 
the University of Alberta, Prowse 
taught pediatrics and behavioral 
sciences at the Medicine Hat General 
Hospital School of Nursing. This was 
followed by clinical supervision in 
pediatrics and then surgical nursing at 
the Royal Alexandra Hospital, 
where more recently, she was Director 
of Inservice Education. A past 
president of the kA.R.N., she has 
been actively involved in her 
professional association at provincial 
and national levels. She is currently 
completing her Master's in Health 
Services Administration at the 
University of Alberta. 
Prowse will succeed Sister T. 
Castonguay who has been with the 
College since its opening in 1971. 


Arlene Draffin Jones, Patient and 
Family Education Nurse at the 
Respiratory Centre, Health Sciences 
Centre, Winnipeg, Manitoba, has 
been named chairperson of the 
Canadian Tuberculosis and 
Respiratory Disease Association 
Nurses' Section. She succeeds Dr. 
Shirley Alcae of Fredericton. 
Jones, a graduate of the 
Salvation Army Grace Hospital School 
of Nursing in Winnipeg, received her 
B.Sc.N. from Lakehead University in 
Thunder Bay, Ontario. She has had 
experience as a staff nurse in a wide 
variety of cli nical settings and has also 
worked as a clinical instructor. 
Jones is past chairperson of the 
Respiratory Interest Group of the 
Manitoba Lung Association. 


Angela Kucinskas, R.N. of Toron"j 
Ontario and Gayle Macintyre, R. N. C 
New Westminster, B.C. have been 
awarded the Judy Hill Memorial 
Scholarship for 1977. Both nurses w 
use the $2,000 scholarship to stud} 
midwifery in Britian and will then retul I 
to serve in northern Canadian nursin 
stations. This marks the first time tha 
two scholarships have been awarde 
The memorial scholarship is 
awarded each year to commemora I 
Judy Hill, a nurse who died while 
serving in northern Canada. 


Joan Mills has been appointed 
Executive Secretaryofthe Registere. 
Nurses Association of Nova Scotia 
effective Sept. 15, 1977. She 
succeeds Frances Moss. 
Mills is a graduate of the Halif. 
Infirmary School of Nursing and 
obtained her B.Sc.N. at St. Francis 
Xavier University. She has worked 
both as a staff nurse and as an 
instructor. For the past ten years, sh 
has been a faculty member of the 
department of nursing of St. Franci 
Xavier University teaching "Nursinç 
the Adult." 


RNAO Fellowships have been 
awarded to two RNAO members: 
Marjorie Wallington (R.N., Oshaw 
General Hospital, B.Sc.N., Universi 
of Western Ontario; M.Sc.N., Bostc 
University) who plans to attend the 
Catholic University of America in 
Washington, D.C. to pursue study 
towards a degree in Doctor of Nursir 
Science in Mental Health/Psychiatr 
Nursing. She plans to return to 
Lakehead University in Thunder Ba 
Ontario where she is an assistant 
professor. 
Carol Woods (B.Sc.N., Lakehead 
University) is a lecturer in 
medical-surgical nursing at Lakeheé 
University. She is enrolled at the 
University of Toronto in the Master 
Science in Nursing Program where 
she will pursue her interest in medic 
surgical nursing. On completion ofh. 
degree, she plans to teach nursjng 
and to provide direct patient care as 
clinical nurse specialist. 



New Appointments 


Ruth Mellor has been appointed 
Regional Director for Ontario of the 
Victoria Order of Nurses for Canada. 
She takes over from Catherine 
Maddaford who retired June 30 after 
a distinguished careel with the VON. 


Sheila Ryan (B.Sc.N., M.H.S.A., 
University of Alberta) has resigned her 
position as Associate Vice-President 
(Nursing) at the University of Alberta 
Hospital in Edmonton to take up the 
position of Director of Nursing, 
Jniversity of British CoJu mbia Medical 
:;entre, Department of Psychiatry. 


In the past, Ryan has served on 
several AARN committees, on the 
board of the Victorian Order of Nurses 
and on the Manpower for Mental 
Health Education and Training Study 
Group for the Report on Alberta 
Mental Health, 1968. 
The Jewish Convalescent Hospital in 
Chomedey, Laval, Quebec has 
announced the appointment of 
Bonnie lee Smith (R.N., B.Sc.N.) as 
director of nursing. Prior to this 
appointment, Smith was employed at 
the Montreal General Hospital as a 
head nurse. She has also had 
extensive teaching experience both in 
Quebec and in Ontario. 
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Jean Murdoch (R.N., St. Martha's 
Hospital. Antigonish. N.S.; B.Sc., SI. 
Francis Xavier University) has been 
appointed director of the school of 
nursing at the Halifax Infirmary, 
Halifax. N.S. 
Murdoch has been director of 
nursing at Hôpital Des Sept lies, Sept 
lies, Quebec and director of nursing 
education at Jeffery Hale s Hospital in 
Quebec City. Currently, she is a 
member of the Corporation of Nurses 
of Quebec's Education Committee 
and is the first vice-president of the 
provincial committee of directors of 
nursing. 


George Bergeron has been 
appointed the new liaison officer for 
the New Brunswick Association of 
Registered Nurses. A former 
newspaper reporter. photographer 
and editor, Bergeron is a graduate of 
Carleton University in Ottawa He 
replaces Nancy Rideout who has 
been NBARN s liaison officer for 
nearly ten years. 


Marvin M. Burke, execullve direcior 
of the Nova ScotIa Commission on 
Drug Dependency is the new 
president of the Canadian Addictions 
Foundation (CAF) formerly the 
Canadian Foundation on Alcohol and 
Drug Dependencies. 
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Travase o 
(Sutilains Ointment, N.F.) I 
. INDICATIONS: For wound debridement, Travase 
Ointment is indicated as an adjunct to established 
methods 01 wound care lor biochemical debridement 01 
the loIlowing lesions: Second and third degree bums. 
Decubitus ulcers; Incisional, traumatIC, and pyogenic 
wounds; Ulcers secondary to peripheral vascular dis- 
ease. CONTRAINDICATIONS: Application 01 Travase 
Ointment is contraindicated in the following conditions: 
Wounds communicating with major body cavities; 
Wounds containing exposed major nerves or nervous 
tissue; Fungating neoplastic ulcers. WARNING: Do nor 
permit Travase Ointment to come into contact wllh the 
eyes. In treatment 01 burns or lesIOns about the head or 
neck. should the ointment inadvertenlly come into 
contact wllh the eyes, the eyes should be immediately 
rinsed with copious amounts 01 water. preferably Ii'enle. 
PRECAUTIONS: A ITIOIst environment IS essential to 




 
TraLtase Õ' 
f\
. 
h, fl.Jnttnenf 
. &
<\t, 
h 
optimal 
activity 01 the en. 
zyme. Enzyme actn/lty may be im- 
paired by certain agents (_ package insert). Al- 
though there have been no reports 01 systemIC allergic 
reactIOn to Trava. Ointment in humans. studies 01 
other enzymes have shown that there may be an 
antibody response in humans to absorbed enzyme 
malerial. ADVERSE REACTIONS. Consist 01 mild. 
transient pain. par ,_, ,. . ,bleeding, and transient 
dermatitis Pain' usually can be controlled by adminis- 
tration 0I1TIIId analgesics. Side effects severe enough to 
warrant discontinuation 01 therapy occasionally have 
occurred. "dermatitis or unusual bleeding occurs as a 
resu" of the appIK;ation 01 Travase Ointment, therapy 
should be discontinued. No systemIC toxicity has been 
observed as a result 01 the toplC8l appicalion of Travase 


OIntment DOSAGE AND ADMINISTRATION. 
StrICt IICIherence to the following Is required 
lor eIIec:tI". ,....Its of triatmint: 1. Thor- 
oughly cteanse and mgate wound area with 
sodium chloride or .ater soIubons. Wound must 
be . .. ,-,' 01 antiseptics or heavy.metal anbbactllrials 
which may denature enzyme or alter subslrate charac- 
terist1cs le.g., Hexachlorophene SlIver Nitrate, Benza1- 
konium ChIor.de, Nitrofurazone. etc.) 2. Thoroughly 
moisten wound area either through tubbing. showemg. 
or wet soaks (e.g.. sodium chloride or watør solutions). 
3. Apply Travase OIntment 111 a thin layer assuring 
intimate contact with necrotic tissue and complete 
wound coverage extending to "4 to '12 mch beyond the 
area to be . ,. .... " Apply loose III'eI dressings. 5. 
r:---:l Repeat enbre procedure 3to "times per day 0 
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Refining and reevaluating 
your teaching program? 


Rely on Mosby. 


A New ßool
! 
MATERNITY CARE: 
The Nurse and the Family 
Emphasizing the human dimensions of 
childbirth, this dynamic new basic text 
helps you prepare students to function 
as competent, sensitive maternity 
nurses in todoy's changing society. Dis- 
cussions integrare psychosocial factors 
with current clinical inform orion and 
show how to apply this to actual patient 
core Chapters examine such unique is- 
sues os the forher's role, nutrition, gene- 
tiCS, and home delivery. Throughout. 
the authors provide detailed plans for 
nursing intervention based on diagnos- 
tic. therapeutic and educational objec- 
tives. They stress the importance of set- 
ting care goals before planning core or 
attempting to assess results. All informc- 
tion is logically orronged to follow me 
chronologic order of conception preg- 
nancy, lobar and complications, birth, 
post delivery and parenthood. More 
rhon 650 superb drawings and photo- 
groph
 augment this significant addition 
to maternity literorure. 
ß y Margaret Duncan Jensen. R. N. , 
M.S.; Rolph C. ßenson. M.D.. and Irene 
M. ßobol
 R. N., M.S., with 2 con- 
trlburors. April. 1977. 764 pages plus 
FM I-XX. BW' 
 11". 6B4 illustrorions. 
Price. $1B.40. 




 
THE NURSE & THE FAMILY 
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MED ICAL/SURG ICAL 


ENDOCRINE PROBLEMS IN NURSING: A 
Physiologic Approoch. ßy Judirh Amerkan 
Krueger, r.. N. M. S. and Janis Compton r.ay. 
r.. N. M. S. This valuable rexr provides SIU- 
denrs with a sound phYSiOlogic baSIS for care 
of patients with endocrine disorders. The au- 
rhors describe both the function and dysfunc- 
lion of the plrulrary. adrenal, parathyroid 
thymus and pineal glands; and the pan- 
creas. gonads and gasrroinleslinal hor- 
mones. Other discussions explain appro- 
priore diagnosric procedures and phar- 
macologic Ireorments. Many helpful charts 
summarize porient problems and their impli- 
calionsfarnursingcare. 1976 175pp.. 41 
iIIus. Price 
6 60 
A New ßook! PEDIATRIC NEUROLOGIC NURS- 
ING. ßy ßorbara Long Conway r.. N. M. N. 
This imporTanl new book can help your SIU- 
denrs recognize sign
 of pediorric neurologic 
abnormalille5. The aUlhor firsr presents a 
clear, derailed account of physiology; then 
offers informative discussions on neurologic 
disorders and appropriore nursing core. Feb- 
ruary, 1977 J75 pp.. 102 illus. Price. 

1 5.25. 


No other publisher 
offers so many 
choices in every 
nursing specialty. 
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PHARMACOLOGY 


New 2nd Edition' INTRAVENOUS MEDICA- 
TIONS: A Handbook for Nurses and Other 
A16ed Hea
h Personnel. ßy ßeny l GaharT 
R N The new edillon of /hIS populor hand. 
book offer5 convenient access to current In- 
formation on I V medlcarlans: dosages 
/herapeulic actions 10dlCations. cantrOlndl- 
callons precaulions Incamparibihlies and 
anndores More /han 60 new dltJgs have 
been added and absalele drugs deleted. 
For rapid reference all dltJgs ore crass- 
referenced by barh generic and rrade 
names and Ihe dltJg Index IS pnnted on col- 
ored paper. May. 1977. 248 pp Pnce. 

7 90 
New 4/h Edition! THE ARITHMETIC OF DOS- 
AGES AND SOLUTIONS: A Programmed Pre- 
sentation. ßy laura K Hart R. N. ß. S. N . 
M Ed.. M A. Ph. D. Many insrrucrOI5 fìod /hIS 
programmed approoch on ideol way for 
sltJdenls to maSler or reView /he basIcs of 
drug calculation thiS 4/h edilian feolures 
new informalion on children s dosages iosu- 
lio and inlravenaus calculanons along WI/h 
many new problems uSing /he melriC sys- 
rem January 1977 82 pp. Price 
6 05 
A New ßook! CALCULATION OF DRUG DOS- 
AGES: A Wor1lboak. ßy Ru/h K Radcliff R. N 
M S. and Sheila J Ogden. R. N. ß. S. This new 
workbook helps sludents refresh /heir know- 
ledge of /he ma/hemallcal skills needed ro 
correctly calculate dltJg dosages AfTer a 
prelesl ro delermine speClfìc needs /he 
book discusses basIC areas of general 
ma/hemancs: fractions deCimals percen- 
loges. ralios and proportions. Helpful sltJdy 
OIds - flash cords. warksheels and qUizzes 
- enable sltJdenrs 10 rel/lforce /hell skills and 
evaluate progress. January. 1977 272 pp. 
202 flash cords. Pnce 
8 95 
New 4/h Edition! PROGRAMMED INSTRUC- 
TION IN ARITHMETIC. DOSAGES AND SOLU- 
TIONS. ßy Dolores F. Saxton R. N. ß. S. M A 
Ed.D. Norma H. Ercalona R N. ß.S. M 5 
and John F Wolter Sc ß M A Ph D Offer 
your sltJdenrs on effective supplement wi/h 
/his valuable proglammed rexI ' Irs logical 
step-by-slep formal can help Ihem over- 
come /he confusion that ofTen accompanies 
/he ori/hmelic needed to administer medi- 
callons The au/hors discuss /he merric and 
aporhecaries systems: problems Involved in 
moving from one system 10 /he o/her; and 
boslC conceprs afthe "old' and "new" ma/h 
This updated levised edllion incorparores 
practical problems nurSing sludents en- 
counter in aCTual patient core M.oy 1977 
74 pp 1 illus Pnce 
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DEHA VIORAl SCIENCE 


New 2nd Edlllon i DEHAVIOR MODIFICATION 
AND THE NURSING PROCESS. ßy Rosemanan 
ßernl R N M N and Wilbert E Fordyce 
Ph. D thIS new edilion presents practical up- 
la-dale gUldehnes 10 help nUl'5es apply be- 
havioral me/hads 10 many speCific patlenl 
managemenl problems Focusing on con- 
lingency management or operant candl/lon- 
.ng rhe book examines such tOPiCS os In- 
creoslng or decreasing behavlal'5 pinpoint- 
Ing targers reinforcers syslems Implementa- 
lion and evaluanan Exlenslvely revised and 
expanded thIS 2nd edJlian feorures many 
addlnanal ptactlce and demansrratlon prob- 
lems Nv:Jy 1977 176 pp 10 IIlus Pnce 

6 05 


CRITICAL CARE 


A New ßoak! ACUTE MYOCARDIAL INFARC- 
TION: Reaction and Recovery. ßy Rue l 
Cromwell Ph D Eorl C ßurrerfJeld Ph D 
Frances M ßrayfìeld M. A. John J Curry 
M D. wi/h 4 collaOOratol5 This unique new 
book examines how facrars of srress and per- 
sonality affecI a patient s recovery from 
acute myacordlallnforctian The fìrst seClion 
of Ihe book summanzes on or'9lnal lesearch 
srudy and the resulting dOLo Subsequent 
chaplers offer speClfìc clinICal applicanons 
based on the dara Valuable discuSSions 
explore me/hods for psycnalogical assess- 
ment of coronary patients. Indlcallons of sub- 
sequent Infarqlons; and guidelines for pa- 
nent management Nv:Jrch 1977 240 pp 
24 iIIus Pnce 
11 05 


ANATOMY 


9/h EditIOn TEXTDOOK OF ANATOMY AND 
PHYSIOLOGY. ßy Carhenne Porker An/hany 
R N. ß. A MS. wi/h /he callaborarlOn of 
Norma Jane Kolthoff R N ß 5 Ph D The 
9/h edition of /he masl widely adopled 
anatomy and physiology rextbook reralns 
/he speCiol feoltJres /har mode" sa success- 
ful oUlline surveys summanes. review ques- 
tions for every chapler dlograms tables 
suggested readings and a glossary In addl- 
non /hIS reVISion Indudes a wealth of new 
Informallon on such areas as alteled Slares of 
consciousness biofeedback training liver 
functions reproducllan and sltess and Ihe 
nervous system 1975 608 pp JJ6 fìgs 
(145 In color) including 2J9 by Ernest W 
ßeck and on Insert on human anaramy con- 
taining 15 full-color full-page plares WI/h 6 
in tlansparent Trans-VISion. ,by Ernest W 
ßeckl Price 
15 25 
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Resumes are based on studies placed 
by the authors in the CNA Library 
Repository Collection of Nursing 
Studies. 


IlesPI\le(è11 


. Consumer Rights 


Consumer Rights and Nursing. 
Edmonton, Alberta, 1977. Thesis 
(Master of Health Services 
AdminlstrallOn), University of 
Alberta by Janet L Storch. 


The purpose of this study was to 
provide a background study for the 
use of nurses, and other health 
professionals, in examining consumer 
rights in health care. 
Seven major societal changes, 
identified by Roland Warren, were 
employed as the basis for analyzing 
cnanges in society, in health care 
organization and in nursing. 
Reactions to these societal changes, 
including growth of human rights 
concerns, with particular reference to 
Canada: the emergence of a new 
consumerism; and the refinement of 
community development processes 
were examined. 
Consumer rights issues In health 
care were examined as part of the 
same reaction to change. this time 
related to the health care system. The 
right to information, the right to 
respect, the right to participate, and 
the right to equal access to health care 
were discussed as the central 
concerns in consumer rights. The role 
and function of the patient 
representative, a oew worker io health 
care, was compared and cootrasted to 
the role and function of the legislative 
ombudsman. 
A brief analysis of nursing, past 
and preseot, discloses both areas of 
strength aod areas of weakness 
affecting nursing's ability to be 
responsive to coosumer rights in 
health care. While nursing has 
evideoced considerable ioterest io 
consumer rights issues, it would seem 
that nursing has been almost 
immobilized in acting on these 
concerns by an ioability to grapple with 
the problems of nursiog itself. 
It was concluded that nursing 
must strive to overcome the problems 
within nursiog, reassume a vital role in 
consumer advocacy, and above all 
implement coosumer rights in health 
care and io nursing. Failure to act IS to 
jeopardize the consumer's realization 
of his rights io health care, and to 
jeopardize the future developmeot of 
nursing. 


. Nursing Practice 


The Practice Environment as 
Perceived by New Graduate 
Nurses. Nursing research 
conducted at the Sunnybrook 
Medical Centre, Toronto by 
Gloria Kay,(M.Sc.N.). 
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This is a descriptive-comparative 
study of 134 (2 groups of 67) 
newly graduated nurses, who began 
practice as general staff nurses in a 
university medical center in the 
summer-tall period oftwo consecutive 
years. II was hypothesized thalf actors 
promoting jOb satisfaction/ 
dissatisfaction would retain 
consistency in content and 
importaoce for neophyte nurses 
despite differeoces in staffing ratios 
and changed economic cooditions; 
and that interpersonal relationships at 
the patient care level would be a more 
importaot factor thao the literature 
indicated. Data supported these 
predictions. 
Collected by questioooaire 
completed on termioation of a 
60-worked-days probation period, 
fiodings are compared for both grou ps 
under (1) characteristics of the ourse 
as a person; (2) factors influencing job 
seeking and acceptance; and (3) new 
graduates' perceptions of: job 
eovirooment, patient care, 
impediments to practice, her 
competence, her needs and 
problems, and satisfying and 
dissatisfyiog aspects of practice. 
Recommendations focus on the 
needs for (1) realistic molding of 
student nurse expectations of practice 
as well as competence through 
changes in education; (2) 
assessment, clarification, and 


collaboration by service agencies 
concerning their patient care tasks 
and problems; and (3) the 
responsibility and opportunity 
afforded the organized profession to 
orchestrate the needs of patient, 
employer, and practitioner to meet the 
humanistic goals of all concerned. 


. Education 


Education in Health Care in an 
Intercultural Maternity Service. 
Edmonton, Alberta, 1977. Thesis 
(M.Ed. in Anthropology and 
Intercultural Education), 
University of Alberta by Emma 
Nemetz. 



 


Health care provided by the 
modern medical establishment 
includes education of clients, 
concommitant with the change 
-disease, trauma or condition - 
which dictates treatment. Expertise in 
providing such education is based 
. upon education of the health care 
worker in both medical and 
extra-medical domains of knowledge. 
definitive of a knowledge-oliented 
work community. 
This study is an exploration of 
several educational aspects of the 
health care of maternity patieots in a 
Caoadiao hospital which serves a 
populatloo of both native aod . 
non-native clients. Interviews with 
health care workers document a 
difference between natives and 
non-natives as perceived by those 
health care workers. The specific 
differences are categorized and data 
gathered through participant- 
observation in the hospital is 
compared to the health-care 
orker.s' 
perceptions, usiog several variables 10 
ante, peri and postnatal care aod 
education. 
It was found that differences 
exist, both io native and non-oative 
response to the treatment surrouodlog 
maternity health care, and in the 
workers' interactions with clieots, 
based on the workers' apparent 
defioitions of a native/non-native 
distioction. The findiogs reflect a need 
for a better definition of such 
differences, where they in fact exist, 
and for subsequent improvement in 
the educatioo of health-care workers. 


. Pediatrics 


Early Identification of 
Developmental Impairments in 
Infants Birth to Nine Months of 
Age. Vancouver, B.C. Thesis 
(M.Sc.N.) by M. Grace Doherty. 


Early recognition of real or 
)otential developmental 
mpalfments in infants is an important 
)ublic health role. This experimental 
3tudy was undertaken to determine 
the effectiveness of scheduled 
nursing assessments of growth, 
development, vision, hearing and 
nutrition from birth to nine months of 
age. A secondary purpose was to 
determine the predictive validity of 
currently used pregnancy and infant 
profiles for subsequent 
developmental impairment. 
The null hypotheses tested were: 
I. That the scheduled community 
health nursing assessments between 
birth and nine months of age will not 
detect any developmental 
impairments which have not already 
been detected by existing health 
services. 
II. That there is no significant 
difference in the number of 
developmental impairments detected 
at nine mooths of age, betweeo a 
group of infants screened by the 
proposed schedule of assessments 
and a group not so screened. 
III. That there is no significant 
differeoce in the oumber of children 
exhibiting developmental impairments 
by nine mooths of age, between a 
group of "at risk" and a groupof not "at 
risk" infaots, using the criteria from the 
Vancouver Health Department's 
Pregnancy Profile and Infant Profile At 
Risk Criteria. 
After a study of 100 infaots from 
one health unit area who were 
alternately assigned to an 
experimental and a control group, the 
findings supported scheduled 
community health oursiog 
assessments of iofaots from birth to 
oine mooths of age. The pregnancy 
and infant profiles were found to be 
sensitive but not specific tools for 
prediction of subsequent 
developmental impairmeot. The three 
null hypotheses were rejected. 
Implications for nursing practice I 
are discussed and recommendations 
for further research suggested. I 
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Love, sex and sex roles by Constantioa 
Safilios-Rothschild, Englewood Cliffs. N.J.. 
Prentice-Hall, 1977. 
Approximate price $8.95 
Reviewed by Sharon Turnbull, Assistant 
Professor. School of Nursing. University of 
British Columbia, Vancouver, B. C. 


'II 


Those who seek answers to the .'many 
profound and difficult dilemmas" of sexual 
relatiooships and love will not necessarily find them 
in this book, but many of the Issues raised by the 
authors are issues of significance to the health 
professional. Rapid changes in social and cultural 
values tax the ability of man to adapt or even to cope. 
The nurse can benefit considerably from the 
author's delineation of many of the binds we face in 
today's society. 
The major thesis of this book is that changes 
that would elimloate social inequalities and sex-role 
stereotyping should create a milieu conducive to 
supportive, game-free loving and and sexual 
expression. The author brings the sociologist's 
perspective to a cross cultural analysis of love. sex, 
and gender in order to identify and define the 
problems we face. The enormous task of defining 
and analyzing the vast realm of human experience in 
sex and loving must tax the limits of any singular 
discipline. and what is missing in this analysis is the 
richness of psychological theorizing, historical 
analysis and literary illumination. Recognizing these 
limitations, the reader may find this book a stimulus 
for thought, discussion and clarification of values. 
Therein lies its greatest value. 
The author must be commended for the serious 
consideration she gives tothe problems faced by the 
male of our species, a lamentable deficiency in most 
writings that promote social equality. Unfortunately. 
her analysis of problems as they affect different age 
groups is somewhat superficial. 
In the reviewer's opinion, two major deficiencies 
are apparent in this book. The author. while 
recognizing the difficulties inherent in developing an 
adequate definition of love, offers a rather weak 
operational definition. For example one of the 
elements she includes is "the willingness to please 
and accommodate the other even jf this entails 
compromises and sacrifices . She says in following 
that if this element is not present to . 'any degree and 
intensity" the relationship is apt to be exploitative, 
but it IS often argued that it is the eJcistence of just 
such an element that encourages exploitation. Her 
further categorization of types of love is helpful as it 
applies to the traditional male-female lovers context 
but does not address aspects such as parental love, 
homosexual love or the love of friends. Perhaps a 
broader perspective would have contributed more to 
an understanding of the topic. 
The major weakness, however, is the statement 
of the author's conclusions which are not always 
adequately supported by the data she presents, are 
contradictory, or which are not based on sound logic. 
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For example, the author states that women have 
"not particularly valued" the fneodships of other 
womeo "because of the prevailing notion that 
women are less valuable than men." No data are 
given tJ support this claim that women do not value 
these friendships, and no effort is made to 
substantiate a causal relationship. 
In her discusslOo on humanizing sex and love, 
the author offers a prediction that men will no longer 
"judge, appreciate and be attracted to women 
primarily in terms of their physical appearance and 
will instead desire women who are "competent and 
intelligent" or "financially and lor occupationally 
successful." Undoubtedly. we pay the high costs the 
author describes for over-valuing the fleeting and 
often unattainable goal of feminine beauty, but 
wouldn t another caste of unloveables (e.g. the 
unintelligent and incompetent) be created if such a 
shift in values were to occur? These sorts of 
premature generalizations suggest that some rather 
strong biases were at work. 
This book covers ground that is familiar to 
anyone who has read seriously in this area, but is 
thought provoking. It presents a challenge to 
consider the frontiers and the limits of some 
important human relationships and In so doing 
merits our attention. While it fails to offer any new or 
definitive answers to the profound and difficult 
dilemmas, it does accomplish something that may 
be much more important: it identifies the questions. 
For as a great wit once said. "Love may be the 
answer, but what IS the question?" 


To The Nurse 
Whose Professional 
Standards Are As 
High As Ours 


If your skills are current, you are inVIted to 
become part of MPP Nursing Services. The 
advantages to you will be many, including top 
pay plus continuing inservice education 
programs. We respect you both as a 
professional and as an individual; we'll make 
every effort to provide the satisfactions and 
rewards of your career the way you want 
them. 



ø 
NURSING SERVICES 


208 Bloor St. W. 
Suite 204 
Toronto, Ontario 
(416) 964-0328 


The Expanded Family: Childbearing by 
Carole L. Blair and Elizabeth M. Salerno, 261 
pages. Boston, Little, Brown and Co. 1976. 
Approximate price $8.95. 
Reviewed by Margaret Richardson, Nurse 
Clinician, The Moncton Hospital, Moncton, 
N.B. 


This book, written by two nurses, is divided into 
two parts. Section One presents an innovative 
approach to the fundamentals of nursing practice 
Although the title may mislead some who are not 
interested io obstetrics, this section would be 
beneficial and worthwhile io medical-surgical 
nursing, or in any other milieu. The approach used 
broadens the nurse's perspectives of the patient and 
summarizes experiences It also relates theory and 
knowledge to patient settings. 
The book is concise. easy to read and contains 
categorized assessments of situations encountered 
in nursmg. 
Section Two of the book, relates the "tables' 
presented to the childbearing process, but they 
could also be related to any individual life event or 
illness. 
This book should prove useful to both 
undergraduate and post-graduate nurses. 


Nursing care of the growing family; a 
maternal-newborn text by Adele Pillitteri 
Boston, Little, Brown and Co., 1976. 
Approximate price $15.00 
Reviewed by Marilyn Andrews, Maternal-Child 
Instructor, General Hospital. St. John's, 
Newfoundland 


"Nursing Care of the Growing Family. is a text 
designed to cover the nursmg care of the mother and 
family from the time of diagnosis of pregnancy to the 
child's first weeks. 
The book has seven chapters, beginning with 
prenatal care and progressing through labor and 
delivery, and dealing with the postpartum period and 
the newborn. The last two chapters discuss the high 
risk pregnancy and the high risk infant. 
I found that the chapters of this book are 
outlined clearly and concisely, and the pictues and 
diagrams are excellent. The reference lists at the 
end of the chapters are detailed and comprehenSive 
I feel that this text covers the theory and the 
psychosocial aspects of nursing quite well. I like the 
fact that It discusses the needs of the whole family 
(i.e. the father's and sibling s role), while considering 
the mother and child. This is a necessity today when 
our health care and our educational systems are 
family life centered. 
I feel that this book would be useful to a student 
as an adjunct to her prescribed texts. Nursing 
personnel in clinical areas should also find this book 
helpful for q.Jick reference. 



54 


Ilc)c)I
H 


The Pediatric Nurse Practitioner; Guidelines 
for Practice, 2ed. by Fernando DeCastro et 
al.... 211 pages. St. Louis. The C.V. Mosby 
Company. 
Approximate price $6.85. 
Reviewed by Julia A Shea, nurse practitioner 
and head nurse - Medical Specialties - 
Ambulatory Services. The Hospital for Sick 
Children. Toronto, Ontario. 
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The second edition of this book contains 
thirty-two chaptels and IS diVided Into four 
thematic sections: 1. introduction 2. health appraisal 
3. clinical problems 4. the child and the family in 
society. It is a comprehensive refelence text for all 
nurses practicing in expanded roles; its emphasis is 
on the actual practice of nursing in a pediatric 
setting. 
Chaptel two featules three guest authors. all 
nurses, who present the various aspects of the role 
of the nurse as a pediatric nurse practitioner from the 
American point of view. Chapter three features yet 
another guest author, whose concern is with the 
nurses' role in working with parents to promote the 
well-being of children. 
Section two on health appraisal has been 
re-organized and updated since the first edition 
appeared in 1972; it includes the same clear 
black-and-white drawings that appeared in the first 
volume, plus a fold-out Denver Developmental 
Screening Test for growth and development in 
chapter seven. 
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In Clinical Problems in section three, two new 
chapters have been added on neonatal and parasitic 
diseases. 
The concluding section entitled "The Child and 
the Family in Society" was called "Social Problems" 
in the book's first edition. Chapter twenty-eight deals 
bnefly with the psychodynamics in childhood and 
touches on the subjects of temper tantrums. 
masturbation, nail-biting. etc. In Chapter thirty-two 
- a final guest author offers an overview of the role 
of the nurse as a pediatric nurse practitioner in the 
chronic care setting. 
A well annotated bibliography appears at the 
conclusion of each chapter. and offers the reader a 
wealth of resource material for future reference. 
This book will prove invaluable to clinicians 
practicing in varied settings. nursing students 
looking to a career in pediatrics, and anyone 
interested in updallng their knowledge of normal 
pediatncs as it relates to nursing practice. 


Emotional Care of the Facially Burned and 
Disfigured, by Norman R. Bernstein. Boston. 
Little, Brown and Co.. 1976. 
Approximate price $12.50. 
Reviewed by Ann G. Staley. Head Nurse, Burn 
Unit. Vancouver General Hospital. Vancouver, 
British Columbia. - 


I do not believe anyone can experience the total 
impact of the social. psychological, economic, and 
physical devastation of a severe burn unless they 
are direclly involved. Let's hope through Norman 
Bernstein's compassionate book Emotional Care of 
the Facially Burned and Disfigured that all members 
of the burn team and medical profession will have 
more insight into the severe psychological trauma of 
burn victims. 


Two careers in one. 


Have you ever thought of combining two 
careers in one? As a Canadian Forces nurse 
you could, because you would also be an officer, 
eligible for regular promotion, enjoying a mini- 
mum of four weeks vacation your very first year. 
free transportation privileges to many parts of 
the world. early retirement including a generous 
lifetime pension and a number of other bene- 
fits. The Canadian Forces will give you every 
opportunity to continue your nurse's training, 
while using the skills you already have In one 
of the many military medical installations in 
Canada or overseas. You might qualify for flight 
nurse's training or even for a complete doctorate 
study course. 
II you're a graduate !female or malel 01 a 
school 01 nursing accredited by a provincial 
nursing association and a registered member 
of a provincial registered nurses' association. 
a Canadian citizen under 35 with two years' post- 
graduate experience in nursing, you owe it to 
yoursell to enjoy two careers in one 
Contact your nearest Canadian Forces 
Recruiting Centre or write to: 
Director 01 Recruiting and Selection 
National Defence Headquarters 
Ottawa, Ontario 
K1A OK2 çt., 
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ABOUT YOU 
THE CANADIAN 
ARMED FORCES 


Dr. Bernstein points out the social importance of 
beauty and body image. our repulsion from ugliness. 
and our fear of the facially scarred. He writes of 
"social death" of patients who cut themselves off 
from medical contacts and friends, withdrawing from 
the world to become shut-ins. I 
Today through greater education and exchange 
of ideas and thoughts. we can learn as professionals 
to understand and accept such traumatic injuries 
and try to meet the needs of the patient and his 
relatives. 
Case histones of both patients and relatives In 
Dr. Bernstein's book are excellent examples of 
"listening" to ways in which all levels of personnel 
can be more helpful and compassionate in their 
care. 
Nursing staff. who are the most involved in 
dl rect personal care, give the greatest percentage of 
time to burn patients in treatments. teaching. and 
emotional support. Therefore nursing personnel 
should understand the mechanisms of psychosocial 
responses in their patients as well as in themselves. 
A very important aspect of attitude in 
Inexpenenced nursing personnel can be manifested 
through nightmares. anxiety and feelings of 
incompetence. These are not uncommon in the first 
few months of working on a burn unit. Nursing staf1 
should be able to discuss these feelings and be 
made aware that they will probably have them until a 
more mature level of confidence is attained. Had I 
read Dr. Bernstein's book a few years ago I know I 
would have found it extremely valuable. 
Through reconstructive plastic surgery. 
planned social and physical rehabilitation, Jobst 
pressure garments, and a tremendous amount of 
caring and understanding. I hope our determination 
will eliminate some of the anguish and emotional 
scarring Inflicted upon our patients. 
My only criticism of Dr. Bernstein's book is I 
would like to have seen more follow-through 
photographs of the pictures shown. 
The book touches many pertinent areas: 
. the concept of appearance and society's 
reactions to the "normal" and the disfigured 
. ways of coping with major changes in body 
image and self representation 
. responses to disfigurement according to age. 
. psychiatric care of the burned patient 
. burn Gale personnel and their attitudes 
. the burn patient in the family 
. routes to rehabilitation. 
I would suggest this book should be read by alii 
members of the burn care team, especially burn 
clinicians, head nurses. and post-graduate nurses 
specializing In psychiatry or specialized trauma 
units 
May I also suggest we follow the author's 
guidelines for more effective and comprehensive 
care. 


Human Development by Grace J. Craig. 497 
pages Englewood Cliffs. New Jersey. 
Prentice-Hall, 1976. 
Approximate price $12.95. 
Reviewed by Jane Wilson. Richmond Hill. 
Ontario. 


Another general growth and development tex i 
- how could it differ significanlly from others? 
The author proposes to depart from the conventiona 
texts in two ways: firslly, the presentation of diversE 
concepts regalding the human lifespan; and 
secondly. the discussion of current issues relating t
1 
various stages of development. for example, genetl( 
counselling. early education. intelligence testing, 
youth culture, "middle life crisis." retirement. I car 
see the need for frequent revisions of the book a
 I 
current issues change. 
The first section is devoted to an overview of 
various theories of development and a review of the 
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biological, cognitive. social and emotional aspects of 
development. This section takes up about one 
quarter of the total text The remainder of the book 
follows the human lifespan, referring frequenlly to 
issues and pertinent research. My only 
disappointment with the content is the small 
proportion devoted to middle age and old age, a 
shortcoming I have noticed in other texts used for 
education of nurses. 
The format of the chapters is easy to follow; 
topic and subtopic headings are printed in the 
margin for quick reference. However, lines drawn 
across the page between topics are distracting. The 
photoglaphs, all black-and-white or 
brown-and-white. are often fuzzy or too dark. 
Diagrams and charts are clear and useful. The 
reView questions are disappointing in that they ask 
for verbatim repetition, only occasionally drawing 
from the reader's experiences. Each chapter ends 
with a short annotated list of suggested I't!adtngs. 
Annotation in the extensive bibliography as well 
would have been useful. 
The subject material is concentrated 
throughout; there IS much essential information per 
page. Supplementary readings would be necessary 
to give !l1terest and depth to the subject. I cannot see 
the use of this book for a short overview course in 
human development. However, it would be a 
well-organized reference for these programs, and 
an excellent basic text for in-depth studies. 
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Management of Hospitals by Rockwell 
Schultz and Alton C. Johnson. Scarborough, 
McGraw-Hili Ryerson, 1976. 
Approximate price $14.25. 
Reviewed by Janet Moore, Assistant 
Professor, Faculty of Nursing, University of 
Calgary, Calgary, Alberta. 


os 


"Management of Hospitals" by Schultz and 
Johnson of the University of Wisconsin, 
Madison, was designed for individuals involved in 
the administration of hospitals, including medical 
and nursing personnel, other professionals, stall 
specialists, and department heads. In organization 
the book uses a systems approach, focusing on the 
health spectrum, hospital programs and stall, 
transformation of inputs into outputs, and 
environmental influences and constraints. 
Part One considers the hospital as a s!Jbsystem 
of the health care system. It sees the hospital as the 
center of the health care system but suggests that 
although it may be the center for treatment oflhe sick 
and injured, most communities could playa larger 
role in improving health. 
Part Two describes the hospital as a system 
composed of medical staff, nursing, and other 
services, and the coordination of these services with 
governing boards, administrators, and functional 
specialists. These elements, together with patients 
and their problems are inputs into the system. The 
hospital must provide high-quality and ellicient 
service in order to transform the ill patient Into one on 
the road to recovery. This is the output. 
Part Three exammes the transformation of 
inputs to outputs through management of quality, 
management of costs, and management of conflict 
Part Four considers environmental influences 
and constraints. Collective bargaining is discussed 
as an important environmental influence effecting 
the internal operation of the hospital. External 
influences on the regulation of hospitals is 
considered. A look to the future suggests 
environmental changes that may have an influence 
on hospital management. 
This book could be suggested as a reference for 
nursing faculty, as well as those nurses involved in 
nursing administration. This is an organized 
resource book, collating current thinkiog and 
research in the administration of health care 
institutions. 
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Geriatric Nursing by Alison Storrs, 220 pages, 
London, Ballière, Tindall, 1976. 
Approximate price $1.60. 
Reviewed by Donna Hinde, Instructor, Division 
of Nursing, Mount Royal College, Calgary, 
Alberta. 


This book presents practical information which 
serves as a useful guide to geriatric nursing 
care. 
It begins with a general discussion of several 
modes of health care delivery for the elderly in Great 
Britain. These include the use of day hospitals, 
holiday beds (which allow families to have elderly 
members admitted to hospital for short penods), 
specialized treatment units such as geriatric 
orthopedic wards, and of course, general geriatric 
care nursing units. 
The book goes on to discuss care of the elderly 
in any setting, including assessment of common 
health problems and diseases. The author 
emphasizes preventive care for the elderly. Such 
concerns as prevention of skin breakdown are 
discussed as integral to good nursing care of the 
elderly. 
The problems of proper nutrition are covered in 
depth and include information concerning special 
needs of the elderly regarding diet. 
A chapter on the incontinent patient 
emphasizes the importance of patience and 
understanding on the part of all staff in dealing with 
this problem. Incontinence is categorized according 
to cause; various practical approaches are 
presented which can be used to deal with each 
situation. 
Of particular significance is the fact that the 
author stresses careful medication of the elderly 
several times throughout the book. The problems of 
overmedication are considered. The author 


emphasizes caleful administration of drugs and 
observation of effects of the drugs on the patient. 
The author points out that nurses must recognize 
that the aging body does not metabolize and excrete 
drugs very well and thus drug toxicity is a common 
problem in the elderly. 
One chapter is entilled "Mental Disease" and 
includes discussion of several diseases which 
cause behaVioral changes in the elderly (e.g. Stroke. 
Chronic Brain Syndrome). Perhaps one 
disadvantage of the book is that it attempts to label 
most emotional reactions (e.g. Anxiety State, 
Depression, Mania). an approach that does not give 
much regard to the fact that the elderly often suffer 
what appears to be mental or behavioral changes due 
to isolation, sensory deprivation and lonehness. The 
nursing role in dealing with such behaVioral 
problems could be more comprehensive, for it is in 
this area that the nurse often needs assistance to 
give helpful rehabilitative care to the elderly. 
The author emphasizes that geriatric nursing IS 
not for everyone. She points out that the rewards of 
geriatric nursing are much different than those of 
acute care nursing. In discussing the long-term 
geriatric patient, she discusses feelings nurses may 
have when caring for an elderly patient who seems 
to make little or no progress in the terms that we 
measure medical progress. i.e. "getting better:' 
However, the discussion Includes a positive 
approach to nursing the long-term patient which 
looks at him as a human being. 
In summary, the book is a helpful digest of 
information for nurses caring for elderly patients. II 
uses a direct, realistic approach to patient problems. 
It is easy to read and can be read in a short time in ItS 
entirety, or chapters can be Identified for quick 
reference about a particular problem. Its concise 
direct approach makes it a useful book for all levels 
of staff caring for geriatric patients. ... 
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Publications recently received in the Canadian 
Nurses Association Library are available on loan- 
with the exception of items marl<ed R - to CNA 
members, schools of nursing, and other institutions. 
Items marl<ed R include reference and archive 
material that does not go out on loan. Theses, al30 
R, are on Reserve and go out on Interlibrary loan 
only. 
Requests for loans, maximum 3 at a time, 
should be made on a standard Interlibrary loan form 
or by letter giving author, title and item number in this 
list. 
If you wish to purchase a book, contact your 
local bookstore or the publisher. 


Books and documents 
1. Acronyms, initialism, & abbreviations dictionary; 
a guide to alphabetic designations, contractions, 
acronyms, initialism, abbreviations, and similar 
condensed appella!lons, Edited by Ellen T. 
Crowley et al. 5th ed. Detroit, Mich., Gale 
Research, c1976. 3v. R 
2. Augustin, P. Neurologie, par... et L. Hebert. 
Pans, Masson, 1977. 203p. (Cahiers de 
l'infirmièle, 12). 
3. Blondis, Marion Nesbitt. Nonverbal 
communication with patients. back to the human 
touch, by... and Barbara E. Jackson. Toronto, 
Wiley, 1977. 110p. 
4. Brun, B. Hematologle. Pans, Masson, 1976. 
126p. (Cahiers de I'infirmière, 9). 
5. Canada Safety Council. Data sheets; 
occupational health and safety. Produced by the 
Occupational Section of the... Ottawa, c1977. 1v. 
(loose-leaf). 
6. Colonna, L. Psychiatne. Paris, Masson, 1977. 
143p. (Cahiers de I'infirmière, 17). 
7. Conference on the theme Nursing of the futl'.-e. 
Uppsala, Jan. 20-21, 1977. Stockholm, Swedish 
Nurses Association, 1977. Sponsors: Swedish 
Committee on International Health and Welfare, 
Swedish Nurses Association, University Hospital, 
Uppsala. Main guest was Miss Dorothy C. Hall, 
Chief Nursing Officer, Copenhagen, who 
presented the "Medium-term programme in 
nursing/midwifery in Europe". 91p. 
8. Consel! canadien d'agrément des hópitaux. 
Guide d'agrement des hòpitaux. Toronto, 1977. 
138p. R 
9. Cope, Zachary. Florence Nightingale and the 
doctors. Philadelphia, Lippincott, c1958. 163p. 
10. Cunningham, Robert M. The holistic health 
centres: a new direction in health care; an 
expenence report. Battle Creek, Mi., W.K. Kellogg 
Foundation, 1977. 55p. 
11. The current industrial relations scene in 
Canada 1977. W.D. Wood and Pradeep Kumar 
editors. Kingston, Industrial Relations Centre, 
Queen's University, 1977. 7 pts. in 1. 
12. Darragon, Thierry. Reanimation. Palis, 
Masson, 1977. 171p. (Cahiers de l'infirmière, 18) 
13. Dealing with death and dying. 2d. ed. 
Jenklfltown, Pa., Intermed Communications, 1976. 
189p. (Nursing 77 Skillbook Series). 
14. ElklflS, Valmai Howe. The rights of the 
pregnant parent. Ottawa, Waxwing Productions, 
1976. 289p. 
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15. L'enfance handicapée Toulouse-Privat, 
c1977. 416p. 
16. Epstein, Charlotte. Learnmg to care for the 
aged. Reston, Va., Reston Pub. Co., 1977. 219p. 
17. Fream, William C. Notes on obstetrics. 
Edinbulgh, Churchill Livingstone, 1977. 179p. 
18. George, Anne. Occupational health hazards to 
women-synoptic view. Ottawa, AdvIsory Council 
on the Status of Women, 1976. 128p. 
19. Gosciewski, F. William. Effective child rearing' 
the behaviorally aware parent. New York, Human 
Sciences, c1976. 158p. 
20. Hasquart, Gilberte. Aspects economiques de 
/'unite de soms hospitalière. Paris, Editions 
médicales et universitaires, 1976. 326p. 
(Collection economie et santé). 
21. Hubner, P.J.B. Guide de /'infirmiére pour la 
sUNeillance des moniteurs cardiaques en centres 
de soins intensifs. Paris, Maloine, 1977. 83p. 
22. Huckbody, Eileen. Nursing procedures for skin 
diseases. Edinburgh, Churchill livingstone, 1977. 
135p. 
23. lIIich, Ivan. Umits to medicine. Medical 
nemesis: the expropriation of health. london, 
Marion Boyars, 1976. 294p. 
24. Keane, Claire Brackman. Saunders review for 
practical nurses, by... with a contribution by Verna 
Jane Muhl. 3d ed. Philadelphia, Saunders, 1977. 
490p. 
25. Keywood, Olive. Nursing in the community. 
london, Baillière Tindall, c1977. 212p. 
26. lemperière, T. Abrege de psychiatrie de 
/'adulte. par... et A. Féhne. Paris, Masson, 1977. 
430p. 
27. Lerch, Constance. Le nursing en maternite. 2 
éd. Traduit de I'anglais par F. Polge d'Authevilie et 
R.H. Polge. St. louis, Mosby, 1977. 439p. 
28. Mager, Robert F. Comment definir des 
objectifs pedagogiques. G. Décote, trad. Paris. 
Bordas, 1975. "la premiere edition de ce livre est 
parue sous Ie titre: Vers une déflnition des 
objectifs dans I'enseignement." English Edition: 
"Preparing instlucllOnal objectives. 1962 by 
Fearon Publishers." 60p. 
29. Manuila, A. DictlOnnaire français de medecine 
et de blOlogie, par... L. Manuila, M. Nicole et H. 
lambert. Paris, Masson, 1970-1971. 4v. R 
30. The nurse's dilemma; ethical considerations in 
nursing practice. Geneva, International Council of 
Nurses; Rorence Nightingale International 
Foundation, c1977. 114p. (Project director: 
Barbara L. Tate). 
31. Nursing standards & nursing process, edited 
by Manon E. Nicholls, Vlfgiflla G. Wessells. 
Wakefield, Mass., Contemporary Publishing, 
c1977. 164p. 
32. payet, M. Les maladies d'importation, par... et 
J.p. Coulaud. Paris, Masson, 1976. 119p. 
33. Petit Larousse de la medecme sous la 
direction du Professeur Andre Domart et du 
Docteur Jacques Bourneuf. Paris, Librairie 
larousse, c1976. 842p. R 
34. Physical illness and handicap in childhood: an 
anthology of the psychoanalytic study of the child, 
edited by Ruth S. Eissler. et al. New Haven, 
Conn., Yale University Pr., 1977. 321p. 
35. Psychoanalytic assessment: the diagnostic 
profile. New Haven, Yale University, 1977. 372p. 
36. Quinet, Fehx. The role of the pay research 
bureau and the process of technological change. 
A paper by..., to the Collective Bargaining 
Counterparts Conference, Nurses' Staff 
Associations, Ottawa, October 19, 1976, Ottawa, 
1976. 1v. (various pagings). 
37. Registered Nurses' Association of British 
Columbia. Quality assurance program; syllabus. 
Approved by..., Vancouver, 1976. 98p. 
38. Roberts, Florence Bright. Perinatal nursing; 
care of the newborns and their families. New 
YOlk, McGraw-Hili, 1977. 282p. 
39. Rosser, James. M. An analysis of health care 
delivery, by... and Howard E. Mossberg. New 


York, Wiley, c1977. 176p. 
40. Sarano, Jacques. La relation avec Ie malade: 
Obstacles et perspectives de la relation entre 
soignants et soignes. Toulouse, Plivat, c1977. 
138p. 
41. Sexual beha vlour in Canada: patterns and 
problems. Edited by Benjamin Schlesinger. 
Toronto, Univ. of TOlonto Pr.. c1977. 326p. 
42. Stone, Leroy O. Canadian population trends 
and public policy through the 19aOs, by... and 
Claude Marceau. Montreal, McGill-Queen's 
University Press, 1977. 109p. 
43. Tremblay, Brigitte Van Coillie. Guide pratique 
de correspondance et de rédaction. Québec 
(Ville), Éditeur officiel du Québec, 1976. 201p. 
44. Verhonick, Phyllis J. ed. Nursing research II. 
Boston, Little, Brown, c1977. 266p. 
45. Wilson, Betty. To teach this ar!, the history of 
the schools of nursing of the University of Alberta 
1924-1974. Edmonton, Hallamshire Publishers, 
c1977. 191p. 
46. World Health Assembly, 30th, Geneva 16-20 
May 1977. Procedural decisions, list of resolutions 
and provisional records. Geneva, 1977. 1v. 
(unpaged). 
47. World Health Organization. The primary health 
worker; working guide, guidelines for training, 
guidelines for adaptation. Experimental edition. 
Geneva, 1977. 338p. 
48. Yearbook of international organizations, 1977. 
Brussels. 1 v. R 
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Pamphlets 
49. American Association of Occupational Health 
Nurses. A gUide to mterviewing and counseling 
for the occupational health nurse. New York, 
1977. 16p. 
50. The American Nurses' Association. 
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iANA/MCH-NAACOG joint certification for the 
recognition of professional achievement and 
excellence in the practice of 
'maternal-gynecological-neonatal nursing, by... 
and The Nurses Association of the American 
\College of Obstetricians and Gynecologists, 
Kansas City, Mo., 1975. 
51. Grace, Helen K. Doctoral education in nursing: 
an overview. Address presented at Rush 
I University. Chicago, University of Illinois, 1976. 
124p. 
1 52. Institute for Research on Public Policy 
Research program, 1976. Montréal, P.O. 
53. Manitoba Association of Registered Nurses. 
IContlnuing nursing education in Manitoba. 
,Position paper, Winnipeg. 1977. ap. 
'54. New Brunswick Association of Registered 
i"horses. Submission to the Sub-Committee of the 
ew Brunswick Health Services Advisory Council 
.In Mental Health Services. Fredericton, 1977. 
11Op. 
,55. The New Zealand Nurses' Association Inc. 
New directions in post-basic education. Policy 
statement on nursing in New Zealand. Wellington, 
N.Z., 1976. 39p. 
56. New Zealand Nursing Education and Research 
Foundation: Nursing Research Special Interest 
Section. Ethics of nursing research; approved by 
INew Zealand Nurses' Assoc. Wellington, 1977. 
'4p. 
57. Occupations in medicine and health; a 
Ibibliography of publications about careers in 
ICanada. Edited by James Huffman and Sybil 
IHuffman. Toronto, University of Toronto, Faculty of 
' I Education, Guidance Centre, 1977. 29p. (Career 
information Book 1). 
1 58 . Ontario Hospital Association. Guidelines for 
'iiscipline procedure; a constructive approach to 
'iisciplining employees. Toronto, 1977. 3p. 
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59. -, Report of the Ontario Hospital Association 
competency model project. Toronto, 1977. 6p. 
60. The Operating Room Nurses of Greater 
Toronto. Standards of practice of operating-room 
nursing. Toronto, 1976? 15p. 
61. Organisation mondiale de la Santé. Bureau 
régional de J'Europe. La planification de 
/'éducation dans ses rapports avec la solution des 
problèmes de santé; rapport d'un groupe de 
travail, Kuopio, 2-5 juin, 19 7 5. Copenhague, 1977. 
62. Ozimek, Dorothy. Students have 
responsibilities as well as rights, bv... and Helen 
Yura. New York, National League for Nursing, 1977. 
ap. (NLN Publication No. 15-1666). 
63. Registered Nurses Association of British 
Columbia. Guidelines for patient care in licensed 
health agencies. Joint statement of British 
Columbia Health Association, British Columbia 
Medical Association, College of Physicians and 
Surgeons of British Columbia, Nursing 
Administrators' Association of British Columbia 
and Registered Nurses Association of British 
Columbia, Vancouver, 1977. 7p. 
64. Registered Nurses Association of Ontario. 
Statement on the clinical nurse specialist. 
Toronto, 1976. 3p. 
65. University of Minnesota Health Sciences 
Center. Department of Nursing Services. Primary 
nursing: a handbook for implementation. 
Minneapolis, Mn.. 1972. 27p. 


Government documents 
Canada 
66. Advisory Council on the Status of Women. 
Health hazards at work. Ottawa, 1977. 16p. (The 
Person papers no. 7). 
67. Bureau de la coordonnatrice Situation de la 
femme. Ressources fédérales pour la femme, 
1977. Ottawa, Ministre des Approvisionnements et 


*
' (ftD; eP'" 
.
 

= 
"/,. 


, 

 
. 
. 


When a patient can't 
move around, gas can be 
a problem, and a painful 
one at that. So for pa- 
tients who are immobile 
following surgery or for , -- '7' 
post-cholecystectomy 0v0I 
patients, give them extra 
strength OVOL 80, the I 80 
chewable antiflatulent fo'Gas 
tablets that work fast to 
 
relieve trapped gas and 51"'- 9'" 
bloating. 


57 


Services, 1977. 1v. 
68. Bureau de Recherches sur les traitements 
Commission des relations de travail dans la 
fonclion publique. Avantages sociaux et 
conditions d'emploi au Canada; principaux points 
des études conduites de 1967 à 1976 sur la 
fréquence des caractéristiques et des coúts. 
Ottawa, 1977. 113p. 
69. Institute for Scientific and Technical 
Information. Report, 1974-1977. Ottawa, Nallonal 
Research Council of Canada, 1977. 42p. (NRC no. 
16014). 
70. Conseil économique du Canada. La 
population active et les politiques économiques - 
une analyse econométrique, par Tom Siedule 
Ottawa, 1976. 99p. 
71. Economic Council of Canada. The impact of 
economy-wide changes on the labour force: an 
econometric analysis, by Tom Siedule. et al., 
Ottawa, Economic Council of Canada, 1976. 94p. 
72. Health and Welfare Canada. Long Range 
Health Planning Branch and Non-Medical Use of 
Drugs Directorate. Smoking and health In Canada. 
Ottawa, 1977. 16Op. Health and Welfare Canada. 
Staff papers. Long Range Health Planning (77-3). 
73. Institut canadien de l'information sClentifIque et 
technique. Rapport 1974-1977. Ottawa. Conseil 
national de recherches Canada, 1977. 42p. (NRC 
no. 16014). 
74. Office of the Co-ordinator. Status of Women: 
Federal services for women, 1977, Ottawa, 
available from Minister of Supply and Services. 1v. 
75. Law Reform Commission. Report on evidence. 
Ottawa Minister of Supply and Services. 1977. 
76. Pay Research Bureau. Public Service Staff 
Relations Board Employee benefits and 
conditions of employment in Canada; highlights of 
studies on prevalence, characteristics and costs 
from 1967 to 1976. Ottawa, Supply and Services 
Canada, 1977. 111 p. 
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77. Sante et Bien-être social Canada. Direction 
générale de la planification à long terme (sante). 
Le tabae et la sante au Canada, par... et al. 
Ottawa, 1977. 175p. 
78 -. Dlrecteur genéral des programmes. 
Formation medicale en geriatrie; rapport d'un 
groupe de travail mis sur pied par la direction des 
normes sanitaires et des experts-conseils_ 
Ottawa, 1977. 45p. (Main-d'oeuvre sanitaire 
rapport no 1-77). 
79. Statistics Canada. Hospital morbidity, 1974. 
Ottawa, Statistics Canada. 1977. 1v. Catalogue 
no. 82-206. 
80. -. La morbidite hospitaliére, 1974. Ottawa, 
Statistique Canada. 1977. 1v. Catalogue no. 
82-206. 
81. -. Traitement annuel du personnel infirmier 
des hópitaux. 1974. Ottawa, 1977. 1v. 


82. Dominica, Laws, statutes, etc. Nurses 
registration. Laws of Dominica. 1961. CH. 152. 
Rev. Dominica, West Indies; London, England, 
1963. p. 1391-1397,791-806. 


Great Britain 
83. Dept. of Health and Social Security. Report on 
departmental research and development, 1975. 
London, H.N.S.O., 1976. 1v. 


Quebec 
84. Service de protection de I'environnement. 
Rapport, 1975-76. Québec (Ville). 1v. 


Scotland 
85. Home and Health Department. Nurse staffing 
(community) survey of book of tables. Edinburgh, 
HMSO, 1976. 67p. (Its. Nursing manpower 
planning report no. 4). 
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86. -. A profile of qualified nurses working in the 
Scottish community nursing service in 1973. 
Edinburgh, HMSO, 1976. 24p. (Its Nursing 
manpower planning report no. 7). 
Studies deposited in CNA 
Repository Collection 
87. Bonin, Marie A. Sister. Trends m integrated 
basic degree nursing programs in Canada 
1942-1972. Ottawa, 1976. 546p. Thesis - 
Ottawa, Author was CNF scholar. R 
88. Castonguay-Souillac, Jeannine. Etude d'un 
aspect de la communication entre l'infirmiére, Ie 
malade et sa famille. Montréal, c1974. 7Op. Thèse 
(M.N.) Montréal. R 
89. Doherty, M. Grace. Early identification of 
developmental impairments in mfants from birth to 
nine months of age. Vancouver, c1976. 89p. 
Thesis (M.Sc.N.) - British Columbia. R 
90. Du Mont, Gertrude. CholinergIc nursing care 
for high risk infants. Vancouver, 1975-76. 39p. R 
91. -. Les soins infirmiers cholinergiques pour 
les bebés en detresse. Vancouver, 1975-76. 41p. 
R 
92. Dupuis, Helen. A study to examme the rectal 
temperatures of normal newborns in the 
immediate neonatal period, by... Ellen Rosen and 
Nina Wichman, London, Victoria Hospital, 1977. 
14p. "A study conducted as members of the 
Nursing Research Committee. Victoria Hospital. 
London, Ont". R 
93. Fitch, Margaret Isabell. The communication 
process and patients' perceptions while receiving 
mechanical ventilatory assistance. Toronto. 
c1977. 116p. Thesis (M.Sc.N.) - Toronto. R 
94. Humanisation des soins aux salles d'urgence 
et aux cliniques externes. Montréal, Association 
des HOpitaux de la Province de Québec, 1974. 
101p. R 
95. Maccan, Ivy, Sister. Report of survey of unmet 
health needs of an age group sample 65 yeatS 
and older within the town and county of 
AntIgonish, Nova Scotia, Antigonish, N.S., Sisters 
of St. Martha, 1976. 77p. R 
96. Picard-Grondin, Monique. Etude des 
interventions therapeutiques de l'infirmiére face 
au couple agressif' perception du couple 
Montréal, 1974. 113p. These (M.N.)-Montreal. R 
97. Saskatchewan. Department of Continuing 
Education Research and Planning Branch. 
"Special" fifteen month follow-up study of the 
1975 graduates of the certified nursing assistant, 
diploma nursing, and psychiatric nursing 
programs of Kelsey and Wascana Institutes. 
Prepared by Barbara Hauser. Regina, 1977. 73p. 
R 
98. -. "Special" three-month follow-up study of 
the 1976 certified nursing assistant, diploma 
nursing and psychiatric nursing graduates of 
Kelsey and Wascana Institutes. Prepared by 
Barbara Hauser. Regina, 1977. 73p. R 
99. Saskatchewan. Department of Continuing 
Education. Research and Evaluation Branch. 
"Special" three month follow-up study of 1975 
Saskatchewan nutSing program graduates. 
Prepared by Glenn M. Belsey. Regina, 1977. 6Op. 
R 
100. Storch, Janet L. Consumer rights and 
nursing. Edmonton, 1977. 235p. Thesis (M.H.S.A.\ 
- Alberta. R 
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Audio-visual aids 
101. Canadian Nurses Association. General 
meeting. Ottawa. March 31, 1977. Record of 
annual meeting and program. 6 audio tapes. 5" 
reel. 33/4 ips. 2 tracks. 420 min. R 
102. Emory, Florence. Faculty status for university 
schools of nutSing education. Tape interview by 
Verna Huffman Splane and Helen Mussallem, 
1977. 1 audio cassette. 60 min. R 
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'3ritish Columbia 


..-ector 01 Nursing req.,l'ed lor 192-bed Intermediate (chroruc) care 
)clily In the balmy InterlO!" 01 B C The successful appicant WIll be 
.,. nslble lor all nursIng ServICes. We oller a mul1l-dlsclpinary ap- 
roach to resIdent care and program development In this Int"9'_Jlng 
vel 01 heallh care Appicants should have at leas1 5 years lormer 
pervlSory experience and some pos1-graåJate tralOlng. 
alary 521.000.00 Complete resume 01 experience. qualfications 
references to: Mr. H. Bohm. AdmlOlstralor Ponderosa Lodge. 
5 CoiJmb.. Street. Kamloops. Brrtlsh C<<Jmb... V2C-2T4. 


ead Nurse reqUIred lor a 41-bed UOlt In our Health Centre lor 
I jdren. Patients ages range Irom nevotJom to ear1y adolescence and 
nly have a nelJ'osurglcal or neurologocal diagnosis. Head Nurse 
SO assISts oIhers In planning care å pedoatnc neurology patients 
are (due to agel adm/lied to other uruts ApplIcants Should have 
mpetence on the field å pedoatnc neurology and nelJ'osurgery 
y 10: VancolNer General Hosprtal. Employee RelatIOns Depart- 
ent. 855 West 12th Avenue. VanCOlNer. 8ntlsh Columbia. 
IM9 


egi.tered N...s - The Bntish CoIumboa Pubic Servoce has vac- 
Jes In the Greeter Vancouver and Other Areas lor Nurses who 
currentfy registered or eig"'le lor reglstratoon In Bntlsh CoI.....boa. 
rtlOns are In mental health. mental retar<latoon. and psycho- 
rialnc InstItutIOns Salanes and Innge benefits aJe competitive - 
.18410 $1 399 lor Nurse ,. Cana<lanotlZensaJeglvenprelerence. 
rested applicants may contact the Pubic Servoce CommIssIOn. 
1 '!'yVlew Lodge. Essondale, Bntish CoI....boa VOM IJO Quote 
ompetition no. 77:449A. 


This 
Publication. 
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is Available in 
MICROFORM 


For Complete Information 
WRITE: 


University 
Microfilms 
International 


Dept. F A 
300 North Zeeb Road 
Ann Arbor MI 48106 
USA 


Dept. F.A 
18 Bedlord Row 
London. WCl R 4EJ 
England 


British Columbia 


Registered Nurses - LIcensed PractIcal Nurses req.,ored lor 37- 
bed commuOlIy hospital. UOIon agreements ,n ellect Mus1 qually 
lor B.C Registration ReSIdence accommodation available. Wrtte 
Dorector 01 NurSIng, Llllooet Oostrlct Hospotal. Box 249 Llilooet Brttish 
ColumbIa. VOK IVO. 


Experienced Nurses (elg"'le lor B.C regIStratIOn) requIred lor 
409-bed acute care. teachlOg hosprtallocated In Fraser Valley. 20 
mnutes by freeway from Vancouver. and witt-un easy access 01 
vanous recreatlOnallaoilties Excellent onentatlOn and contin..ng 
education programmes. Salary $118400 to $1399.00 per month 
CinocaJ areas ""c/ude Medic ne. Surgery, Obsfelrtcs. Pedlalncs. 
Coronary Care. HemodIalySIs. RehabolltallOn. Intensive Care. 
Emergency. Apply 10 Nursing Personnet. Royal Columboan Hosprtal. 
New Westminster Bntlsh Columboa. V3L 3W7 


General Duty Nurses lor modem 41-bed hospllaJ located on thu 
Alaska HIghway. Salary and personnel pollaes in accordance with 
RNABC. Accommodation avaIlable In resIdence Apply Doreétor ot 
Nursing, Fort Nelson General Hospital, P.O. Box 60. Fort Nelson, 
BrItiSh Columbia, VOC 1 RO. 


General Duty Nurses lor modern 35-bed hosprtallocaled In south- 
ern B.C. s Boundary Area Mirth excellent recreahon 'aal,tles Salary 
and personnel poIiaes In ;lccoraance with RNASC \..,omlOr1ablè 
Nurse s home Apply Dorector å Nursing. Boundary Hospital Grand 
Forks. Bntlsh ColumbIa VOH 1 HO 


Explore 
uclA in 
Southern 
California 


If you are an RN with 8 minimum 
of one year acute care experience. 
you'll find unusual opportunity in 
UCLA's advanced teaching and 
research environment. Our modern 
755 bed hospital is a part of the 
University Medical Center, an inter- 
national 
eferlal center housing 
virtually every specialty and unique 
facilities. For example. in critical 
care, we have 12 specialty ICU's. 
and our expanded Cancer Re- 
search Unit includes a bone marrow 
transplant team. In every depart- 
ment there are new concepts and 
procedures to be explored and 
experienced There's much more to 
be explored at UCLA. and in 
Southern California. 
For Information, or to arrange a 
local interview appointment, write: 
Shirley Cotten, R.N., Nurse Recrui- 
ter or call collect [213] 825.3547 or 
[213] 825-2936. 
10911 Weyburn Avenue 
Los Angeles. Calif. 90024 
Equal Opportunity 
Employer MfF 
uclA 


,
, 


British Columbia 


General Duty Grads requ
ed lor 130 bed accredited hospital PreVI- 
ous expenence deSIrable Stall reSIdence available Salary as per 
RNABC contract wIth northern allowance Included For further In/or- 
mation please contact the Dlreclor 01 NurSIng Klllmat General Hospl- 
tal. B99 Lahakas Boulevard. Kot,mat Bntish CoiJrrooa. V8C 1 E7 


Ontario 


RN or RNA 5 T or over and strong. wIthout dependents ron-smoker 
to care lor 160 pound handicapped. retired exeCutive WIth stroke uve 
In 1/2 Y' ,n Toronto and 1/2 yr. In Mia.... Wages $200 00 to $220.00 
weekly NET plus $80 00 weekly extra on most weeks In Miami Send 
resume to: M DC. 3532 Eg
nton Avenue Wesl. Toronto OntarIO. 
M6M 1V6 


United States 


RegIstered Nurses - A vanety 01 nurSIng operungs ,n .11 < 
Inctudlng ICU-CCU are available at the U..verSlIy I 
3OO-bed teaching hospotallocaled WIth Ihe UruverSlIy o' 
lege 01 Medlane on the ArIZona Health Saences C 
vanely 01 challeng'ng prolesS/CJnal as5lgnments EnJoy Ihe dry > ny 
climate and pleasant way 01 lile In the attractove Southwest Contact 
StaN Employment Center. UruverSlIy 01 ArIZona 1101 Babcock Tuc- 
son. ArIZona 85721. 602 8B4-366B An Equal OpportuOlty Alfirma- 
lNe Action Title IX Employer 


Reglslered Nurses lor Flom:Ja; Immed/ale haspta) operungs on 
MIamI. Fort Lauderdale. Palm Beach and Stuart Nurses needed lor 
Cntlcal Care Medical-Surgical. Pedlatncs. OrthopediCS and Operat- 
Ing Room. We WIll provide the necessary work VIsa No lee to app
c- 
ant. Wnte Medical Recruiters 01 America, Inc., BOO N W 62nd 51 
Ft Lauderdale Flooda 33309 U.S A . (305) 772-3680 


Nurses - RNs -Immedlale Openongs on Cahfornla - Florida - 
Texas - Mississippi-If you are expenenced or a recent Graduate 
Nurse we can oller you pOSItionS wllh excellent salanes 01 "" to $ 1300 
per month plus all benefits Not only are there no lees 10 you whal- 
soever lor plaang you. but we also prOVIde complete VISa and Licen- 
sure assistance at also no COSllo you. Wnle Immediately tor our 
applicatIOn even 
 there are other areas å the U S that you are 
Interested In We WIll call you upon receopt 01 your applcation In order 
to arrange for hospital Intervlews_ Windsor Nurse Placement Ser'vlce. 
PO. Box 1133. Great Neck. New York 11023. (516-487-2818) 
Our 20th Year 01 Wood Wide ServICe 


The best local Ion in the nalion - The wortd-renowned Cleveland 
CiOlc Hosprtal. a progreSSIve. 102O-bed acute care teachIng laailly 
committed to excellence In pahent care currently has staff nurse 
pOSnlDrlS available In several of our 6ICUs and 30 departmentalIzed 
med/surg and speoalty dlVlSlOOs StartIng salary range IS $12 454 to 
$14.300. plus prermum shlt and uno1 <llIerential. progressive benefit 
package and a comprehensIve 7 week onentatlon. For further In/or- 
mation contact: DIrector - Nurse Recruitment, The Cleveland Clnie 
Foundatoon. 9500 Eucid Avenue Cleveland. OhIO 44106; or ca. 
collect 216-444-5865 


Come fo Texas - Baptist Hosprtal 01 Southeas1 Texas IS a 4OO-bed 
growth oroented orga..zatlon Iookong lor a lew good R N:S. We leel 
that we can oller you the challenge and opporiJ..1y to develop and 
continue your profeSSIonal growth. We aJe located In Beaumont. a city 
01150 000 WIth a small town atmosphere but the conve..ence 01 the 
large city We re 30 ""rules !rom the Gull 01 MexIco and surrounded 
by beautiful trees and Inland lakes Baptist HospItal has a progress 
salary planpiJs a U)eral!rlngepackage. Wewi. provide your Immogra- 
tlon paperwork cost piJs 31r1are to relocate For addltionallntormation 
contact Personnel Adm..strabon Baptist Hospital 01 Southeast Te- 
xas,lnc.. P. 0 Drawer 1591. 8eaJrnont Texas 77704 An 8nirm. 
live aCllon employer. 


Registered Nurses for Tex8s. Louisilln. and ArI<aos8S: Hosprtal 
openings In Texas. pnmanly In the DaNas and Houston areas Other 
opporturulJes avadable In LouSlan8 and Arkansas Nurses needed In 
all speaaltles - Cntical Care. Medical SurgIcal. Operating Room. 
Emergency Room and Pedialncs We ....,11 provIde necessary woll< 
visa No lee 10 applcant. Wnte Medical Recrurters 01 Amencs. 3635 
Lemmon Avenue. SUite 304. Dallas. Texas 75219 (2141521-426' 
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Foothills Hospital, Calgary, 
Alberta 
Advanced Neurological- 
Neurosurgical Nursing 
for Graduate Nurses 


A five month clinical and academic 
program offered by The Department 01 
Nursing Service and The Division 01 
Neurosurgery (Department 01 Surgery) 
Beginning: March, September 


Limited to 8 participants 
Applications now being accepted 
For further information, please write 
to: 
Co-ordinator of In-service Education 
Foothills Hospital 
140329 St. N.W. Calgary, Alberta 
T2N 2T9 


UNITED STATES 
OPPORTUNITIES 
FOR REGISTERED NURSES 
AVAILABLE NOW 


IN CALIFORNIA 
FLORIDA 
MISSISSIPPI 


NEW ORLEANS 
TEXAS 
WISCONSIN 


WE PLACE AND HELP YOU WITH: 
STATE BOARD REGISTRATION 
YOUR WORK VISA 
TEMPORARY HOUSING - ETC. 
A CANADIAN COUNSELLING SERVICE 
Phone: (416) 449-5883 OR WRITE TO: 
RECRUITING REGISTERED NURSES INC. 
1200 lAWRENCE AVENUE EAST, SUITE 301, 
DON MillS, ONTARIO M3A 1C1 


NO FEE IS CHARGED 
TO APPLICANTS. 
OPEN 7 DAYS A WEEK. 


Assistant Director 
of Nursing 
Assistant Director of Nursing 
required for accredited 160-bed 
general hospital in northern 
Newfoundland. 
Active registration with ARNN, 
post-basic preparation, 
preferably baccalaureate in 
nursing. Desirable combination 
of training and experience. 
Salary: $16,115.00- 
$20,567.00 per annum. 
Apply to: 
Mr. Lloyd Handrigan 
Personnel Director 
Curtis Memorial Hospital 
International Grenfell Association 
51. Anthony, Newfoundland 
AOK 450 


The Canadian Nurse November 1977 


NURSE/MIDWIVES 
required immediately for accredited 
160-bed hospital in northern 
Newfoundland. 
Also nurses required for nursing 
stations in Labrador. 
Nursing duties include clinic, health 
care and education work in isolated 
settlements. Diploma in outpost 
nursing, community health, public 
health, nurse practitioner or 
experience in nursing in isolated 
communities required. Subsidized 
accommodation, fringe benefits, 
salary in accordance with collective 
agreement. 
Apply to: 
Lloyd Handrigan 
Personnel Director 
International Grenfell Association 
St. Anthony, Newfoundland AOK 4S0 


Fishermen's 
Memorial Hospital 


requires 


One (1) "Operating Room Technician" 


Operating Room Technician General 
Duty OR 


One (1) "Operating Room Nurse" 


Registered Nurse General Duty OR 


Post Graduate desirable, however, all 
applicants will be considered. 


Please address all inquiries to: 


Director of Nursing 
Fishermen's Memorial Hospital 
Lunenburg, Nova Scotia 


NURSE PRACTITIONER 
PROGRAM - NURSING 
DIRECTOR/CO-ORDINA TOR 


THE UNIVERSITY OF ALBERTA 


Applications are being accepted for the above 
position. The proglam is funded by the Federal 
Government and based at the University of Alberta. 
The major responsibility of the position is 
co-ordination of the program with opportunities for 
some classroom and clinical teaching. 
Requirements: 
R.N. 
A B.Se.N. 
Graduate 01 a Nurse Practitioner Program 
and/or Nursing Station experience 
Send curriculum vitae to: 
Nurse Practitioner Program 
3-103 Clinical Sciences Building 
The University of Alberta 
Edmonton, Alberta, T6G 2G3 


n1lS appointment WOOld commence In January. 1978 on 
confirmation 01 fundIng. Salary nagotlable. 


Advertising 
Rates 


For All 
Classified 
Advertising 


$15.00 for 6 lines or less 
$2.50 for each additional 
line 


Rates for display 
advertisements on request 


Closing date for copy and 
cancellation is 6 weeks prior 
to 1 st day of publication 
month. 


The Canadian Nurses 
Association does not review 
the personnel policies ofthe 
hospitals and agencies 
advertising in the Journal. 
For authentic information, 
prospective applicants 
should apply to the 
Registered Nurses' 
Association of the Province 
in which they are interested 
in working. 


Address correspondence 
to: 


The Canadian 
Nurse 
50 The Driveway 
Ottawa, Ontario 
K2P 1 E2 
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Nurses Join us and Cathy In a course toward leadershIp in progressive total patient care You will have the "FREEDOM TO BE" the nurse you 
want to be 
Located In !he lamed Texas Medical Center. we are the primary teachIng laclllty lor the UniversIty 01 Texas MedIcal School at Houston. You'll 
find this teaching and research atmosphere conducive to Informal conferences about patient Care goals or new developments The learning 
environment includes a wide range of Inservlce programs. and tor the new graduate. a comprehenSive &-month Intern program. Continuing 
education programs are available through our Career Development system and there are many major universities located In and around 
Houston 
JOIn us as we grow. We're expanding Irom 500 beds to 1,000 beds opening ca,eer Opportunllles al all levels and In all NursIng specialiles We 
have t9 OR Suites, Renal Transplant Unit, PsychIatric and Neuro Units, a ChIldren's Center, OrthO
ICS, Ophthalmology, PedIatric ICU, 
NeonatallCU, Burn Unit and more. 
Discover Houston .. a city wIth an unlimited luture. A CIty alive. We are now the 5th largest CIty in the U.S. and growing. DIscover non-stop 
nightlife. culture. sports Discover year round recreational activities on nearby beaches. inland lakes and rivers-all an easy drive away. 
Discover lower cost of living and no local or state income taxes that make it more than comfortable to pursue your profeSSion. 
You'll fInd the salary program is more than compel,live and we oHer a comprehenSIve benellts package which ineludes 3 weeks paid vacatIon, 
refresher training programs. relocation assistance. one month free rent. and tuition reimbursement If you are an experienced. professional 
nurse. we would like to discuss the opportunities now available for you in our Primary Nursing programs. For more information about 
Hermann Hospital. mail coupon to or call Ms. Beverly Preble. Nurse Recruiter, 1203 Ross Sterling Avenue, Houston, Texas 77030 (713/797- 
3000. 
An equal opportUnity employer mil. 
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HEALTH PROMOTER 
St. Anthony, Newfoundland 


Required Immediately Challenging poSition. Opportunty to 
Joon expandong public heallh team OOvelol)lng a 
comprehensive programme for residents an northarn 
Newfoundland and Labrador served by the GrenfeU 
ASSociation 
ResponsIbilities Include assessing communty health 
educational needs. developing and evaluallng individual 
group. and community health promotion resources and 
programmes. aCbng as resourcepersonln health education 
stimulating and assisting others who are In a direct teachng 
role 
Will be responsible 10 the medical health oilicer. 
Considerable travel by air to pOints served. Position 
demands Initiative self-reliance. resourcefulness. and the 
abilIty to dialogue with community members. groups and 
heallh prolesslonals. Salary based on qualifications and 
expenence. 
Applicant should have bachelor or masters degree In either 
health. social sCiences or education with applicable 
expenence In health Of related field (adult education Of 
communty development) 
Apply to: 
Mr. Lloyd C. Handrogan 
Personnel Director 
International Grenfell Association 
Curtis Memorial Hospital 
St Anthony, Nlld.. AOK 4S0 


COMMUNITY HEALTH 
NURSES TAKE NOTE! 
A JOB OFFER TOO GOOD 
TO REFUSE 
Assistant Supervisor of Nurses 
(Salary - $16.500 - $20,000) 
This pOSition offers a challenge to the nurse who enjoys 
creative program development. 


DUTIES 
. To assist w"lth the SUperviSIon of the 17 nurses 
serving Grande Prairie and surrounding dlstnct 
. In consultation wIth the nursing personnel. to plan 
and Implement a program of stall d.""jopment. 
. To take part In a management team 5 effort to build an 
effective preventative health program. 
QUALIFICATIONS 
B.Se.N. or diploma In community nursIng WIth several 
years expenence as a community health nurse_ 
Supervisory expenence an asset. Expenence in rural 
areas IS deSirable but nol required 
Forward resume to: 
AdmInistrator, Grande Prairie Health Unit 
9640 - 105 Avenue 
Grande PrairIe, Alberta TBV 385 
or call collect: (403) 532-4441. 


CO-ORDINATOR OF 
PUBLIC 
HEALTH NURSING 
SERVICES 


Sl. Anthony, Newfoundland 
Required immediately. A Challenging senior 
position. Responsible to the medical health officer 
co-ordinating all public health nursing activities in 
northern Newfoundland and Labrador served by the 
Grenfell Association. Position involves 
considerable travel by atrcraft. Duties involve the 
planning, administering and evaluating of public 
health nursing activities in co-ordination with other 
members of the health team. 
Qualifications: masters or bachelor degree In 
nursing with major emphasis on public health 
nursing and administration. Experience in various 
supervisory positions in public health nursing. 
Salary commensurate with experience and 
qualifications. Apply to: 
Mr. Lloyd Handrigan 
Personnel Director 
International Grenfell Association 
Curtis Memorial Hospital 
St. Anthony, Nfld., AOK 450 
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Co-Ordi nator 


Obstetrics, Gynaecology, Nursery, 
Delivery and Pediatrics 


Applications for the above position are 
now being accepted by this 300-bed 
accredited general hospital. 


Baccalaureate Degree in Nursing and 
experience in these areas preferred. 


We offer an active staff development 
programme, competitive salaries and 
fringe benefits based on educational 
background and experience. 


Apply sending resume to: 
Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
N5A 2Y6 


McMASTER UNIVERSITY 
EDUCATIONAL PROGRAM 
FOR NURSES IN 
PRIMARY CARE 


McMaster University School of Nursing in 
conjunction with the School of Medicine, 
offers a program for registered nurses 
employed in primary care settings who 
ale willing to assume a redefined role in 
the primary health care delivery team. 
Requirements Current Canadian 
Registration. Sponsorship from a medical 
co-practitioner. At least one year of wor1< 
experience, preferably in primary care. 
For further information write to: 
Mona Callin, Director 
Educational Program for Nurses 
in Primary Care 
Faculty of Health Sciences 
McMaster University 
Hamilton, Ontario LaS 4.19 


South Okanagan General Hospital 
Oliver, British Columbia 


Nurses 


Registered nurses required for a new 
75-bed extended care unit, located in 
the vacationing and fruit growing 
area of the South Okanagan. 


This unit is to open in March 1978. 


Applicants please apply to: 
Mrs. D. Bonnett 
Director of Nursing 
South Okanagan General Hospital 
Box 760 
Oliver, British Columbia 
VOH HO 


INTERNA TIONAL 
NURSING 
ASSIGNMENTS 


Nurses are needed to teach student 
nurses and 10 work in public health 
nursing projects in Ghana, Sierra Leone 
and the Sudan. 


Community health nursing 
responsibilities may include supervision 
of clinics and planning with health workers 
for the instruction of mothers in child 
development, hygiene. nutrition-local 
food demonstrations and communicable 
disease control. 


For more information about CUSO 
assignments please contact: 
CUSO Health - 11 
151 Slater Street 
Ottawa, Ontario 
K1P 5H5 


Applications for the 
position of 
Supervisor 
Operating Room and 
Recovery Room 
are now being accepted by this 
300 bed fully accredited hospital 
We offer an active staff 
development programme. 
Salaries and fringe benefits are 
competitive, based on 
educational background and 
experience. Temporary 
accommodation available. 
Apply sending complete 
resume to: 
The Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
NSA 2Y6 


Public Health Nurse 
Wanted 


Position: 
Community Human Resources and 
Health Centre in a young, dynamic mining 
community requires a Public Health 
Nurse to provide statutory and other 
health services in the communities of 
Granisle and Topley. 
Salary: 
Salary and benefits according to RNABC 
contract. 


Apply to: 
The Co-ordinator 
Granisle Commumty Human 
Resources and Health Centre 
Box 219 
GRAN ISLE, B.C. 
VOJ 1WO 
Telephone: 697-2251 collect 
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DALHOUSIE UNIVERSITY 
School of Nursing 


DIRECTOR OF NURSING 


Faculty positions will be available in this School of Nursing 
within the Faculty of Health Professions for 1978/79 in the 
following programmes: 


Applications are invited for this Senior 
Administrative position in a 330 bed acute 
care general hospital. 


Masters Degree 


Baccalaureate Four Year Basic Degree 


Baccalaureate Three Year Post R.N. Degree 


Previous experience and post-graduate 
training are required, and applicant must be 
eligible for registration in Saskatchewan. 


Interested applicants should submit a 
resume of educational and supervisory 
experience to: 


Applicants. preferably with doctoral or masters degree 
qualifications. are invited to apply for these appointments. 
Specialization in mental health. community health. adult or 
child health will be required. Previous experience in teaching 
and clinical nursing will be an advantage. 
One or two short term appointments to replace faculty on 
leave of absence may also be available. 


Level of appointment and salary will be commensurate with 
qualifications and experience 


Executive Director, 
St. Paul's Hospital (Grey Nuns') 
of Saskatoon, 
1702 - 20th Street, West, 
SASKATOON, Sask. S7M OZ9 


Apply to: 
Dr. Margaret Scott Wright 
Professor and Director 
School of Nursing 
Dalhousie University 
Halifax, Nova Scotia 83H 4H7 
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McGill UNIVERSITY 
SCHOOL OF NURSING 


ANNOUNCING A NEW PROGRAM FOR REGISTERED NURSES 


BACHELOR OF SCIENCE IN NURSING 


This program has been developed for graduates of 
nursing programs located in Community Colleges, 
Colleges of Applied Arts and Science, Colleges of 
General and Vocational Education or other similar 
post-secondary institutions. 


Preparation for leadership roles in nursing practice 
within the developing health care delivery system is 
provided. This includes primary care nursing in 
community-based facilities and programs as well as all 
phases of acute care within the network of McGill 
teaching hospitals. 


Length of Program: 3 years 
Language of Study: English 
Satisfactory Record of Employment as R.N. Required. 


Due to variation in college-based programs, 
applicants should inquire for detailed information 
on prerequisite courses and application forms 
from: 


Admissions Office 
McGill University - Administration Bldg. 
845 Sherbrooke West 
Montreal, Quebec, H3A 2T5 
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can go a long way 
'" to the Canadian North in fact! 


Canada's Indian and Eskimo peoples in the North 
need your help. Particularly if you are a Community 
Health Nurse (with public health preparation) who 
can carry more than the usual burden of responsi- 
bility. Hospital Nurses are needed too... there are 
never enough to go around. 
And challenge isn't all you'll get either- because 
there are educational opportunities such as in- 
service training and some financial support for 
educational studies. 
For further information on Nursing opportunities in 
Canada's Northern Health Service, please write to: 


........, 
I Medical Services Branch I 
Department of National Health and Welfare 
Ottawa, Ontario K1A OL3 
I Name. I 
I Address .. I 
I City Prov I 
I . . Health and Well2.e Sanlé el Bien-êlre social I 
Canada Canada 
,........, 
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Why walk 
when you can float? 
Shoes are for walking. Sweethearts are for floating. 
Sweethearts, the lightest. most comfortable shoe 
on earth. And off! 
Floating across this page is the Heart-Throb. The soft 
tie shoe with sleek snake-stitch trim. All our lightweights. 
above and below, are made of glove white leather with 
the exclusive, specially Heart-Throb .... Heart-Beat 
constructed Sweethearts ___ 
sole. The only sole to 
wear a little blue heart. 
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-a bunch of lightweights from <iJ)
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In the past five years, McMaster 
University Medical Centre in 
Hamilton, Ontario has developed a 
different approach to the head nurse 
role. People there have successfully 
combined the traditional roles of 
head nurse and supervisor to create 
a "middle manager," known as the 
Patient Care Coordinator. Next 
month, author Aileen McPhail 
describes the McMaster set up, the 
job of the middle manager , and how 
it all works. As well, four PCC's talk 
about their new role. 


Tinker, tailor, soldier, sailor ... what 
made you decide to become a 
nurse? Most of us, according to 
manpower experts, just sort of slide 
into a career - or out of it, as the 
case may be. Two professors at the 
University of New Brunswick. 
owever, decided last year to take a 
.ser look at why young people in 
t province were deciding to enter 
ing. The story about what they 
egins on page 30 of this 


Life and death is what nursing is all 
about so it's not surprising that the 
one question that sooner or later 
every nurse must face is her legal 
and ethical involvement with a 
patient who is terminally ill. Next 
month, author Gilbert Sharpe, legal 
counsel for the Ontario Ministry of 
Health, shares his ideas about 
euthanasia, living wills and the legal 
responsibility of health professionals 
in "Listening for the death-bells." 


Editor 
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in outstanding references. 
\H.RLon: Textbook of Pediatric Nursing, SALTÉ & PECHERER: Concepts and Skills in 
New 5th Edition Physical Assessment 


Marlow is a book nursing educators everywhere know and trust 
for the complete coverage of the nursing care needs of children 
from birth through adolescence. New illustrations, including color 
plates, and new topics such as Fetal Alcohol Syndrome, Genetic 
Counseling and the Nurse, Rape, Hypertension, and Reyes Syn- 
drome make this new 5th edition even more valuable to you. 
By Dorothy R. Marlow, RN, EdD, formerly Dean and Prof. of Pediatric 
Nursing. Villanova Univ. 927 pp. About 395 ill. $18.65. July 1977. 
Order #6099-1. 


DuGAS: Introduction to Patient Care, New 3rd 
Edition 
This brand new edition contains additional material on the health 
care system, major health problems, and the role of the nurse. 
Entirely new chapters on Nursing Practice, Communication Skills, 
and Sensory Disturbances, more than 70 new photographs, and its 
considerably expanded glossary make this revision an even better 
introduction to the fundamentals of nursing. 
By Beverly Witter DuGas, RN. MN, EdD. Health Science Educator. Pan 
American Health Organization. Barbados, 686 pp. 218 ill. $14.25. June 
1977. Order #3226-2. 


LUCk.\lA.\'.\ & SORE.\SE.\': Medical-Surgical 
Nursing 
This text contains 1.634 pages of vital, accurate information on 
effective patient care. It clearly and lucidly presents both the 
"thinking" and "doing" components of today's medical-surgical 
nursing practice. Points of particular interest are summarized 
and highlighted with arrows and boxes to facilitate review. Cover- 
age in three sections includes general concepts, theories of dis- 
ease and causation, and the patient's emotional response to 
illness; the body's response to psychologIc and physiologic imbal- 
ances; and the nursing and medical care of patients experiencing 
specific disturbances of the total body or of particular systems. 
By Joan Luckmann, RN. BS. MA; and Karen Creason Sorensen, RN. BS. 
MN. 1634 pp.. 422/11. $23.95. Sept. 1974. Order #5805-9. 


This book can save you valuable time in learning the basics of 
physical examinations. It's a modular syllabus for self-study (with 
instructor guidance). Each of its 23 units includes a pre-test, 
glossary, clinical component, a self-test, response sheets, and 
handy reference cards for use during actual examinations. This 
outstanding text is a perfect adjunct to a wide range of learning 
activities. An Instructor's Guide will be available. 
By Mary Jane Sauve, RN. BSN, MSN, Asst. Prof. of Nursing, Calif. State 
College. Sonoma. Rohnert Park; and Angela R. Pecherer, RN, BSN. MSN, 
Asst. Prof of Nursing Education. Intercollegiate Center for Nursing Educa- 
tion, Spokane, Wash. 427 pp. Soft cover. $12.05. Feb. 1977. 
Order #7939-0. 
ROBIXSO,v: Psychiatric Nursing as a Human 
Experience. New 2nd Edition 
A popular text, well known and respected for its humane concerns, 
Psychiatric Nursing as a Human Experience will be more interesting 
and informative in its new 2nd edition. It has been substantially 
expanded, and now offers totally new chapters on Human Sexual- 
ity, Psychosomatic Illness, Antisocial Personalities, Family 
Therapy, and Group Therapy. In addition, material on transactional 
analysis has been added throughout, and the excellent bibliog- 
raphies have been thoroughly revised. 
By Lisa Robinson. RN, PhD. Univ. of Maryland School of Nursing; and 
School of Medicine. Univ. of Maryland. 459 pp. $11.00. April 1977. 
Order #7621-9. 
GL 'YTO,v: Basic Human Physiology: Normal 
Function and :\Iechanisms of Disease, New 
2nd Edition 
Ideal for the study of nursing physiology, Guyton's Basic Human 
Physiology presents the same concepts and principles as in 
Guyton's Textbook of Medical Physiology, but it omits most of the 
references to research work, many of the special qualifying ex- 
planations, and some of the references to clinical problems. 
By Arthur C. Guyton, MD. Univ. of MissIssippi School of Medicine, Jackson 
931 pp.458ill. $17.60. Jan. 1977. Order#4383-.i. 
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The Canadian Nurse invites your 
letters. All correspondence is subject 
to editing and must be signed, 
although the author's name may be 
withheld on request. 
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Babel revisited looking at nursing, he must have an I am at a loss to understand Mr Saved by the babel? 
I want to comment on Mohamed idea of what nursing is, if he is Rajabally's observation that "if we are Mohamed H. Rajabally, author of 
Rajabally's article (Frankly Speaking. teaching it. And his mental image of in fact so antagonistic towards all Nursing Education: Another Tower of !
 
September 1977). nursing, however inexplicit and things medical, we shouldn't really be Babel?, has a very refreshing, realistic 
Mr. Rajabally seems to find it incomplete it may be is his heading for doctoral degrees in assessment of the current terminology 1[ 
dishonest to dress up the conceptualization of nursing. nursing." As for his remark about "the "fashion" in nursing education. 
problem-solving approach and "call It Mr. Rajabally finds it unfortunate first people to be called doctors," allow Nursing and medicine have ext 
the nursing process in an attempt to that Redman did not answer her own me to point out to Mr. Rajabally that historically shrouded the professions " 
make it unique to nUlsing." To my question. I beg to differ. In reply to the first doctoral degree was awarded in mystery, partially through J. 
knowledge no nurse educator wants "what difference does it makeT she at Bologna, at the end of the twelfth terminology. Now that the consumer is 
I[ 
to make it unique to nursing but rather writes ". . a conceptual framework or century, - in civil law! able to interpret medical terminology, 
to apply it to nursing. Mr. Rajabally theory alters how one sees reality; Mr. Rajabally reports that eleven does this mean we are losing our rea 
laments that "students lose valuable nursing needs to experiment with a nursing experts in Europe are mystique and "babel" is a way of "Ia 
time trying to learn something that number of such frameworks in order to studying "this magnificent thing called correcting this? Ca 
they ought to know:' Perhaps they gain an expanded and clearer the nursing process, available only in - Dorothy J. Irvin, R.N., Springfield, 
 
ought to know the problem-solving definition of itself as a discipline and a North America." Those same Illinois. rL 
approach but suppose they don't? field of practice." European experts said of the same Editor's note: See also page 6 u. 
And assuming that they do know it and Mr. Rajabally apparently thinks nursing process: "It is simply a way of 
use it intuitively, will they necessarily that a conceptual model is "a device planning nursing care," and "It is really U: 
apply it to their work with a client? that alters perceived reality" and takes only a more systematic way of looking Publications available 
I agree with him that nurse issue with Johnson, who, in my at what the best nursing care has Your readers might be interested t\I 
educators should be concerned with opinion, clarifies that point very nicely. always consisted of." Their choice of in learning of three publications of ai' 
accountability. I do not, however, see I would like to ask Mr. Rajabally how a words does not indicate to me any special interest to nurses and now 
accountability as incompatible with a conceptualization of a reality could exaggerated admiration of an available through the University of 
solid scientific basis for practice. possibly be that reality. American invention. Alberta bookstore. They are as 
Looking at a theoretical foundation is Mr. Rajabally states that "the Mr. Rajabally terminates his follows: 
not done "instead of better nursing adaptation models described by article with the pious wish that "we 1. Consumer Rights and Nursing, 
care" but rather to lead to improved Helson and Roy are assess before we implement." May I J. Storch (Edmonton, Alta. Master's 
practice. thought-provoking." Personally I do suggest that we begin by in Nursing Research Trust, University 
Mr. Rajabally sees a conceptual not know of any adaptation model by conceptualizing? of Alberta, 1977) 235 pages. Price 
framework in fashion today, as rock Helson. Helson, a physiological - Evelyn T. Adam, associate including postage $5.75. 
and roll was in vogue in the Fifties. It is psychologist developed a theory professor, Faculte de Nursing, 2. Preventive Mental Health: A Basic 
my contention that nursing programs (adaptation-level theory) from which Université de Montreal, Quebec. Component of Public Health 
have always been founded on some Roy. a nurse drew the assumptions Services. L. McCullagh (Edmonton, 
conceptual framework. Whether or not that underly her conceptual model for Editor's note: Evelyn T. Adam is the Alta. Master's in Nursing Research e, 
that term was used, and whether or nursing. And it is quite unnecessary author of "A Conceptual Model for Trust, University of Alberta, 1977) t. 
not the theoretical foundation was for Mr. Rajabally to pity the students Nursing," The Canadian Nurse, 132 pages. Price including postage 
solid or shaky, confused or clear, who "often in a state of frustration" September, 1975. $2.55. u 
programs in schools of nursing were must classify their patients' problems 3. Development and Use of frnlXI 
built on something. Mr. Rajabally as focal, contextual or residual. !tis the Indicators in Nursing Research. ele 
quotes Edith Lewis' description of the stimuli to which the patient responds Right as rain G. Zilm et aL (Edmonton, Alia. ofe 
confusion introduced by "all those little that are classified in those terms. Knowing my intense dislike for University of Alberta, Faculty of '\1 
arrows." In the same editorial Lewis In his concern for students, Mr. the pseudointellectual jargon Nursing, 1975). 220 pages. Price ar 
states that "not all models, of course, Rajabally also asks..n how can the appearing in the professional including postage $2.00. iiIJ 
.. ial;" she also acknowledges student concentrate on what she is literature today, a nurse recently The Consumer Rights text is an 1I1a 
s, "in providing meaning doing if she must constantly think of presented me with a reprint from The unusually thorough analysis of the 
Jd of "such the modelT My concern for that Canadian Nurse written by Mohamed trends, issues and problems. '0 
of nursing as student includes offering her an H. Rajabally titled "Nursing Education: McCullagh's Mental Health text is ma 
R Roy's to name explicit way of looking at nursing so Another Tower of Babel." valuable in three major respects: the !lrd 
fA adds that not that she knows on what to Mr. Rajabally is as right as rain in focus is upon primary prevention, the 
this article and his criticism of nursing context is public health, and practical Wrn 
concentrate. el 
sl Mr. Rajabally wonders at "... Our education is absolutely on target. The aspects regarding the provision of 

 
, her apparent desire to eradicate the nursing literature today abounds with mental health service delivery in the Jao 
influence the medical profession has bloated verbalization and jargon. community are discussed. The "en 
had upon us .m" No such desire IS Unfortunately such verbalized jargon Indicators text is in its fourth printing lie 
m a apparent to me. On the contrary, the conceals more than it tells, and often due to a heavy international demand. 
 
I, conceptual models for nursing that conceals the fact there is nothing to - Shirley M. Stinson, professor, 
ave been developed all indicate the tell. Faculty of Nursing and Division of 
I It. portance of knowledge in the It is comical and it is sad. Health Services Administration, 1 
am 
jl
 n '1ical sciences. - H.U. Waggener, M.D., Denver, University of Alberta, Edmonton, , 
lrr Colorado. Albena, T6G 2G3. 
a 



Sharing rewards and 
frustrations 
I would like to comment on a 
ecent article in The Canadian Nurse 
"How do you feel about working 
lights?" (September 1977). 
I must say that I feel it was an 
"xcellent article because it gave a 
Joice to a wide and varied 
I:ross-section of nurses who do work 
lights. It got to the point, and my 
eaction to it was very empathetic. 
....I feel that these types of "polls" 
I Jla y a very important role for 
:::anadian nurses. I think it would be a 
I
ood idea to carry on with such 
1uestionnaires in various areas of 
lursing - specialty areas, med-surg 
lursing, public health and so on. 
All of us feel the frustrations and 
: ewards of nursing. no matter where 
'Ie work ... it would be a good idea to 
air" these feelings ... it lets us know 
lOW other nurses across the country 
eel. and gives us an idea of where 
lursing is heading now. 
- Maureen Morrice, Winnipeg, 
'Aanitoba. 


An international role 
We read with great intelest the 
\ugust issue of The Canadian Nurse 
vhich carried articles on international 
Ilursing and in particular a report on 
he recent proceedings of the 
International Council of Nurses. 
This organization of nurses 
.trikes us as one of the most 
l1portant, in fact, necessary 
levelopments in the nUlsing 

rofession . This is particularly true in 
ght of the call and obvious need for 
"hange within health care systems 
i"lroughout the world - including 
Ganada. 
The World Health Organization, 
.s noted in your issue, is promoting 
I,rimary health care systems in the 
-hird World. The financial drain of our 
.wn modern health care systems and 
le exclusion of individuals and 
.Jmmunities in their own care has led 
) a call in some quarters in North 
\merica for an expansion of the role of 
urses and other health care workers 
Id to the promotion of "self-care". 
In all of these rieeded changes, 
e role of the professional nurse is 
aramount, both in his/her role in 
_ ringing about the changes and in 
,articipating fully in a new role. 


Irma Sandoval Bonilla points out on 
page 47 the implications for nurses of 
this expanded role: 
- "training in primary care of 
community members and nursing 
auxiliaries, 
- coordination and integration in 
manpower resources for the health 
sector, 
- new concepts of nursing 
legislation. ., 
We share responsibility with our 
nursing colleagues around the world 
for the evolution of better and more 
appropriate health care systems. 
We would welcome more such 
articles and feel that by discussing and 
presenting international health 
concerns and issues Canadian 
nurses will become aware of their 
broader responsibility and role. 
- Janet MacLachlan, Margaret 
Graham, CUSO Health Programme, 
Ottawa. 


Did you know n. 


A highly succesful workshop in 
cardio-pulmonary resuscitation was 
held in Sioux Lookout, Ontario on 
Oct 4-5, 1977. Sponsored by the 
Ontario Ministry of Health 
Ambulance Services Branch, the 
program was initiated by the Sioux 
Lookout Chapter of the Registered 
Nurses Association of Ontario and is 
the first of its kind in northwestern 
Ontario. 


Canada may have a second 
research center devoted to the study 
of ethics for all professions, including 
law, medicine, science and business, 
by July of next year. The 
announcement that plans for such a 
center were under active 
consideration was made during a 
Colloquium on Bioethics held at the 
University of Western Ontario in 
London in October and came in the 
form of a joint statement issued by 
UWO president, Dr. George Connell, 
and W. Lockwood Miller, president of 
Westminster College. 


Canada's first center for enthical 
studies, the Center for Bioethics, 
Clinical Research Institute in 
Montreal, was founded in 1976. 


anew.. 
· "rid 61'." :. 
: c. nifoi1 
· = Fð
 'STOMYPATIEN.TS 


. 


. . 
. 


. 


. 


. 


. 


. 


. 


. 


.,
 
" t; "":o_ 
r 

 


. 


I, 
... &. . ' J t , , 
-. 
 


 
';\ 

... : ". "/'t f 
.c:.\ 
;#...
 
II . .. 


. 


'. , 
I' 
-., 

 


, 


. 


At 


. 


. 


) 


t, 


. 


., 


\ , 


, 


. 


* 


. 


. . 


microporous adhesive 
appliance from Hollister 


Now, from Hollister, there's a one-piece drainable stoma 
pouch with microporous adhesive - the same tissue-soft, 
non-occlusive adhesive you use for wound dressings. 
Lets skin "breathe" beneath the adhesive. Provides a 
touch of tenderness never before available in an ostomy 
appliance. 
. NON-OCCLUSIVE . MOVES WITH THE SKIN 
The Karaya Seal Stoma Pouch with Microporous Adhe- 
sive eliminates one of the major causes of skin irritation- 
the occlusive or "sealing" effect of conventional plastic- 
backed adhesives. At the same time, it minimizes the 
skin-shearing trauma when the 
wearer bends or flexes the abdo- 
men. Less skin problems means 
better use of nursing resources. 
The Karaya Seal Drainable Stoma 
Pouch with Microporous Adhes- 
ive: A touch of tenderness for 
your next ostomy patient. 
FOR MORE INFORMATION. WRITE 


; 
HolliSTER 


HOLLISTER INCORPORATED. 211 
D'<;TI'IIBUTEJ IN CANADA BY 
H ---"'! LIMITE J . .<2 CON
v 
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FR4NKLY SPFiIKING 


From a letter to Mohamed Rajabally .. "every day we at CNJ receive another response to your "Tower of Babel" article. 
So many articles appear in print with never a whisper of a reply to their content. Now, nurses, and especially nurse 
educators, are talking to other nurses aCross the country. It seems you have touched a nerve " 


Dear Mr. Rajabally 


Theory in Practice 


Gail A. Prowse 


My comments are a response to the 
September article "Nursing 
Education: Another Tower of Babel" 
by Mohamed H. Rajabally. I felt 
obligated to provide a pelspective on 
nursing education that differs 
considerably from that of Mr. 
Rajabally. 
To begin, I would like to 
comment on Mr. Rajabally's initial 
suggestion that the nursing process 
is a deceptive attempt to make 
problem solving umque to nursing; 
that, furthermore, it is a waste of time 
teaching students something that 
any rational creature already knows. 
Rational creatures may solve 
problems daily. But if they are not 
nurses, they are not solving nursing 
problems. Hopefully, it is the 
application of rational 
decision-making to the nursing 
situation that nursing students are 
learning. The fact that we have been 
busy "consuming time and money" 
to integrate the nursing process into 
our curricula and texts (not to omit 
nursing practice as does Mr. 
Rajabally) only attests to our 
historical reluctance to clearly state 
what problems and decisions nurses 
do make. 
Mr. Rajabally continues that 
nurse educators ought to be 
accountable to consumers who "cry 
out for better nursing care, not more 
elaborate theories." I agree that In 
any service enterprise, accountability 
10 the consumer is important. II is my 
'JWTl r . 'table experience that 
do ot demand better care; 
)wever t 3Y do, then they shall 
· Irally' wan. support only the 
f th -'Qfll tr make for 
etter car. e support 
ha"lpa.. w teach 
nur t-t 
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Mr. Rajabally also questions the 
use of conceptual frameworks, 
pictorial or graphic ways of 
illustrating the design of an 
educational program. Apparently, he 
discards what he states is a common 
defence for the use of a conceptual 
framework - that it provides a series 
of reference points - and he never 
makes it clear why having a 
framework is so objectionable. 
He refers instead to Lewis's 
editorial, an editorial stating that 
conceptual frameworks "sometimes 
do more to confuse than enlighten." 
Obviously, such frameworks ale not 
useful, but this is no reason to 
abandon conceptual frameworks 
altogether. It merely calls for 
developing or finding frameworks 
that do the job better. 
Next, he wonders why we use 
models to help nursing students 
understand their role. It is a big 
transition for general practitioners of 
nursing to grow from nurses who 
perform (and thus see themselves) 
as doers of tasks to patients for 
doctors, to nurses who practice 
according to an internalized 
understanding of who they are. The 
latter recognize that they are the 
health team members whose chief 
business is to knowledgeably 
anticipate, recognize and respond to 
the general effects of the diagnosis, 
the treatment and the experience on 
the patient's optimal (normal) 
functioning. 
Any kind of model (traditional 01 
new) is understood when we 
understand the concepts that 
underlie it. Newer models of what a 
nurse is require the student to 
understand such concepts as 
nursing process, adaptation, the 
subjective nature of health and 
illness. physical and psychosocial 
development and general 
pathological processes, to name only 
a few. 
The fact that investigators like 
Margretta Styles discover that we are 
using many variations of a few major 
patterns or concepts is not evidence 
lat we should not use concepts at 
I, as Mr. Rajabally seems to claim. 
II lerely indicates that with more 
parison of models we will evolve 
a re common language with which 
scribe the nursing perspective 


on patient care and the nurses' place 
in the health team. 
Mr. Rajabally misses that point 
in his notion that models or theories 
are invented for their own sake or to 
distract students from what they are 
doing. Models evolve from and are 
tools used to explain or describe the 
real world of nursing experience. 
Hopefully, his closing remark 
about our desire to eradicate the 
influence of the medical profession is 
a generalization which has offended 
most of my nursing colleagues. 
Antagonism towards any team 
member based on their professional 
category is indeed irrational 
behavior. Should Mr. Rajabally meet 
with such attitudes in nurses, I would 
hope he would see his responsibility 
in helping them examine the basis 
for their anarchistic desires. 


Gail A. Prowse (R.N., Nightingale 
School of Nursing, Toronto, Ontario; 
B.N., Dalhousie University, Halifax, 
N.S.) has had six years teaching 
experience in Ontario diploma 
programs. She is presently an M.Ed. 
student at Queen's University, 
Kingston, Ontario. 


The unreal world of 
nursing theory 


José de Cangas 


I have read with great interest and 
glee Mr. Mohamed H. Rajabaliy's 
article, "Nursing Education: Another 
Tower of Babel?", which appeared in 
the September issue of The 
Canadian Nurse. 
As someone who has for a 
long and unfruitful time, pointed out 
the danger of pursuing a "model," 
which is preceded by the word 
"nursing," for the purpose of jumping 
onto the bandwagon for professional 
status, I find MI. Rajabally's 
comments realistic in this most 
unreal world of nursing theory. 
I also wonder if this futile search 
for a "scientific model of nursing 
practice" through borrowing and 
relabeling concepts long ago 
discarded by other disciplines, is not 
akin to the search for 
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professionalism that the 
chiropractols, and before them, the 
neuropaths indulged in some years 
ago. It is clear to me that our 
colleagues have read the 
sociological theory concerning 
professionalism, and without much 
thought, are desperately trying to 
apply it, regardless of the situation, 
to nursing. What is proba:Jly more 
dangerous are the statements of 
nursing practitioners regarding 
clinical expertise 
As a member of the "old" 
school, I still believe that Mr. 
Rajabally put his money where his 
mouth is, - our profession is at the 
side of the patient (at least largely), 
and not by discrediting nursing 
practice and appealing for the 
application of obscure and 
non-testable models. 
Of course, if one builds a theory 
around false premises without 
testable hypotheses and lacking the 
power of inferential analysis, he or she 
may be accused of charlatanism. But 
this seems to be of no concern to some 
in our discipline. 
I agree with Mr. Rajabally's 
comments about the medical 
profession. After all, it seems that 
Nursing and Medicine have the same 
relationship as the partners of a 
neurotic marriage, where one partner 
complains of being mistreated, 
beaten, abused, and the other 
partner complains that he beats 
because his partner demands it. 
Neither partner can bear to separate 
from this neurotic pattern. 
In any case, regardless of what 
our "nursing leaders" are trying to 
pull in front of a naive and easily 
impressed discipline, it will be clinical 
proficiency that pulls us through 
when all the blocks and arrows of the 
"modelist" become unglued and hit 
them in their coccyx. 
I enjoyed the article, and it is 
refreshing to find that someone still 
looks ahead without fear and 
pretensions. 
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José de Cangas (R.N., R.P.N., 
B.N.) is presently Director of Nursing 
Education, Brandon Mental Health 
Centre, Department of Health and 
Social Development, Brandon, 
Manitoba. 
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In defense of 
the nursing process 


Isabelle Sebum 


Nursing has been evolving through 
many centuries. It has manifested 
itself in the mothering activities of 
women, as the handmaiden of the 
physician, as healer on the battlefields 
ofthe world's wars, and more recently, 
as the instrument of complex 
I institutions. Nursing has been 
involved in a struggle against 
servitude, military domination and 
ex
 'oitation by employing institutions. 
As Ashley states "Our very history can 
be described as a power struggle: the 
struggle to obtain a proper education, 
." to throw off the burden of 
oppression ... for the freedom to 
practice without ... extraneous 
I restraints and restrictions.'" 
With freedom however comes 
responsibility ." and responsibility for 
I nursing lies in gearing most of its 
energies toward improving nursing 
I practice ... a responsibility that will 
only be realized when nursing defines, 
delineates and articulates its purpose 
and function scientifically. Any 
science demands a scientific 
approach, and nursing has just begun 
to make such demands of itself. Not as 
a fleeting fancy or "in" trend but rather 
as part of its natural evolution into a 
,science and a profession. 
What name shall be given to 
nursing's scientific method? 
. the nursing process? 
. problem-oriented nursing? 
. nursing diagnosis? 
It doesn't matter. 
How many steps shall there be in 
Ithe process? 
. four? ... identification of the 
problem, data gathering, planning and 
evaluation? 
. three broader categories or 
steps? '" assessment, intervention 
'and evaluation? 
'Again, it doesn't matter. 
What matters is that the nurse 
,approach nursing as "a critical thinker 
'who begins each problem solving task 
with "why" and not "how" ... as one 
who does not observe passively but 
rather explores. Such a nurse is more 
than a fact gatherer but is a seeker of 
the optimum care for his or her patient 
at this time in view of his or her 
'<nowledge of the patient yesterday 
nd today, and in view of his or her 
nticipations of the patient's 
esponses tomorrow:" 
Of course the elements of the 
.ursing process are not revolutionary 
r even totally new, but putting all of 
he elements together in a logical way 
new. The complexity of care today 


makes it essential to determine where 
nursing intervention is needed, why it 
is needed, and how it should be 
accomplished. Nurses have always 
had to determine what nursing actions 
they would perform, but their 
decisions have rested to a great extent 
on intuition, experience, habit, 
knowledge and sometimes, on 
ignorance. Now nurses have at their 
disposal a means by which they can 
make rational and orderly decisions, 
with striking and beneficial results for 
their patients and for nursing itself. 3 
For too long nursing has been the 
passive, obedient shadow of 
medicine, its practitioners frustrated 
and dissatisfied. This predicament 
could not be explained away as a 
deficiency in behavioral traits or 
attitudes of nurses. Nor could it be 
explained as a need to enhance the 
quality of nursing education. 
Both these problems have been 
dealt with and yet the predicament 
remains. In education and in practice, 
nursing has not been able to articulate 
and exercise a distinct function which 
characterizes and justifies its work as 
a profession." 
Today nursing literature bulges at 
the seams with statements of nursing 
function and schemes for its 
implementation. Any who speak for 
nursing are speaking about a function 
that is unique to nursing - the nursing 
process. 
It is paramount that we read the 
literature carefully in order to organize 
and assimilate the many parts into a 
meaningful whole. The mpssage will 
in the end be clear, for nursing has a 
definite structure and a unique method 
of function. 
Like any profession struggling to 
be born, nursing will feel discomfort 
and confusion. Efforts are already 
merging into a clearly definable 
statement of function that will be 
articulated and exercised in 
education, theory and practice. I 
believe this clearly definable 
statement of function to be the nursing 
process ... The key to nursing as a 
unique and viable profession. 


Isabelle Seburn (R.N. Toronto 
General Hospital School of Nursing, 
Toronto, Ontario; B.Sc.N. Ed. 
University of Ottawa, Ottawa, Ontario; 
M.Sc.Ed. Niagara University, Niagara 
Falls, New York) is presently on the 
teaching staff of The Mack Centre of 
Nursing Education, Niagara College 
of Applied Arts and Technology, 
Weiland, Ontario, 


Nursing: 
The total concept 


Barbara Boyle 
Joan Murthy 


The knowledge explosion that has 
taken place in the Twentieth Century 
has affected every field of endeavor 
and nursing is no exception. The 
question is, how can nurses deal 
effectively with the amount of 
information and the rapidity with which 
it is produced? 
The Conceptual Framework 
A conceptual framework provides 
uS with a method of organizing an 
ever increasing body of nursing 
knowledge, giving us a logical way to 
view the phenomena with which we 
are concerned. A cOrlceptual 
framework abstractly freezes a 
moment in time, allowing us to view 
components separately in relationship 
to each other and as an integral part of 
the whole. In this way it provides 
direction in utilizing that knowledge 
because it helps us realize who we 
are, what we are and where we are 
going. 
How does a conceptual 
framework provide this guidance? 
Simple analogy helps:' a pile of brush 
consisting of roots, leaves and 
branches can be perceived as 
meaningless unless we recognize the 
relationship of the separate 
components to each other and as part 
of the whole, unless we recognize a 
tree. 
Conceptual frameworks are both 
personal and professional. Each 
Individual has a personal conceptual 
framework which reflects his values 
and beliefs, and is reflected in his 
conduct. This may be referred to as a 
personal philosophy of life and is 
present whether or not the individual is 
aware of it. 
The professional conceptual 
framework may be a simple statement 
of philosophy or a more complex 
model. Models can be in a variety of 
forms but usually include major 
concepts such as Man, Society, 
Health, and Nursing as well as 
sub-concepts and theoretical 
formulations that relate to the major 
concepts, thus providing a series of 
reference points. 
If our personal and professional 
conceptual frameworks do not 
coincide, conflict will ensue. For 
example, if an individual does not 
personally view man as a unique 
person with worth and dignity, it would 
be impossible to portray this belief . 
his professional practice. 
In developing and utilizing ar 
conceptual framework, care mu . 


given to prevent it from becoming 
more important than the real world. It 
is intended as a gUidance mechanism 
and must be consistent with reality, 
rather than forcing reality to be 
consistent with it. 
The Nursing Process 
Nursing process is a way of 
actualizing the conceptual framework. 
You cannot put the cart before the 
horse'and in the same manner you 
cannot utilize nursing process without 
direction. It is true that nursing process 
IS a problem-solving approach, but it 
has been developed as a tool to deal 
with both simple and complex 
problems in nursing practice by 
defining patient problems, the 
patient's role, assessment criteria, 
and the when and how of nursing 
intervention and evaluation. 
In summary 
Mr. Rajabally suggests in his 
article that complications have been 
created by the conceptual framework 
and nursing process. We do not 
believe this is the case and, in fact, 
believe that the conceptual framework 
provides the opportunity to visualize 
nursing as a total concept with three 
essential components - practice, 
education and research. 
Problems arise when these three 
components are viewed in isolation 
from one another rather than in their 
inter-relatedness and 
interdependence. We must, as 
individuals and as professionals, 
realize the merits of practice, 
education and research individually 
and collectively and be able to 
combine all three components in order 
to make available to the consumer all 
that nursing has to offer. 


Footnote: 
1. Personal communication with Anne 
Blatz, B.Sc.N., Assistant Director of 
Nursing, Edmonton General Hospital, 
Edmonton, Alberta, September 28, 
1977. 


Barbara Boyle (M.S.N.) is assistant 
director of nursing, Standards and 
Education, at the EdmontorJ General 
Hospital, Edmonton, Alb 
Joan Murthy (R.N.) i nt.. e 
clinician at the E , t n" 8' 
Hospital. 


Refe " 
tt- . 


ar 



8 


The Canadian Nurse December 1977 


Ne,vs 


rr -:1/ 
\. , 

f: 
tR 
r: ^ "" 1 ." 
'" .. 
tJ 
"tJ ..
 
<II b 
u.. 
" 
::;: .--) - 
>- 
 
U> 
'" 
1:: 
::J . 
tJ , . T 
" 
tJ , . 
õ >".. .f .,. 
fi , 


Pictured at the ceremony honoring 
Dorothy Percy are, (left to right) 
Isabel Black, chairman, National 
Health Committee, Canadian Red 
Cross Society; Helen K. Mussallem, 


executive director, CNA; Dorothy 
Percy; Gov. Gen. Jules Leger; Janet 
Chatterson, national coordinator, 
Health and Community Services, 
Canadian Red Cross Society. 


Canadian nurse receives 
international recognition 


One of this country's most distinguished nurses, Dorothy May Percy, has 
become the thirteenth Canadian to receive the Florence Nightingale 
Award. Governor General Jules Leger made the presentation, the highest 
international award a nurse can receive, at a ceremony at the national 
headquarters of the Canadian Red Cross Society in Toronto on November 1. 
Until her retirement in 1967, she held the post of chief nursing 
consultant for the federal Department of Health and Welfare, forerunner of 
the existing position of principal nursing officer, Health and Welfare 
Canada. 
Dorothy Percy began her 42-year career in nursing following graduation 
from Toronto General Hospital in 1924. She obtained her Public Health 
Nursing Diploma from the University of Toronto one year later and worked at 
the Ottawa Civic Hospital before joining the Victorian Order of Nurses. She 
lectured at the University of Toronto school of nursing until the outbreak of 
World War II when she joined the Royal Canadian Army Corps. She was 
discharged with the rank of Captain. 
As supervisor of nursing counselors for the newly created Department of 
Na!ional Health and Welfare, she was instrumental in 
organizing and setting up facilities for the implementation of Canada's 
social service program. 
Durin her career, she was awarded the Red Cross Medal of Honor, 
the Jub .d Coronation Medals, the Canadian Volunteer Medal and 
- e nc nr ril"in Medal. She was the first recipient of the honorary 
<>e f r f' I[sing from the University of Ottawa and served for 
I VE"- a VG advisor to the Canadian Red Cross Society and 
J ,n :vnt>, as on committees of the Canadian Nurses 
A
"oc'Q ,,$\ << I Social Development and University of 
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Cardiovascular nurses converge 
on Toronto for fifth meeting 


Where is nursing headed? Has 
nursing responded appropriately to 
scientific and technological 
progress? Are accountability and 
responsibility inherent in the nursing 
role? These were same of the issues 
addressed by Dorothy Wylie 
keynote speaker at the Fifth Annual 
Meeting of the Canadian Council of 
Cardiovascular Nurses. 
Approximately 150 nurses from 
across Canada came to Toronto to 
attend the two-day October meeting 
to discuss topics of common interest 
including: standards of nursing care; 
current findings in detecting 
hypertensive patients; and the child 
with congenital heart disease and his 
family. 
The first day of the meeting 
focused on standards of nursing 
practice. As director of the nursing 
division of Ihe Registered Nurses 
Association of Ontario and a former 
cardiovascular nurse, Dorothy Wylie 
shared her observations of where 
nursing is headed. She stated that in 
post-industrial society, needs change 
very quickly. 
"It is the age of specialization but 
we are still producing the generalist 
nurse. It is the age of research but 
we have only a few nurse 
researchers in Canada." 
An anti-intellectual bias is still 
evident in nursing ac.
ording to Wylie, 
who says that there is a great need 
for higher education if nursing is to 
produce dynamic leaders. 
Inherent in the nursing role is 
accountability and responsibility, an 
accountability which can only be 
measured against established 
standards of nursing care. At 
present, each province is at a 
different stage in establishing 
standards of care. With the 
assistance of nurse adviser Norah 
O'Leary, the Health Standards 
Directorate of Health and Welfare 
Canada is also establishing 
standards for nursing. In Wylie's 
view, if nursing does not set 
standards for itself, then others will 
impose them. 
The U.S. experience in 
implementing standards of 


cardiovascular nursing practice was 
described by Grace E. Brown, 
clinical nurse specialist at Cornell 
University Medical Center in New 
York State and president 01 the 
Council on Cardiovascular Nursing of 
the American Heart Association. 
Thérèse Poupart 
specialist in medical-surgical nUlsing 
and part-time professor at Montreal 
University, discussed the possible 
effects of standards of cardiovascular 
nursing in Canada. 
Audience discussion at the end 
of the day made clear that the 
question of standards is a complex 
issue, and that one of the first 
priorities is to establish common 
definitions of terms. 
Day two of the conference dealt 
with many topics: 
. the results of hypertensive 
screening clinics in Newfoundland; 
. a discussion on patient 
compliance; 
. the needs of children and 
parents; 
. a look at activity levels of M.1. 
patients as perceived by the patient 
and spouse. 
At the close of the two-day 
meeting, members elected a new 
executive to the CCCN. They are: 
Chairman: Jean Petrie, Halifax, N.S. 
Vice-Chairman: Judith Shields, 
Vancouver, B.C. 
Treasurer: Glenys Whelan, St. 
John's. Nfld. 
Recording Secretary:Thérèse 
Poupart, Montreal, P.O. 
Membership Secretary: Madeleine 
McNeil, Halifax, N.S. 
Immediately following the CCCN 
meeting was the annual meeting and 
scientific sessions of the Canadian 
Heart Foundation and the Canadian 
Cardiovascular Society, meetings 
which CCCN members were invited 
to attend. Of particular interest was a 
one-day symposium on cardiac 
pacing. 
The CCCN began in 1973 with 
some 200 members. With more than 
700 members now, the council seeks 
to promote the quality of health care 
as it relates to cardiovascular 
function. 
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Nurses from all across Canada 
attending the national seminar on 
standards included: Seated (left to 
right) Jean Dalziel, assistant director, 
professional standards, College of 
Nurses of Ontario; Norah O'Leary, 
nurse adviser, Health Standards 
Directorate, Health and Welfare 
Canada; Debbie Lee, chairman, 
special committee on standards, 
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MARN; Deidre Blank, nursing 
consultant, standards, MARN; 
Margaret Harvie, vice- 
chairman, special committee 
on standards, MARN; Dorothy 
Wylie, director, nursing service, 
RNAO. Standing (left to right) 
C1arrie Case, assistant director of 
nursing, Grace General Hospital, St. 
John's, Ntld., ARNN; Alice Furlong, 
assistant executive secretary, ARNN; 
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coordinator, SRNA; Barbara Boyle, 
subcommittee to develop practice 
standards, AARN: Linda Ross, 
supervisor, Stanton Yellowknife 
Hospital, NWTRNA; Myrtle Tregunna, 
assistant director, nursing services, 
RNABC; Anita Whittal, general duty 
nurse, H. H. Williams Memorial 
Hospital, Hay River, NWTRNA; 
Betty Sellers, nursing consultant, 
service, AARN. 


ARNN presents brief 
on nursing homes 


In reaction to the Chafe Nursing Home 
Fire in suburban St. John's, 
Newfoundland last December, the 
Association of Registered Nurses of 
Newfoundland has submitted a brief to 
the Royal Commission charged with 
investigating the incident. The brief 
was presented to Judge Gushue by 
\ Ada Simms, chairman of the AARN 
, committee in late September. 
The brief attempts to address the 
serious problems related to the aging 
population and the kinds of facilities 
currently available to them. Among 
" other facts known and recognized by 
professionals, the brief points out that: 
_ in some cases, staffing in senior 
citizen homes is "insufficient in 
, numbers and quality to care for these 
persons" 
I _ "with some obvious exceptions, 
nursing services are provided by 
untrained personnel" 


_ "wltn limited community 
services, converted residences have 
been the only alternate 
accommodation for most boo-fast 
patients" 
_ "the application of sound 
standards for the operation of Homes 
for Special Care is the only means 
whereby adequate care of the 
individual therein can be assured." 
In the section entitled "Staffing 
and its relationship to standards of 
care," the brief states that in some 
institutions for the elderly "there is no 
preparation for the dying patient. In 
order to prevent upsetting the aged ill, 
these patients are moved from wards 
to the corridor to die. In other 
institutions, they are left alone in a 
room without the support of caring 
skilled persons to provide comfort:' 
The brief cites other examples of 
neglect. 'These situations are, in our 
view, not only illegal but grossly 
immoral," it states. 
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Vivian MacDougall, nursing 
coordinator, NBARN; Jean MacLean, 
consultant, nursing service, RNANS; 
Harriett Hayes, chairman, nursing 
committee, NBARN; Mary Johnson, 
director of nursing, Camp Hill 
Hospital, Halifax, N.S., RNANS; 
Miriam Pill, Canadian Council on 
Hospital Accreditation, Toronto, Ont.; 
Marjorie Hewitt, nursing consultant, 
SRNA; Kitty O'Shaughnessy, project 


The many recommendations of 
the brief touch on alternatives to 
residential homes for senior citizens, 
on the need for a clearer definition of 
the role of existing Special Care 
Homes, on the need for formal 
administrative education for nursing 
home administrators and directors of 
nursing and on the need for an 
increased number of professional staff 
to work with the elderly in nursing 
home settings. 
The main recommendation of the 
submission is "the need for the 
implementaiton of the Accreditation 
Program for Extended Care Centres, 
through the Canadian Counal on 
Hospital Accreditation in all Homes for 
Special Care in this province." 
At present, the Royal 
Commission is still conducting ItS 
hearings. 


Yukon federal health 
services transferred 


Two hundred and fifty employees, 
many of them nurses, are among the 
people affected by the transfer of 
federal medical services to the 
Yukon Territorial Government 
Announcement of the transfer, which 
is scheduled for completion by March 
31, 1978, was made in mid-October 
by Health and Welfare Minister 
Monique Begin. 
Six hospitals, three ealth 
stations and nine heal'" 
affected. All federal ml 
being given th .u 
transfer. 
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National Association Directors 
Meet at CNA House 


!I 
I 


CNA directors held their last meeting of 1977 in Ottawa on October 20 and 21. Three new directors, elected president 
of their provincial association since the last meeting of the CNA Board of Directors, were in attendance. They were: 
Sue Rothwell, RNABC; Irmajean Bajnok, RNAO; Judith Oulton, NBARN. Three new advisers to the directors also 
attended: Mary Lou Pilling, registrar, NWTRNA; Maureen Powers, executive director, RNAO, and Joan Mills, executive 
secretary, RNANS. 
Directors were brought up-to-date on a variety of nursing concerns by reports from a dozen sources, including 
committee chairmen, CNA staff, representatives of Health and Welfare Canada and the Canadian Council on Hospital 
Accreditation. Highlights of these reports follow. 


Annual Meeting and Convention Program Committee 
Three widely known personalities from the contemporary Canadian 
scene will headline the program for the 1978 CNA meeting in 
Toronto next June, according to the chairman of the planning 
committee, Lorine Besel, member-at-Iarge for nursing practice. 
They are: 
. David Suzuki, world-renowned geneticist and controversial host 
of several CBC radio and television programs, including Science 
Magazine. 
. David J. Roy, mathematician and philosopher, director of the 
Centre for Bioethics, Clinical Research Institute, Montreal, which he 
founded in 1976. and still the only one of its kind in Canada. 
. Laurier Lapierre, popular television personality, host and 
interviewer. 


Principal Nursing Officer 
In her first report to CNA directors since assuming office in 
September, Principal Nursing Officer Josephine Flaherty provided 
an ongoing review of activities of Health and Welfare Canada. In 
this, she described some of the implications for nursing of: 
. new cost-sharing arrangements between the federal 
government and the provinces 
. the transfer of health services from federal to provincial 
jurisdiction in the Yukon 
. fitness and lifestyle programs 
. occupational health programs and the proposed Canadian 
Centre for Occupational Health and Safety 
. the Canada Health Survey which will provide information on the 
health status and risk factors of Canadians of all ages. 


More details about the convention program, which is built around 
the theme of "Ethical Issues in Nursing," will be featured In 
subsequent Issues of The Canadian Nurse. 


Standards of Nursing Practice Project 
Norah O'leary, nurse adviser, Health Standards Directorate, Health 
and Welfare Canada, reported to directors on this project which is 
being carried out in collaboration with CNA and underwritten 
financially by this branch of the federal government. O'Leary, who 
began work on the project this Fall, defined the objectives as 
follows: 
. to develop a definition of nursing practice 
. to develop standards of nursing practice which are general in 
nature and applicable to all fields of practice 
. to develop standards which are specific to designated specialty 
areas of practice 
. to publish and interpret the approved standards of practice. 
Work on the project will be carried out by a 14-member 
steering committee with national representation and by working 
parties of experts in the various specialty areas. The first meeting of 
the national steering committee will be held early in 1978 and 
working parties will be formed subsequent to that meeting. A target 
date of two years following the first meeting of the steering 
committee is visualized by the project director. 
Directors approved a recommendation from nurses attending a 
meeting in Winnipeg on September 29 and 30 (see The Canadian 
Nurse, November, 1977) supporting, in principle, the need for 
inclusion of an evaluative mechanism/component in the standards 
of nursing practice project. 


Standing Committee on Testing Service 
Chairman Jean Dalziel indicated in a written report that the 
Blueprint for the Comprehensive Examination for Nurse 
Registration/Licensure, scheduled for introduction in the Summer of 
1980, had been released to agencies which will be Involved in 
implementing the new examination. The Comprehensive will 
replace the present CNA Testing Service exams that are divided 
into five clinical areas - medical, surgical, obstetrics, children's and 
psychiatric nursing. 
The project has been under study by the COTS since 1971. 
When completed, it will make Canada the first country in the world 
to use a comprehensive examination for nurse registration on a 
national basis. It also marks the first time that a national registration 
examination has been developed in both French and English 
simultaneously. 


Special Committee on Nursing Research 
On request, this group carried out an evaluation of the Report of the 
Ontario Hospital Association Nursing Competency Model Project. 
This study, involving 45 Ontario hospitals and assessments of more 
than 800 individual nurses, was highly critical of the "clinical skills, 
knowledge and confidence" of recent graduates from two-year 
diploma programs. The report formed the basIs of an OHA 
recommendation that "graduates of two-year nursing programs be 
required to complete a six-month period of clinical experience 
before nurse registration is granted." 
In their critique, members of the Nursing Research Committee 
stated: "B
 sed on the incomplete methodology and total lack of 
ore'" I I .)f the analysis used, the summary of results is, in the 
at mittee, meaningless. For example, there was 
the selection of categories and no report of 
act s This leads the committee to query the 
In s presented." 
1"d unanimously agreed" that the 
sing profession" and expressed 
used in any way by nurses. 
. directors voted unanimously 
sing profession to the OHA 
P )W"l . . I ministries of health and 


Committee on Finance 
Directors received a progress report on the implementation of 
program planning and budgeting by the association in 1978 and 
endorsed the principle of zero growth for the rest of this year and 
the year ahead. President-elect Helen Taylor pointed out that 
stringent efforts to reduce the anticipated deficit were required in 
order to put the association on a firmer financial footing and prepare 
it to meet the challenges that nursing will face in the near future. As 
a result, no new CNA programs will be undertaken without curtailing 
existing projects. 


Canadian Council on Hospital Accreditation 
Since April, CNA has had two seats on the board of this national 
association which, on demand, provides hospitals throughout 
Canada with survey teams trained to evaluate services provided by 
these institutions. CNA representatives are Helen Taylor of 
Montreal, who was appointed chairman of the CCHA board last 
Spring, and Fernande Harrison of Edmonton. The CCHA IS 
currently engaged in preparing a guide to accreditation of long-term 
centers of care. 
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A sabbatical year 
in international development 


The IDRC offers ten awards for training, research or investigation 
in international development to Canadian professionals/practitioners 
in 1978.79. 
The Award 
Stipend up to 
Travel costs for award holder and family 
Travel in the field up to 
Research costs up to 
Training fees 


$20,000 
variable 
$ 1 ,000 
$ 2,000 
van able 


The Candidate 
1. The professional with no specific experience in inter- 
national development, who wishes a year for training or 
personal study with a view to pursuing a career in this 
field. 
2. The professional in the development field who wishes 
to improve skills or do personal research. 
Applicants must be at least 35, Canadian citizens or landed 
immigrants with 3 years residence. and have 10 years professional 
experience. 
Research and training areas 
Anv area dealing with international development, such as 
agriculture, nutrition. information. communicatIons. population. 


-...... 
tH) 
......../ 


INTERNATIONAL 
DEVELOPMENT 
RESEARCH CENTRE 


health. social sciences. technology transfer, education. engineering 
etc. 


Tenure 


To begin before January 1979 for one year only. 


Application 
Applications may be obtained from: 
Research Associate Award 
International Development Research Centre 
P.O. Box 8500 
Ottawa, Ontario. Canada 
K1G 3H9 


Forms must be submitted by February 15th. 1978. 
Awards will be announced May 15th, 1978. 


The International Development Research Centre is a corporation 
established by an Act of the Canadian Parliament. May 13th. 1970. 
The Centre also offers Research Associate awards for mid-career 
professionals from developing countries and for Ph.D. Thesis Re- 
search in the field of international development. 
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WHEREAS the Canadian Nurses Association will hold 
its biennial convention in Toronto in 1978; 
WHEREAS the Registered Nurses' Association of 
Ontario is preparing to roll out the red carpet; 
WHEREAS Toronto offers a wealth of professional and 
sodal opportunities; 
THEREFORE BE IT RESOLVED to attend the CNA 
Convention in Toronto from June 25 to 28, 1978. 
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First national survey identifies 
nurse researchers in Canada 


What is the current state 01 nursing 
research manpower in Canada? Up 
until now, no one source has 
estimated the number 01 nurses 
engaged in research in this country 
But Jan Storch, Clarke Hazlett and 
Shirley Stinson 01 the University 01 
Alberta have completed a beginning 
study to help answer this question by 
identilying the numbers and types 01 
nurses involved in research in Canada 
in 1976. 
Responses to their survey 
provided an estimate: 
. they Iou nd 130 nurses engaged 
in research; 
. 49 to 53 01 these nurses were 
classilied as nurse researchers; 
. six were lull-time nurse 
researchers; 
. over 70% of these nurse 
researchers were located at 
universities; 
. slightly less than 50% were 
located in Canada's western 
provinces. 
Who are the nurse researchers? 
The study focused on the research 
process in order to measure and 
define researchers. This process 
involves generating the research 
question, designing the study, 
selecting instruments to collect data. 
supervising sample selection, 
content analysis, interpreting the 
findings, and reporting the results of 
the study. 
For the purpose of the survey. 
master's and doctoral level 
qualifications were accepted as 
suitable preparation for the 
principal investigator role. Full-time 
and part-time researchers were 
included in the study. Respondents 
engaged in thesis or dissertation 
resear not included because 
the ,Jupose Of U :! study was to 
t 
'Inf' tt"ð ap
 'mate number 
of nurse _ In -arch as an 
occupation He Ire nt areas 
were not rpsu 
I J. 
l tter and que. re 
sent to 192 teaching ho r 
Un! ersltles. 'rovim..ial and al. 
dep--"er& , hospital ar1 mJ Ii 
as- ation_. and other elec\e. 
ir t'Jt;ons The authors of the stl..
 
1 t
at "he. Sf"' -"ion of 


institutions meant that some 
researchers would be missed. 
Response to the questionnaires 
(86.5%) was exceptionally good. Of 
168 questionnaires returned, 130 
respondents met the requirements of 
the survey. 
Over half of the respondents 
devoted less than 40% of their time to 
research, while almost a lifth spent 
more than 80% of their time engaged 
in research. Exactly 50% of all 
respondents held master's degrees; 
nine per cent held doctoral degrees. 
The location of respondents by 
type of organization showed a not 
unexpected concentration at 
universities (47.7%). It was 
encouraging to find however that 
31% of respondents engaged in 
research were employed in teaching 
hospitals and 12% in health 
departments. The majority of 
respondents were engaged in nursing 
practice or health services research. 
What was the source of funding 
for research projects? Thirty-seven 
percent of nurses reported no 
outside funding, 37% had complete 
outside funding, and the remainder 
reported some outside funding. The 
number of full-time respondents 
funded from outside the employing 
organization was cause for both 
encouragement and concern: outside 
funding may serve as an indication 
that the research was worthy of 
support; at the same time, the 
research commitment of health 
related organizations can be 
questioned. While nurses in hospitals 
and nurses' associations drew over 
65% of their funds for research from 
within the organization, nurses in 
universities drew over 85% of their 
funds from sources outside the 
organization. 
What roles do nurses play in 
research? The authors of the study 
assigned a research role to each 
responding nurse. Nurses who were 
responsible for generating the 
research question and providing 
supervision for the study and who 
ossessed at least a master's 
gree, were categorized as 
ncipal investigators. If the nurse 
a responsible for at least three 


research activities including 
supervision of data collection. 
content analysis, interpreting the 
findings or reporting the results of the 
survey, that nurse was assigned the 
role of research director/associate. 
A research assistant was defined as 
a person totally or substantially 
involved in no more than three 
research activities, not including 
generation of the research question, 
designing the study, supervising 
sample selection, or interpreting or 
reporting the findings. 
Sixty to 66 nurses were 
classified as principal investigators. 
This range encompasses those who 
stated their role as principal 
investigator (66) and those who were 
assigned that role on the basis of 
their answers to the questionnaire 
(60). Using the same method, the 
surveyors identified 19 to 24 research 
directors and 19 to 20 research 
assistants and five "other" (often 
consultant to one phase of a study). 
Forty-nine to 53 nurse 
researchers identifying themselves 
as principal investigators held either 
a master's or doctoral degree. This 
group included six of the 19 full-time 
nurse researchers, four located in 
Alberta, one in Ontario and one in 
Quebec. Of the six, four were located 
in universities, and two in health 
departments. 
Of the 47 nurses for whom 
research was not a full-time endeavor 
(who stated their role as principal 
investigator and who held at least a 
master's degree) 43% were located in 
the westem provinces, 34% in 
Ontario, 17% in Quebec and 6% in the 
Atlantic provinces. Seventy percent 01 
these nurse researchers were located 
in universities, and approximately 
20% in teaching hospitals. 


A lull copy of the report "Canadian 
Survey for Nurse Researchers" is 
available on Interlibrary loan from 
the C.N.A. Ubrary. 


N.B. infection control 
nurses organize 


Infection control nurses in the 
province of New Brunswick. will soon 
have their own organization reflecting 
the objectives 01 their particular area 
of practice 
Nine nurses working in the field of 
infection control met this Fall to 
appoint a president, Helen Parchello, 
of Saint John, N.B., and to study 
proposed by-laws. Others on the 
executive are Denise Boulay of 
Bathurst and Joline Voye 01 
Woodstock. 
The group, which is presently 
recruiting new members, hopes to 
become a specialty group of the New 
Brunswick Association of Registered 
Nurses and a chapter of the Canadian 
Hospital Infection Control Association 
The organization's main objective 
is to encourage the development and 
standardization of effective and 
rational infection control programs in 
provincial health care agencies. 
Their second objective is to 
initiate and develop effective 
communication among Infection 
Control Practitioners in order to share 
acquired knowledge and exchange 
practical experience. 
The Infection Control Group 
hopes to convince hospitals that 
infection controt is an important part 01 
the hospital health team. 


N.S. directors form 
special interest group 


Nova Scotia directors of nursing 
service from 32 hospitals in the 
province have formed a special 
interest group under the umbrella of 
the Registered Nurses Association 01 
Nova Scotia. At a meeting organized 
by the RNANS in October, directors 
agreed on the need to form a united 
front. Their consensus was that the 
views of directors should be 
considered when important decisions 
about health care are being made. 
One director commented: "August 
bodies are developing policies which 
affect hospital care and nursing and 
which must be implemented by I 
nursing departments, yet nursing 
service directors are not consulted." 
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POSEY 
QUALITY 0 
PRODUCTS 


Posey Turn and Hold Decubi- 
tus Pad - combines a turning, 
holding and pulling concept with 
the protection of a decubitus pad. 
Use to re-position patient; helps 
prevent slipping in bed. #6325 (24 
x 30) 
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Posey Incontinent Sheath Holder 
- holds condoms in place with 
1/4" polyurethane foam. One size 
fits all. Hand or machine washable 
Or disposable. #6550 
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Posey Safety Belt - gently re- 
minds patient not to get out of 
bed. Helps prevent thrashing while 
sleeping, yet patient can loosen it 
himself. #1332 (cotton) 


Send your order loday! 
Health Dimensions Ltd. 
Commerce City 
2222 So. Sheridan Way 
Mississauga. Ontario 
Canada L5J 2M4 
/416) 823-9290 


Nonflammable 
skin 
degreaser 
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A SAFER ALTERNATIVE TO ETHER. 
Miller-Stephenson's Presurgical 
Skin Degreaser works for you gently, 
efficiently. And contributes to a 
safer hospital environment. It is 
nonflammable, harmless to tissue 
and dries rapidly. It degreases skin 
effectively for secure surgical drape 
adhesion and has a high degree of purity 
and a low order of toxicity. Convenient, 
wide-mouth, easy-pour jar (4 fl. ozs.). 
For a FREE Trial Sample, complete and 
mail this coupon. 


,-----------------------------, 
: miller-stephenson 
I 
I 514 Carlingview Drive 
: Rexdale. Ont M9W 5R3 
J Telephone: [416J 675-6090 
I 
I 
: Please send me my FREE trial sample of MS 
I Nonflammable Presurgical Skin Degreaser 
I 
: Name DepVTitie 
I 
: Institution 
I 
: Address 
I 
I City State 
L___________________ 
Contents: 100"10 Trichlorotrifluoro 


Does not possess germicidal p II 
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Eileen Flanagan former director of 
nursing at the Montreal Neurological 
Institute for 27 years, has been 
awarded the honorary degree Doctor 
of Laws (LLD) at McGill University's 
Founder's Day Convocation. 
Flanagan is a graduate of the 
Royal Victoria Hospital School of 
Nursing, the McGill School for 
Graduate Nurses and McGill 
University. Following her retirement 
from MNI in 1961, she returned to 
McGill to study law to aid her in 
drafting legislation dealing with the 
nursing profession. 
She has made active 
contributions to nursing especially In 
the areas of labor relations, 
leadership, administration and 
research as well as contributing to 
many other organizations. Co-author 
of The History of the Nursing 
Profession in the Province of Quebec, 
Flanagan is a recipient of the Jubilee 
Medal (1935), the Centennial Medal 
(1967), the Province of Quebec 
"Order of Nurses" (1976) and the 
Distinguished Citizen Award (1971) 
from the Montreal Citizen Council. 
Most recently she has researched a 
book on the history of tuberculosis in 
Canada, called The Miracle of the 
Empty Beds. 


Scholarships totaling $6,000 have 
been awarded by the New Brunswick 
Association of Registered Nurses to 
students enrolled in university 
nursing programs during the 1977-78 
academic year. 
A $2,000 sCholarship has been 
awarded to Micheline Léger of 
Moncton to pursue a Master's level 
program at McGill University. 
Other scholarship awards went 
to nurses engaged in nursing 
education at the baccalaureate level. 
They are: 
Fernando Fournier Moncton, N.B.; 
Nancy I Q'ackville, N.B.; Paula 
Qu' I 01 C,. N.B., Lynda 
Finlay ( Fre ., B.; Diane 
Frazer ( t Mo.. D N anne 
Ouellette f rdrn n_ on, N Line 
lavoie f C _nd F ,N 
Ann Gle8s lJf Hami ')f1, .... 
Geraldine Ball, Freder!! ton, N 
Vivian MacLeod of 31. Stephør 'J B 


Two non-nurses have been appointed 
for a two-year term to the board of 
directors of the Registered Nurses 
Association of British Columbia. They 
are: 
Mary Jane Mulligan of Vancouver, 
who was nominated for the position by 
the B.C. Minister of Health. She will 
serve on the RNABC committee on 
referral and review which investigates 
complaints of misconduct by nurses. 
Barbara Rolls of Victoria was 
nominated by the B.C. Branch of the 
Consumers' Association of Canada. 
She is CAC's Victoria president and 
chairs its B.C. health committee. 


Dorothy Hibbert (M.A., B.Sc.) has 
been appointed Acting Dean of the 
Faculty of Nursing, University of 
Western Ontario in London effective 
Ju Iy 1, 1977 until June 30, 1978 or until 
the appointment of a new dean. A 
faculty member since 1963, Hibbert 
succeeds Josephine Flaherty who has 
been appointed Principal Nursing 
Officer in the federal ministry of Health 
and Welfare. 


Vivian Wood, professor in the Faculty 
of Nursing, The University of Western 
Ontario has been included in the book, 
"Women of Action 1876-1976." The 
centennial book, published by the 
Local Council of Women in St. 
Catharines, Ontario, includes 128 
biographical sketches of celebrated 
women from the area. 
Wood is a graduate of the 
Hamilton General Hospital School of 
Nursing in Hamilton, Ontario, later 
attendng the University of Toronto 
and the University of Western Ontario 
to receive her B.Sc.N. and Boston 
University for her Master's degree in 
education. She has taught and 
researched such topics as student 
personnel services in nursing 
education and evaluation in nursing 
education. Her numerous articles 
have appeared in many nursing 
journals. She was an elected member 
of the Council of the College of Nurses 
for four years. At present, she is active 
in the university community. 
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Judy Lathrop (R.N., University 
School of Nursing, Edmonton; B.Sc., 
Nursing, teaching and administration, 
University of Alberta) has been 
appointed chairman of the nursing 
department, Mount Royal College, 
Calgary, Alberta. She has been 
employed as a general duty nurse and 
nursing instructor at hospitals in 
Alberta and British Columbia and has 
been a member of the faculty of Mount 
Royal College since 1973. Currently, 
Lathrop is completing a Master's 
degree in educational administration 
at the University of Calgary. 


Therese Schnurr (M.N., University of 
Washington) director of nursing 
services for the RNABC has been 
appointed director I)f nursing at the 
Royal Columbian Hospital, New 
Westminster, B.C. She is a former 
director of nursing services at St. 
Paul's Hospital in Vancouver. 


Betty Oka (B.Sc.N., University of 
Washington, M.N., Montana State 
University) has been appointed 
director of nursing of the Shaver 
Hospital for Chest Diseases in St. 
Catharines, Ontario. Oka was 
formerly a clinical specialist in 
cardiovascular nursing in Chatham, 
Ont., a faculty member of the 
McMaster University School of 
Nursing, Hamilton, and most recently 
a consultant-supervisor with the 
Niagara Regional Health Unit, 
Thorold, Ontario. 


Among the 18 nurses honored at the 
1977 St. John Ambulance Investiture 
were Margaret M. Hunter formerly 
chief nursing officer for St. John 
Ambulance in Canada and now 
national nursing consultant for that 
organization and Alice Girard, 
past dean of the Faculty of Nursing, 
University of Montreal, and formel 
ICN and CNA president. Both were 
invested in the Grade of Commander 
at the October ceremony held in 
Ottawa. 
Other nurses honored at the 
Investiture were: 
Grade of Dame of Grace: Irene R. 
McPhail, Ottawa; Lillian Bibby, 
Alberta. 
Grade of Commander: Rita 
Choque!, Quebec; Janice B. 
Morgan, P.E.I. 
Grade of Officer: Malor Nicole M. 
Du Mouchel, executive director of 
the Order of Nurses of Quebec; Jean 
Nelson, N.S. 
Grade of Serving Sister: Doria 
Vermette, Quebec; Tristam T. 
Coffin, N.S.; Michael Hewitt, 
NW.T.; Thelma J. May, Ontario; 
Mabel W. Linquist, Ontario; Mary 
Lynch, Ontario; Margaret Cameron, 
Ontario; Joyce Hastings-Trew, 
Ontario; Margaret A. FUlkerth, 
Alberta; Jean E. Lewia, Nfld. 


Mae Wright, a graduate of the St. 
Boniface Hospital, Winnipeg, Class of 
1930, was honored recently when she 
was presented with an honorary 
membership in the Northwest 
Territories Registered Nursing 
Association by the Hay River Chapter. 
A resident of Hay River, N.W.T., 
Mae has been involved in the health 
care of that community since 1949. 
She contributed to the early nursing 
needs of the Hay River community 
and was instrumental in the 
development of medical services. 
Among other programs, she started 
the first Hay River Christmas Seal T. B. 
campaign, the first immunization 
program and was directly involved in 
the planning and building of the first 
nursing station there. 
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January, 1978 


Health Educators Mini Health Care 
Conference sponsored by the 
Association of Canadian Community 
Colleges. Topic: Why Clinical 
Practice? with keynote speaker, Dr. J. 
Raherty, Principal Nursing Officer. To 
be held at CEGEP Ahuntsic in 
Montreal on Jan. 16-18,1978. 
Pre-registration on Jan. 15 . Fee: $60 
for members, $75 for non-members. 
Contact: Sr. Thërese Gauthier, 
Chairman, Health Sciences, CEGEP 
Ahuntsic, 9155 St. Hubert Street, 
Montreal, Quebec, H2M 1Y8. 


Diabetes in Review: Clinical 
Conference 1978. To be held in New 
York City, Jan. 25-28, 1978. Contact: 
Harry Hansen, American Diabetes 
Association, 600 Fifth Ave., New 
York, N. Y. 10020. 


Overview of Paediatric 
Rehabilitation Course: A 
Multidisciplinary Approach to 
Management. To be held in TOlonto 
on Jan. 23-27, 1978. Fee: $75. 
Contact: Norma Geddes, R.N., The 
Education Department, Ontario 
Crippled Children's Centre, 350 
Rumsey Rd., Toronto, Ontario. 
M4G 1 R8. 


Nursing Care of the Sick Newborn, 
a five-day conference to be held the 
week of January 30, 1978 at the 
Hospital for Sick Children, Toronto. 
Fee: $80. Contact: The Coordinator of 
Nursing Education, The Hospital for 
Sick Children, 555 University Ave., 
Toronto, Ont., M5G IX8. 


February 


Toronto Area Interest Group of the 
Orthopedic Nurses Association 
Two-Day Meeting to be held at the 
Hotel Toronto, in Toronto, Ontario on 
Feb. 9-10, 1978. Contact: Marion 
Marsh

 Chwnnan, Publicity 
Committee, 35 Front Street, Apt. 310, 
Mississauga, ant., L5H 2C6. 


March 


I Sensitivity - An Integral Part of 
I Pediatric Nursing. A one-day 
conference to be held on Feb. 22 and 
on March 1, 1978. Fee: $20. Contact: 


The Coordinator of Nursing 
Education, The Hospital for Sick 
Children, 555 University Ave., 
Toronto, ant., M5G IX8. 


Current Practices in Breast 
Feeding and Maternal Infant 
Bonding to be presented in Winnipeg 
on March 17, 1978. Fee $10. Contact: 
Norma Buchan, Women's Centre, 
Health Sciences Centre, 700 William 
Ave., Winnipeg, Man., R3E OZ3. 


April 


Patient Teaching Programs. A 
one-day conference to be held at The 
Hospital for Sick Children, Toronto on 
Apnl19 and on April 26, 1978. 
Fee: $20. Contact: The Coordinator of 
Nursing Education, The Hospital for 
Sick Children, 555 University Ave., 
Toronto, ant., M5G 1X8. 


British Columbia Operating Room 
Nurses Group's Sixth Biennial 
Institute to be held April 13-15, 1978 
at the Hyatt Regency Hotel, 
Vancouver, B.C. Contact: Mary E. 
Raikes, 106-14412 W. 14th Ave., 
Vancouver, B. C. V6H 1 R3. 


May 


Current Trends in Pediatric 
Feeding Techniques. A one-day 
conference to be held at The Hospital 
for Sick Children, Toronto, on May 31, 
and on June 7, 1978. Fee: $20. 
Contact: The Coordinator of Nursing 
Education, The Hospital for Sick 
Children, 555 Untverslty Ave., 
Toronto, ant., M5G IX8. 


Nursing Care of the Sick Newborn, 
a five-day conference to be held the 
week of May 1, 1978 atthe Hospitalfor 
Sick Children, Toronto. Contact: The 
Coordmator of Nursing Education, 
Hospital for Sick Children, 555 
University Ave., Toronto, Ont., 
M5G 1 X8. 


Autism: Research and Practice. A 
research symposium and conference 
to be held at the University of British 
Columbia in Vancouver on May 
24-26, 1978. Contact: Lois Myerhoff, 
P.A.A.C. Office, 4125 - West 8th 
Ave., Vancouver, B. C. V6R 2X3. 
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Pediatric Nursing Conference for 
nurses wishing to increase their 
knowledge of common pediatric 
problems and nursing approaches. To 
be held at the Hospital for Sick 
Children, Toronto on May 24-26, 
1978. Fee: $50. Contact: The 
Coordinator of NursIng EducatIon, 
The Hospital for Sick Children, 555 
University Avenue, Toronto, Ont., 
M5G IX8. 


International Congress of the 
World Federation of Public Health 
Associations and the 69th 
Conference of the Canadian Public 
Health Association to be held on 
May 23-26, 1978 at the Hotel Nova 
Scotian, in Halifax, N.S. Theme: 
Primary Health Care - A Global 
Perspective. Contact: Canadian 
Public Health Association, 1335 
Carling Ave., Suite 210, Ottawa, 
Ontario, KIZ 8N8. 


Call for Abstracts for the 2nd 
International Congress of World 
Federation of Public Health 
Association and the 69th Annual 
Conference of the Canadian Public 
Health Association to be held in 
Halifax, N.S. on May 23-26, 1978. 
Theme: "Primary Health Care - a 
global perspective." Papers relating to 
primary health care as front-line care 
in both urban and rural settings are 
sought in the following categories: 
1. Health as an integral part of human 
development 
2. Primary health care as a part of 
community development activities 
3. Primary health care as part of a 
general health care system 
Papers must be in English, French, or 
Spanish. Send abstracts before Dec. 
31 to: Dr. Lloyd Hirtle, Chairman, 
Scientific Program Committee, Room 
439, 1557 Hollis St., Halifax. N.S. 
B3J 1V6. 


September 


18th International Congress of 
Midwives to be held Sept. 3-8. 1978 in 
Jerusalem. Israel. Contact: Iris E. 
Campbell, Secretary. Western Nurse 
Midwives Association. 4007 - 108 
Street, No. 35, Edmonton. Alberta 
T6J 2L5. 
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 his is the last in our series of excerpts from the unpublished memoirs 
of Maude Wilkinson. Here we share with Maude her years in the rough 
'bush' country of Northern Ontario as she supervises the formation of 
Outpost Hospitals, her years as Lady Superintendent of a tubercular 
sanitorium, the fulfillment and ruin of her dream to own and operate a 
nursing home and then, late in her 79th year, Maude's retirement from 
rsing. As a Canadian nurse for 47 years Maude Wilkinson's story is a 
Jection of our own career history. Maude is now 96 years old and living 
n Sunnybrook Medical Centre's Extended Care Facility, Toronto. 
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"If I should live to be the last leaf on the tree in the spring, 
Let them smile, as I do now at the old forsaken bough where I cling." 
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Maude WIlkinson 



. 

 .vent to work at the Department of Soldiers 
Civil Re-establishment (DSCR) soon after I 
returned to Toronto at the end of the War. 
The events in Europe had left so very 
many scars everywhere. I wanted to try to help 
veterans and their families adjust to their new 
world both economically and psychologically. 
I found a great many confused and 
bewildered families during my investigations. 
The war was over now and the husband had 
returned home. With his return, his wife s 
separation allowance had stopped. If the 
veteran had a pensionable disability, the 
amount the family received depended on the 
degree of his disability. In a great many cases 
the Injury was slight and the pension was 
small. 
Then again very often the disabiliW was 
not pensionable, but still sufficient enough to 
keep the veteran from finding employment. In 
these cases the husband had to stay at home 
and care for the children, his wife had to go out 
and work. 
There were also the young veterans, 
those who had enlisted while still in theirteens 
before having had a chance to establish 
themselves in a Job. Those men were left 
loafing around, unemployed. Recognizing the 
Situation the Canadian government organized 
Training Centres, paYing trainees minimum 
wage. Some took advantage of this offer, 
others said such training only prepared them 
for dead-end jobs. 
I was faced with many problems. How 
could I advise these men? 


Miss Graham, my supervisor, resigned 
from the DSCR in the fall of my first year there. 
I was asked to succeed her. Thinking a short 
.. course in Social Services might help me, I 
\ asked permission to attend a course at the 
, University of Toronto. Permission was granted 

 as long as I could supervise the office at the 
same time. 
Obviously I had to establish a routine 
which would include the office work and my 


,. 


tPt 19/9 
;:
* ßltwI 


Il 


studies. Between meeting with and discussing 
the investigators reports and attending 
lectures, I had little leisure time that year. I 
received my diploma from the Chancellor of 
the University on May 13, 1921 
The office work increased and it became 
necessary for us to employ more staff. I asked 
the officer who was interviewing applicants to 
be careful notto hire anyone who had not been 
in the army The successful applicant must be 
able to look at things from a veteran's point of 
view. 
We hired two knowledgeable young men 
who were ex-officers, and several graduate 
nurses. ex-nursing sisters Inc
ded in the 
group of nurses was a full time graduate of the 
Social Service Course. MIss Edith Rogers , 
really appreciated having Miss Rogers on my 
staff and grew to depend upon her 
recommendations. 
I stayed with the DSCR for four years 
and I really enjoyed my work. But I could not 
avoid the fact that I was still very OCCUpied With 
returned veterans. I had not. professionally 
speaking, successfully re-entered civilian life 
In 1923, Miss Holland. the Director of the 
Red Cross Outpost Hospital Service, Ontano 
Division called on me. She was resigning from 
her position and she wanted me to take her 
place. Needless to say' was very flattered: 
I accepted the position 


Civilian Life 
The Outpost Hospital Service was 
concerned with the need for ho.>pltal 
accommodation and nursing service in the 
isolated rural distncts of Ontar..:>. It was one of 
the largest departments In the Ontano dl' )n 
My field work was to be directed by a 
representative committee under the 
chairmanship of Mrs. A. Plumptre 
Miss Holland took It upon herself to 
Introduce me to the nurses who were directing 
other department
 I sen
ed a."a
' 
cooperative spmt among t : 
still the task I was ur 


.. 


I 
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considerable and I was worried. Would I be 
able to cope with the work? 
After a few days in the office, I prepared to 
leave to visit the Red Cross's first outpost 
hospital. It had been established in 1922 at 
Wilberforce in Haliburton County. 
I boarded a Grand Trunk Railway train at 
Union Station early one morning. I was the 
only passenger on the train. 
The conductor collected my ticket, noted 
the destination and then sat down to talk with 
me I told him that I had been a nurse in the 
war. He was an ex-seNice man himself and 
knew I had experienced many ordeals and had 
been exposed to great danger. 
I was introduced to each passenger as 
they arrived and the conductor insisted upon 
relating my life history to them. Each time a 
new tale was added until even I began to 
wonder who he was talking about. I didn't want 
to discredit him in front of the people he met 
day after day, but I had to stop him when he 
told someone that I had received the 
highest award in the country, "The Honour of 
Ment Medal." 
Of course, no such medal was ever 
struck. 


Wilberforce 
The outpost nurse met me at the 
Wilberforce station. We walked through the 
village square together until we arrived at a 
comfortable looking medium-sized house 
proudly proclaiming itself "The Wilberforce 
Red Cross Outpost Hospital' 
There was a large room on the right as 
you entered the house. It ran the length of the 
building and served as a two-bed ward 
furnished with hospital beds and two 
comfortable chairs. Both units were divided by 
a curtain. 
There was one patient in the hospital. 
When I was introduced to him he clung to my 
hand and said "Please matron, don't take our 
nurse away. We can't do without her. Until I 
was admitted here, she visited me every day at 
my home five miles out of town." I felt sorry for 
the nurse, she was a quiet self-effacing 
woman and this really embarrassed her. 
I couldn't help but notice that everyone 
spoke to her on our way from the station and 
she called back to nearly all of them by name. 
She was warm and friendly - I liked her 
manner so much. 
A comfortably furnished room in the front 
of the house served as the staff sitting room. A 
well and a kitchen pump provided drinking 
water for the hospital, a cistern provided rain 
water for other household needs. A little 
outhouse in the back completed the sanitary 
Unit. 

 own for a couple of days 
it some of the homes in 
er one welcomed us 
londer if I would 
lother nurse as 

sit with her 
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I boarded the train in Haliburton, now I 
would have time to sort out my ideas before I 
returned to the office. I had absorbed a great 
deal in those few days. It was an experience 
that would prove to be very useful when I was 
faced with opening other nursing stations and 
outposts 


Home Again 
I went back to work realizing I would 
always be the 'Red Cross Representative' 
sent to meet those in different places who were 
asking for assistance. This would necessitate 
my absence from the office frequently. I 
decided that I should visit the nursing stations 
and hospitals the Red Cross operated just as 
soon as possible. My visit to Wilberforce had 
shown me just how Important it was to find the 
right person for the right place. 
I had always been Interested in hospital 
organization and administration. Hospitals like 
Roosevelt and Wellesley required large 
expenditures in modern equipment and 
furnishings to satisfy affluent patients. My 
army experience showed me that patients 
could be cared for with a minimum of 
expensive equipment and stili receive quality 
care. The success of the hospitals that the Red 
Cross established would depend more on 
service than on display. The staff must be 
selected carefully. 
Canoes, Portages and Tents 
It would be impossible for me to recount 
all of my visits to outpost stations but one 
stands out as being of particular Interest. 
In April, 1926 the Outpost Committee 
received a request for nursing service and a 
small hospital in the Red Lake mining district of 
Northern Ontario. 
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My first responsibility was to find two 
graduate nurses who would be willing to go so 
far away and live a more or less isolated life i I 
a mining camp. They also had to have the 
ability to cope with any emergency. 
I was fortunate - two graduates of the 
same training school. two sensible young 
women, applied. Together we chose a suitable 
uniform - a plain dress worn with an apron 
and a Red Cross arm band while they were on 
duty. 
It took me quite a while to buy all of the 
equipment. I wasn't used to the kind of 
operation that was proposed for Red Lake. 
Three tents were bought - a large one f I 
hospital purposes, a smaller one for the 
nurses' living Quarters, and one for storing 
supplies. I had to buy folding iron cots, with 
good comfortable mattresses, pillows, Hudson 
Bay blankets - everything for household 
purposes. We had accumulated 7000 pounds 
of supplies by the time we left. 
There was no electricity at Red Lake so I I 
included Coleman lanterns, stoves and a 
hurricane lamp - my army experience really 
helped as I tried to visualize and prepare for I 
every possible situation. 
We left Toronto via C.P.R. the night of 
June 25th and arrived in Dryden the following 
morning. Dr. and Mrs. Dingwall were ready 10 
leave. There was a little man named Papke 
with them. t never found out where he came 
from or who hired him, but Papke was 
indispensable - a strong, wiry little man, 
willing to do anything. The s,x of us took th" 
train to Hudson where we spent the first night 
- or rather part of the night Since we left 
Hudson at about five a.m. 
Our supplies. 7000 pounds of them, werE 
loaded into five freight canoes which were 
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supplied by the Hudson Bay Compan , antj 
manned by eight Indian guide
 We all 
boarded the pOinter boat; it had an 
... 'M'1 
motor and towed the canoE..; 
We reached the Lac Seul Hudnn Bay 
Trading Post In the evening and met the 
managers Mr. Aldous was in a smart summer 
SUit - we felt so grubby and bedraggled in 
comparison. WIth great pride he showed uc; h ; 
miniature golf course. We were able te talp 
advantage of this opportunity to buy E (t'a 
food supplies from the store. 
The gUIdes warned us that Lac Seul 
became very rough In the late aftornoon so we 
couldn't stay too long. Leaving the boat at Lac 
Seul we walked the first portage to upper Ear 
Falls, another portage to lower Ear Falls and 
then a longer portage from there to a beautiful 
spot where the English RIver jOined another 
river. 
It was on that last portage that we met 
three men returning from Red Lake One was 
evidently a gentleman of some means He 
asked Dr. Dingwall, what four fash'')nably 
dressed white women were doing In this rough 
mrning district? Dr. Dingwall told him we were 
all graduate nurses gOing to Red Lake to 
establish a hospital. 
That surpnsed him - he dIdn't know what 
to say. 
We were very tired, our feet ached from 
walking steadily since five a.m. - over thirteen 
hours. The gUides took us to a shallow place 
where we could wash and bathe our feet Thert 
they served us cold roast moose sandwiches 
(which were delicious) and 'piplng' hot coffee 
made over a camp fire. We asked the gUides to 
make our 'cedar bough couches and "ettled 
down for the night. I can picture us even now, 
Iy.ng f.ve in a row, like five bowling pins 
knocked down in an alley. Dr. Dingwall 
couldn't help but laugh, what would the 
gentleman from Toronto have to say about the 
four 'grounded' fashionably dressed ladies 
We were roused at four a.m. to cre-ss 
Pakwash Lake before it became too rough 
There were three more portages to crot 5 that 
day. 
The pOinter boat was waitIng for LS at 
Pakwash Lake We got on board very gnteful 
to sit down. We arrived at Red Lake about four 
p.m. June 30th. It had taken us three nights 
and four days to reach Red Lake from HuC,;on 
Two log cabins and some te,.,t., werp 
vIsIble from the lake. Two men came down 
from the cabins and Introduced them"E"vE''; 
Dr. FItzgerald, the mine doctor and Mr JamLs 
the assIstant manager of the mine They le-d 
us through the brush and when we arrived at 
the cabins Mr James took us to the c8b 1 t 
stayed in. There we found a t-- "1 and PI -'le' 
of water and so we could lid selv"'s We 
were a sorry lookll'lg gl 
dresses' had been II, 
slept in for three nigt 
Dr 0 ngW:i1 
go to the 'her 
had botl-} gr 
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Medicine at Queen's University. When Dr. 
Dingwall reappeared, he was relaxed and 
laughing heartily with Dr. Fitzgerald apparently 
recalling some prankish university escapade. 
Dr. Dingwall seemed quite oblivious to the fact 
that the immaculate suit he had left Dryden in 
was spotty and wrinkled. 
Sherry was offered to the women, 
somethiñg stronger for the men, and our 
conversation soon became very animated - 
yesterday's thirteen-hour pilgrimage was 
forgotten. The next day, July 1st, was a 
holiday, but still Mr. James detailed eight of the 
mine employees to clear a lot, 100 x 250 feet 
for our tents. The men seemed pleased to be 
helping, they seemed comforted to know they 
could be cared for if they were ill. By noon, the 
flooring was nailed to the logs, the cracks in the 
flooring plastered over and the large tent 
securely fastened down - the hospital tent 
was up. 
Nine other men arrived in the afternoon 
and following the same procedure they 
finished the nurses' tent. We were able to 
move in that mght. The storage tent was ready 
before noon the next day. 
In the meantime, Dr. Dingwall found there 
was no trail to the post office which was 
located some distance from the camp (the mall 
arrived by air every week). With an axe and a 
saw he started to clear a path that the nurses 
could navigate. It was a slow process, the 
brush was thick. 


, 


, 


In the evening Dr. Dingwall told us that the 
history of Red Lake dated back to the 
seventeenth century. He said as he cleared 
the path he thought of those early settlers who 
travelled by dog team on land and by canoe on 
water. What great suffering they had to 
endure. 
After several days, Dr. Dingwall noticed a 
sign nailed to a tree on the trail near our camp 
- "Dingwall Avenue" - his labor had not 
gone unrewarded. 
The next few days were very busy - as 
Papke unpacked the supplies and took them to 
the tents, we put everything in its place. Mr. 
James arranged for the mine carpenter to build 
some shelves and cupboard space for us. 
Almost too soon It was time to leave. Mr 
James asked Captain Oake, pilot of the 'Lark' 
to fly us out. Dr. and Mrs. Dingwall climbed into 
the plane sitting behind the pilot. They had to 
wait for me. As a matter of fact, I had to be lifted 
up. My heart was in my mouth and I was too 
afraid to let go and wave to the nurses I'd 
Left 
on the ground. 


I had been living out of a suitcase for 
thirteen years and I was beginning to think 
seriously of leaving the Red Cross. The life of a 
traveling salesman was no job for an old lady 
of 52. 
I was offered the position of Lady 
Superintendent of Weston Sanitorium caring 
for par :>nts sufferinq from tuberculosis I think 


it was the opportunity to be a Lady, the 
opportunity to settle down and stop rushing all 
around the province that made me decide to 
accept the position. 
I told Dr. Dobbie, the superintendent, that 
I had no experience in the care of tuberculosis 
and he promised to help. 
I discussed the position with MIss Russel, 
the Director of the School of Nursing at the 
University of Toronto. She thought it might be a 
good idea for me to observe the work of some 
American Public Health departments. I was 
granted a scholarship and I left to travel to 
southern Tennessee. 
The scholarship allowed me to travel as I 
wished. To the amazement of my friends, I 
decided to go by bus and return by rail. You 
see I really do enjoy traveling. 
The district I went to was isolated with a 
predominantly colored population. The nurses 
were very friendly and I went on all their rounds 
with them. Tuberculosis ran rampant in the 
community and because of the people's 
attitudes to disease, the nurses seemed to be 
fighting a losing battle. I didn't envy them in 
their work. 
When I told them of the position I was 
accepting, they agreed with me- my situation 
would be very different. 


Weston Sanitorium 
When I returned to Toronto, I moved into 
the nurses' residence at the sanitorium. I had 
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never had suCh an elaborate suite before. My 
hving room was large enough to take all my 
furnolure There were two bedrooms with a 
connel-ling bathroom and at the end of the 
hving room there was a completely equipped 
kitchenette 
It was an apartment designed for a Lady. 
There was only one drawback - the lady had 
no time to enJOY it. 
One of my responsibilities was the 
superv.sion of the nurses I was lucky because 
my staff was made up of nurses I could rely on 
to supervise the wards and to provide quality 
nursing care. 
I was responsible for the feeding of 600 
patients and 200 employees. Each morning 
the Chef came to my office to discuss the daily 
menu and give me the list of supplies he 
needed We both thought that the hospital food 
costs were too high and meat seemed to be 
our greatest problem. The nurses told me the 
patients complained as soon as they received 
their trays. "Stew again! - Stew again!" - or 
mince patties or meat loaf. 
I really wanted to work at correcting this 
situation. so I started by asking the Chef why 
he always ordered carcasses There was so 
much fat and muscle to be discarded and the 
resu" was that only one or two meat portions 
could be roasted. I decided to experiment and 
buy roasts. rolls for bOlhng. bones for soup and 
some lean meat that could be stewed 
The Chef was frightened. He was afraid 
the cost would be high and the doctor (whom 
he thought wonderful) would be put out. 
Nevertheless. I ordered cuts (roasts and rolled 
bOlhng beef) Instead of carcasses for a month. 
When we received the bills at the end of 
the month, we found the cost was no greater 
Better still the patients were satisfied and there 
were no complaints. I noticed the nurses were 
enjoying the change too. The Chef was smihng 
and best of all. Dr. Dobbie approved. 
I think I would have stayed at Weston 
longer If Dr. Dobbie had not decided to leave. 
The doctor who was gOing to succeed him told 
me about the changes he was going to make 
- changes which affected my department and 
for a number of reasons I couldn't accept them. 
The Board wrote me a most complimentary 
note with an enclosure - a $1000 cheque. I 
think I have that letter somewhere . but not 
the cheque. 
My Own Nursing Home 
I had a few days of leisure to settle into my 
new apartment and be with my friends and 
then began to think of the future. 
Sir W
lliam Osler In an address at Johns 
Hopk..5 Unlvel3ity on February 22nd. 1915, 
spoke of the usele[5nes
 of men above sixty 
\ ears of Incalculable benefit it 
cial, pohtlcal and 
matter of course, men 
/u" this statement 
from Anthony 
, suggested It 
chloroform 


all men at age sixty. that got me thinking. 
I certainly did not wish to be chloroformed 
at sixty. I had a thousand dollars to spend and I 
wanted to establish and operate my own 
nursing home. I would be the lady 
superintendent 
I knew the house I wanted to rent. It was 
located on the top of a hill overlooking 
Davenport Road. The house had been vacant 
for a long time and a trust company was trying 
to sell it. I went to them and they told me the 
owner wanted to sell and not rent. I got In touch 
with the owner and arranged to meet him. 
I was at the house before he arrived with 
the keys. The grass was uncut and the 
flowerbeds were full of weeds. Would I ever be 
able to restore the garden? As soon as the 
owner arrived. we went into the house -It was 
absolutely filthy, with cobwebs and crates full 
of rubbish everywhere. 
I told him that I actually knew the house 
very well- friends had owned it at one time. I 
would put eight beds In the large living room. 
four on each side. I would like to have full- 
curtains on rods between each bed. Ifthis was 
not possible. I would have to buy screens. 
We went upstairs. I was planning to put 
four beds in the large room there with curtains 
or screens. There were also two semi-private 
rooms, one small private room and then the 
master bedroom which would be the second 
pnvate room. In this way I could accommodate 
18 patients. 
The owner seemed interested. We then 
went down to the basement. I was anxious to 
see the furnace and the laundry tubs. I told him 
I would have to be assured the furnace and the 
stove were in good working order. After 
looking everything over - electric fixtures. 
sinks, taps. etc. we discussed the situ atlon. 
He told me he had wanted to sell but the 
Trust Company was not able to find a buyer. 
He would rent if the amount agreed upon 
covered the taxes. the mortgage costs and a 
balance for decorating and repairs. He 
suggested a sum which I thought was 
reasonable and so accepted. 
What a spree! I refused to buy anything 
but the best and nothing was to be charged. I 
went to the firms I had dealt with when I 
furnished the Outpost Hospitals. They agreed 
to allow me wholesale prices. Hospital beds, 
mattresses, pillows, bedding, linen. blankets, 
dishes and china. The thousand dollars were 
disappearing rapidly. I had to be careful to 
keep enough in reserve to pay the rent for a 
couple of months until there would be some 
patients. All was in readiness when the first 
patient arrived. 


My First Patient 
A very good friend of mine reserved the 
small private room for her brother. He was my 
first patient and he was to arrive at eight p.m. I 
hired a nurse forthe night. She was a graduate 
of my own training school. He arrived and 
seemed satisfied with the accommodations I 
said goodnight to him and the nurse and I went 


to my room - I was too excited to sleep. 
In the morning I prepared breakfast and 
then called the nurse to take up our patient's 
breakfast tray. I didn't know why but I thought 
she looked rather glum. 
I saw the patient later. He asked me to 
phone his sister - he was leaving. He 
absolutely refused to stay another night in the 
house, the nurse had been impertinent. 
Apparently she had told him to be quiet when 
he called her the night before. The second time 
he called she had slapped him. 
What could I say? I was so sorry, I thought 
she would be satisfactory. His sister came for 
him and they left - so did the nurse. 
I realized my patient was a very sick man 
and perhaps he had been impatient with the 
nur!;:e but I could not. and would not, allow any 
of my nurses to treat a patient unkindly. The 
man died a short time later. I was glad that he 
had not died in my home. 
Other patients arrived. Three graduate 
nurses hving in the district had applied for 
work. I hired them and notified them as 
patients were admitted. The nurses proved to 
be very satisfactory. 
The cook, launderers, and part-time 
handy man lived outside of my Home and 
these employees did not work out as well. The 
munition factories were attracting young 
women and able-bodied men were in the army 
- all in all there were not many people left to 
choose from. 
The cook would come in one day and not 
the next. The woman who did the washing and 
cleaning was most unreliable. I do not know 
how I would have managed If a practical nurse 
had not applied. She soon came to be my right 
hand man. 
Together we managed the washing when 
the launderers did not arrive. She was always 
pleasant to the patients and we became qUite 
fond of one another. 
She told me I was working too hard. I 
knew she was right and my family was very 
worried about me. Finally, my doctor said he 
would not be responsible for what would 
happen if I didn't sell or give the place away 
I was heartbroken. Everything had been 
going so well, the beds were nearly always 
occupied I wasn't making a great profit, but I 
was not in debt. 
One evening the night nurse told me that If 
I was thinking of discontinuing the home (they 
all seemed to think I was done for) she would 
like to take it over. I sold her all my wonderful 
equipment.... everything but the furniture I had 
brought from my home. 
t asked my lawyer to prepare a statement 
for me. He was really upset - why didn't I 
consult him? I had priced things far too low and 
I had made no allowance for the reputation of 
the home. its good name. But nothing 
mattered to me at that point. I just wanted to 
get away. My dream was over. 
I moved into my small apartment In the 
duplex we had built. I did not enjoy resting and 
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relaxing It only served to make me realize to 
what a great extent I had negfer'
d myself. I 
had been too impractical. 
I sat at home and twiddled my thumbs for 
several months, I keptthinking there had to be 
something I could do The longer I sat, the 
more frustrated I became. 
One day I met a friend of mine (a Sick 
Children S HospItal graduate) for tea. She was 
still working and was planning to ask for a 
month's holiday. She had to find someone to 
relieve her. 
"Lilly, would you suggest me? I am so 
anxious to be dOing something. 
Lilly arranged everything with the 
Superintendent of Nurses at Sick Children s 
I was working in the children s dress 
department. Those patients who were well 
enough to get around could come In and 
choose the dress they liked The brighter the 
matenal, the more the children liked it- 
nothing was too gay. 
I loved working with the dear little tots, 
Their faces would glow with pride and their 
eyes would sparkle brightly as we tried the 
dresses on them. I was sorry when the month 
was over. 
I went to the Superintendent s office to tell 
her just how much I had enjoyed the work She 
told me she was planning to have a small room 
set apart as a Private Patients' Waiting Room 
and she needed a Nurse/Receptionist to 
supervIse the area Attending physIcians were 
often very busy men and they were not always 
available in their offices As the receptIonist. I 
would call the pediatriCian and care for the 
baby until he came. I accepted the position and 
staye with the hospital for three years 
One day a woman and her husband 
appeared at the door, she was weeping over a 
frail little babe In her arms. I took the baby from 
her and rang frantically for the doctor. I rang 
and rang but when he came I handed him a 
lifeless little body. The baby had died In my 
arms. I was terribly shaken. I have never 
forgotten that feeling of the child dying so clo::>e 
to me 
The Emergency Department was right 
next to the waiting room When I wasn't too 
busy I would have coffee with the nurses. They 
,
ere all very friendly Before I left they had a 
farewell party and. much to my 
embarrassment. they gave me a lovely little 
gold pin which I value greatly. 


When I cashed my final cheque I had 
been gainfully employed for 47 years. from 
1912 to 1959. I don t think that at 79 years of 
age anyone would question my dec sian to 
retire. 
I began to be plagued by blackouts early 
In 1962. I was repeatedly adm 'fed to the 
hospital for a few days and then discharged 
only to await another attack 
My doctor advised a mo' e 1n'0 a guest 
a,ome where I would not be alone. 
I knew he was right but I did hate parting 
"" Ilh my U-'ngs. some I had brou1h1 from 
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abroad. some from mother's and 
grandmother s home. It's hard to leave things 
that have been with you for so long. 



 


It is nearly midnight November 28, 1972. I 
find myself watching the clock and recalling my 
experiences of the past ninety years. 
The doctor has to!ðme III have to return to 
the hospital sometime soon. I'm wondering 
how I can use the leisure time I will have there? 
How can I use it to ItS best advantage? 
Then I m reminded of a verse In one of 
Oliver Wendell Holmes' poem
 "If I should 
live to be the last leaf on the tree rn the spring 
Let them smile, as I do now. at the old forsaken 
bough, where I cling. 
Mr Holmes you have helped me solve my 
problem 
I wil. wnte of those adventurous ninety 
years so many of them spent nursing, and 
show that true adventure knows no age, era or 
profewion. 
My story WI" be ("_lied Four Score and 
Ten. .., 
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A SCHOOL 
SCREENING 
PROGRAM 
THAT 
WORKS 


Between 1974 and 1976, school nurses in Montreal screened 26,947 
children in grades seven and eight for adolescent idiopathic scoliosis. 
Of these, 4.6% had scoliosis positively diagnosed by radiographic 
examination; 4.5% were idiopathic in nature. The nurses were part of 
the Shriners School Scoliosis Program - a program that has proven to 
be a clinically sound, cost effective way of detecting early scoliosis, 
providing consistent follow-up and treatment and preventing 
progression of the condition. What follows is a description of how 
cooperation and planning among existing health institutions can make 
a preventive program work. 



Jean F. Gurr 


Three years ago, medical consultants at 
the Shriners Hospital for Crippled Children 
and at McGill University along with school 
nurses from the Department of Community 
Health at the Montreal General Hospital got 
together to establish the Shriners School 
Scoliosis Program. The program's 
objective is to demonstrate the clinical 
effectiveness and low cost of an 
organization that focuses on early 
detection of adolescent idiopathic 
scoliosis accompanied by thorough and 
consistent follow-up and treatment. The 
team of health professionals working in the 
program also keeps records of the 
incidence ofthe disease, its natural history 
and from these, seeks to demonstrate how 
follow-up and conservative treatment can 
prevent progression of a curve to 60-, 
thereby decreasing or el iminating the need 
for surgical intervention. 


FIGURE 1 ORGANIZATIONAL STRUCTURE 


MONTREAL GENERAL HOSPITAL 


TEAM 


The program requires a well established 
community health unit with competent nurses 
working in a broad sample of secondary 
schools. This must be complemented by a fully 
equipped medical center with a coordinated 
backup service (medical consultant, nurse, 
secretary, radiographer, and physiotherapist). 
(See figure 1) Adequate transportation from 
the schools to the medical center is also 
important. All of these requirements were 
made available to us in the Montreal area. 
The full cycle of the program consists of 
four phases: 
. inservice education 
. school screening 
. follow-up and treatment 
. documentation and evaluation. 
Implementation of these phases is the 
responsibility ofthe program's coordinator. It is 
her job to coordinate the diverse functions of 
the team (See figure 2). In addition, by 


communicating with the various departments 
at the medical center, she is able to obtain 
cooperation from other members of the team, 
(e.g. radiology, medical records, and 
physiotherapy), cooperation essential for the 
smooth running of the program. 


Inservice education 
Small groups of school nurses chosen by 
the Department of Community Health are 
given inservice education prior to the 
implementation of the scoliosis screening 
program in the schools. The coordinating 
nurse helps to organize and prepare the 
training sessions while the medical consultant 
presents the program and its objectives. The 
training sessions emphasize the importance of 
the nurses' role in the total program and 
demonstrates the screening procedure to be 
used. 


FIGURE 2 COORDINATION CHART 
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As an educator, the school nurse is 
expected to pass on this information to the 
school and the community. She does this 
through conferences with school staff, student 
groups and information letters to parents. 
Obtaining support from the community at an 
early stage is important since the success of 
the program and its follow-up will in large part 
depend on the understanding, cooperation 
and acceptance of the program by these 
people. 


School screening 
There are a number of significant features 
of scoliosis which we used as the medical 
criteria for the development and 
implementation of our School Scoliosis 
Program: 
. Idiopathic scoliosis is structural in nature 
and accounts for 65% of the disease 
incidence. 
. Adolescent idiopathic scoliosis usually 
manifests itself before the final "growth spurt" 
or at the "modesty age," when parents do not 
see their children undressed. 
. Scoliosis curves are classified as 
thoracic, thoracolumbar, lumbar, and double 
major curves. The apex of most thoracic 
curves is to the right and the apex of most 
lumbar curves is to the left. Scoliosis curves 
are further classified as infantile, juvenile, and 
adolescent depending on the age of onset. 
(See figure 3). 


. Rotation of the vertebrae causes a rib 
hump which may be observed clinically. 
. Small curves (under 150) usually remain 
stable with the establishment of skeletal 
maturity. 
. Thoracic Curves of 45 0 or more, and 
lumbar curves of 36' or more, may continue to 
increase at the rate of 1 0 per year, even after 
maturity. This often results in pain, deformity, 
possible diminished cardiac output, and 
diminished pulmonary reserve. 
. Idiopathic scoliosis tends to be a familial 
condition. 
. Treatment using a brace is prescribed for 
curves between 20 0 and 30 0 where there are 
definite signs of progression and skeletal 
immaturity. For curves over 30 0 where 
skeletal immaturity exists, treatment is 
prescribed without waiting for progression. 
Other data such as age, height, family history, 
radiological measurement of ossification of the 
iliac apophysis, vertebral rotation, and tt1e 
onset of the menarche help to determine the 
progression potential of each child. 
. A structural curve measuring 6 0 or more 
by the Cobb method was used as the criteria 
for diagnosing idiopathic scoliosis. 
Using this medical criteria, the most 
productive and safe age level for screening is 
with 12 or 13-year-olds, usually grade seven or 
eight. (The productivity rate of a trial screening 
at the grade six level was found to be low). 


FIGURE 3 


Classification of Scoliosis 


Primary screening is carried out by the 
school nurse in the school. The technique is 
simple and takes only a minute. The child 
undresses to the waist and stands in front 0 
the nurse. The nurse makes her first 
observation from the back noting any 
asymmetry of the torso such as shoulder, hip, 
or scapula levels. With scoliosis the shoulder 
and scapula on the convex side of the curVE 
tend to be higher. Likewise, the hip on the 
opposite side of the curve may be more 
prominent at the waist. As well, the arm on thl 
convex side of the curve will be closer to the 
body. Keeping in mind that the apex of mos 
thoracic curves is to the right and most lumba 
curves to the left, it is sometimes possible tl 
see the actual deviation of the spine (See 
figure 4). 
The nurse then asks the child to bend 
forward from the waist with feet together, 
knees straight, head and arms falling freely, 
and hands clasped together. Keeping her eye' 
level with the child's back, she looks for an} 
difference in elevation of the rib cage (See 
figure 5). This "hump" on the convex side 0 
the curve is the most indicative sign of a 
possible scoliosis, and is due to rotation of thl 
vertebral bodies toward the concavity of the 
curve (See figure 6). 
All clinical observations are recorded b
 
the nurse. Among the children screened, a 
number will be observed to have only a 
suspicion of abnormality. The nurse must USE 


FIGURE 4 
CLINICAL CHARACTERISTICS 


NON-STRUCTURAL SCOLIOSIS: a curve with no fixed rotary components and 
totally correctable by bending to the convex side, by lying down or by 
traction. The causes are poor posture, a leg length discrepancy, inflammation or 
hysteria. 


STRUCTURAL SCOLIOSIS: a curve with fixed vertebral and rib rotation 


1. Idiopathic: about 65% 
(a) infantile - 0-3 years 
(b) juvenile - 4-10 years 
(c) adolescent - 10-maturity 
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2. Congenital: about 15% 
Vertebral anomalies, ego myelomeningocele, wedged vertebrae, 
Extravertebral anomalies - hem i-vertebrae, fused ribs 
3. Neuromuscular: about 10% 
(a) Neuropathic - ego cerebral palsy, poliomyelitis. neurofibromatosis 
(b) Myopathic - ego muscular dystrophy 
4. Mesenchymal Disorders - ego Marfan's syndrome, Scheuermann's 
disease 
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her judgment In such Instances, and maintain a 
file on these children for follow-up within the 
school year. We feel that it is unwise to load the 
referral lists with large numbers of suspicious 
cases which tax the medical center facilities 
and do not benefit the child. Nonetheless, the 
nurse has a professional responsibility to 
provide for follow-up services if she still 
suspects an abnormality during later 
observation. 
Upon completion of a school screening, 
the nurse summarizes her findings and then 
contacts the parents of all children she feels 
should be seen by the medical consultant. This 
is normally done by telephone. She reassures 
the parents. and answers all questions about 
the disease, follow-up and treatment. The 
parents are asked to sign a consent for 
radiological examination and are invited to 
accompany the child to a secondary screening 
clinic. 


Follow-up and treatment 
The subsequent phase of the program is 
carried out at the medical center and consists 
of three types of clinics: 
1. Secondary screening clinic 
2. Regular follow-up clinic 
3. Brace clinic 


1. Secondary screening clinic 
Secondary screening is carried out by the 
medical consultant. The program coordinator 
arranges for a bus to transport the children, 
school nurse and interested parents to the 
medical center for this clinic. The school nurse 
participates in the secondary screening and is 
therefore able to evaluate her own visual 
screening ability. Age. height, weight, arm 
spans, and menses onset are documented. 


FIGURE 7 
PARENT PARTICIPATION 


Family history is recorded along with other 
clinical diagnostic observations. Radiological 
examination, usually an A-P erect spine, is 
made at the discretion of the medical 
consultant. Using the X-ray, curves are 
measured using the Cobb method. Rotation of 
the curve is also measured and skeletal 
maturation is determined by using the Risser 
method to measure iliac cresting. 
The children see the X-rays and for the 
first time discuss their curve with the medical 
consultant and the nurse. They are 
encouraged to take a positive view of the 
diagnosis and in particular, to assume some of 
the responsibility for follow-up and treatment 
by remembering to keep further appointments. 
Parents who have not accompanied their child 
to the medical center receive a letter from the 
coordinating nurse outlining the result of the 
examination. 


2. Regular follow-up clinic 
When the diagnosis indicates a need for 
follow-up treatment, the parents are once 
again encouraged to attend the clinic with their 
child (See figure 7); the coordinator schedules 
the clinic and advises them of the date and 
time. Together, the parents and the child are 
shown the X-rays and the medical consultant 
discusses and clarifies the implications of the 
diagnosis with them (See figure 8). 
Further clinic visits are requested by the 
medical consultant for those children whose 
curves have not yet stabilized. These 
follow-up visits are considered a vital part of 
the overall program. The coordinating nurse 
ensures that follow-up is carried to completion 
by tracking down children who miss clinics and 
rescheduling their clinic appointments. 


FIGURE 5 
SCREENING FOR RIB HUMP 
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FIGURE 6 
A MINIMAL CLINICAL RIB HUMP 
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FIGURE 8 
IMPLICATIONS OF DIAGNOSIS 
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3. Brace clmic 
Progressive thoracic curves and 
thoracolumbar curves are treated with a 
Milwaukee brace (See figure 9) while a 
lumbar curve is treated with a McEwan 
(molded) jacket (See figure 10). They must be 
worn 23 hours a day until skeletal maturity 
develops. These braces as well as others such 
as the Boston Orthosis act as holding devices 
to arrest the progression of the curve. 
Although body braces rarely reduce the size of 
a curve, these orthoses when accompanied by 
physiotherapy have had highly effective 
results. Today the only acceptable treatment 
for idiopathic scoliosis begins with the early 
detection of the curve followed by prevention 
of progression using these orthoses. 
When a curve has progressed to a stage 
requiring conservative treatment, the medical 
consultant immediately talks this over with the 
parents and child. Whether the child accepts 
or rejects the brace depends largely on how 
much support he will receive from his parents. 
In turn, their support depends on how well they 
understand their child's problem. Both the 
parents and the child need a full explanation by 
the medical team of the treatment and its 
outcome . 
All children undergoing treatment return 
to a Brace Clinic every three months. This 
gives the medical consultant the opportunity to 
check that treatment is progressing as 
planned. Additional X-rays are taken every six 
months to establish the status of the curve and 
iliac excursion (an indication of skeletal 
maturity). At each visit an orthotist checks the 
brace for comfort and fit and provides his 
expertise for brace adjustments. As well, the 
children visit the physiotherapist who outlines 
and supervises a regime of exercises. At 
subsequent visits, the importance of activity 
and the maintenance of good muscle tone is 
reinforced. 
Brace clinics are organized so that all 
children undergoing treatment meet each 
other. The nurse's role during this phase is to 
help the children solve personal problems 
associated with bracing. Loss of self-image, 
dependency, frustration, difficult adjustment to 
lifestyle, and changing relationships with 
parents and peers are all conditions which can 
occur. The nurse is also a source of guidance 
for physical problems involving skin care and 
personal hygiene. 
During our two years of operation, 
participation in the clinics have given the 
medical team a chance to observe how 
children and their parents react to scoliosis 
and its treatment. Generally, these 
observations have been confirmed in the 
ïer u .ro c; who have studied 
ad u g conservative 
tr{.
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between these needs. Children frequently 
come to the clinics by themselves and display 
feelings of apprehension or indifference. 
Because the coordinating nurse and the 
medical consultant recognize these feelings, 
they encourage the children to take a positive 
outlook by talking with them in a friendly and 
supportive way. As much as possible, they are 
encouraged to recognize that they are not ill 
and are to remain active. 
The decision to use a brace is always 
upsetting for the parents and the child; most 


FIGURE 9 
MILWAUKEE BRACE 
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FIGURE 10 
MOLDED JACKET 
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parents express feelings of guilt and the child a 
sense of despair. We have found that young 
people either fully accept the prescribed 
treatment, adopt a mature outlook and 
maintain their self-respect, or they reject it 
completely. At this early stage, good 
communication skills are required by the 
medical team. Children and their parents need 
to know that they can talk about their feelings 
with the staff. At our clinic, many children 
seeking support and reassurance phone the 
nursing coordinator "just to talk." 
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Evaluation and documentation 
At the end of the school screening 
program. the school nurse documents her 
yearly statistics. From these, she is able to 
evaluate her screening proficiency. 
Data from a sample of 20 schools, chosen 
at random from the program in 1975-76, 
showed that the school nurses had an average 
screening productivity of 86%. Of the 3.481 
children screened, 352 were referred for 
secondary screening at the medical center, 
and 65 others selected private referral. Of 
those referred to the center, 58 had a 
suspicion of scoliosis, 149 had curves 
measuring 5"-10 , and 89 had curves 
measuring over 10<. Five of the 89 are now 
being treated with braces. Eight had diagnosis 
other than scoliosis, such as leg length 
discrepancy and SCheuermann's disease 
(kyphosis). Forty-eight did not require 
follow-up. 
Screening proficiency was a large factor 
in one nurse's ability to observe a child with a 
rib hump, an indication of a possible early case 
of idiopathic scoliosis. Radiographically, the 
curve was minimal, yet, it progressed rapidly 
into the treatable range. 
Once the school nurses have 
documented their statistics, these are 
collected by the nursing coordinator of the 
program and the secretarial staff who then 
prepare yearly statistics. Medical records are 
kept for each child using a key sort card. 
Information from progress notes that includes 
data such as family history, curve 
classification, rib hump, rotation, cresting, 
menses onset, other orthopedic problems and 
prescribed treatment are noted on the card. 
These cards are updated after each clinic visit. 
A cost analysis was prepared by the 
coordinator based on data from a 5ample of 
400 school children. This exercise compared 
the cost of screening and conservative 
treatment against the potential cost of surgical 
treatment. Because of our strict criteria for 
conservative treatment, we assumed that 
most progressive non-treated scoliosis would 
ultimately require surgical intervention. The 
total cost of all phases of the screening 
program for the 400 children was 
approximately $1,700. For the same group of 
chìldren, a 2. 75 per thousand surgical rate was 
calculated to cost some $11,000. 


Results 
From the records covering the two-year 
period (1974-1976), in which 26,947 children 
were screened under this program, the 
following summary of major medical statistics 
has been prepared: 
. 4.6%ofthe 26.947 children screened had 
scoliosis; 4.5% were idiopathic, positively 
diagnosed by X-ray as structural curves and 
over 6-. There was a 2% incidence of 
idiopathic scoliosis with curves greater than 
10' . 
. The female to male ratio of scoliosis was 
1.25 to 1, female predominant. 


A HAPPY SECURE ATMOSPHERE IS SOMETHING 
THE MEDICAL CENTER CREATES 
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. In curves that were 21 or more. girls 
predominated by 5.4 to 1. Over a 24-month 
period, 2.75 students per thousand screened 
were treated with braces. 
. In the first year (1974-75) of our program, 
it was estimated that the provincial health 
expenditure was reduced by some $347,000 
for the 14,902 children screened. The 
aggregate return to the province included this 
reduction in expenditure plus the elimination of 
extensive shadow costs (e.g. welfare. tax loss, 
productivity, workmen's compensation, etc.). 
. Over the two-year period. only four of the 
75 children who had braces prescribed 
refused treatment. 


Conclusion 
School screening programs, such as the 
Shriners, are one means of applying the 
concept of prevention to health care. Mass 
screening by a school nurse who provides 
early and accurate clinical observations is a 
highly effective way of detecting adolescent 
idiopathic scoliosis in a significant number of 
children. Medical statistics confirm that the 
program's performance is consistent with 
current medical data, and is capable of 
providing new findings. 
Because many health professionals are 
working together, both the physical and the 
emotional needs of the child and his family can 
be recognized and met. The use of existing 
facilities and institutions permits provincial and 
medical services to realize significant cost 
reductions over the long term. '" 
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OCCUPATION AND CAREER 
PERCEPTIONS OF NURSING STUDENTS 
IN NEW BRUNSWICK. 


What reasons prompt young people today to choose nursing as their career? Are 
they influenced by the idea of working as part of a highly professional team in the health care 
system? Or are they, still, like many generations of nurses before them, attracted to the ideal 
of service to others? If you think the old argument of professionalism versus humanitaria- 
nism is dead - read on. Not only is it alive and well in New Brunswick, it is also being 
reinforced by the very teaching institutions that educate our nurses. 


Donald J. Loree 
Irene Leckie 


The choice of an occupation or career is one of 
the most important decisions any individual 
makes in the course of his or her life. 
In selecting a career, several important 
factors are involved. First. young people must 
understand their own life situation and the 
career chances that are possible for them. 
Second, they must have some knowledge of 
what the career they choose involves, and 
what the practitioners in this profession do. 
, ThIrd, they must decide by what avenue they 
I will enter their chosen career. 
The prospective nurse in New Brunswick 
is confronted with two avenues of entry into the 
field. She can enter a Baccalaureate program 
in a university, or she can enter a Diploma 
program in an educational institution other 
than a university. 
We recently undertook a study of the 
occupational and career perspectives of 
nursing students in New Brunswick. What 
struck us particularly about the findings of this 
study is that the choice of either the 
Baccalaureate or the Diploma program 
appears to be based on differing perceptions 
of the role of the nurse in today's society. In 
other words, the way the potential nurse 
defines her future role, whether she sees the 
nurse as a professional member of a 
professional team or whether she sees the 
nurse primarily in a humanitarian role, will 
affect her choice of which institution to enter. 


The sample 
Our questionnaire was administered to all 
students enrolled in schools of nursing in New 
Brunswick in the Fall of 1976, including 


Baccalaureate programs at the Universite de 
Moncton and the University of New Brunswick 
as well as five independent Diploma schools. 
The questionnaire was prepared in both 
French and English and distributed according 
to the language or languages of instruction at 
each institution. Two pre-tests provided 
valuable guidance in constructing the 
questionnaire and allowed us to eliminate 
some problems and also to pre-code answers 
to the majority of questions. This was 
important to achieve comparability between 
the English and French versions. 


Demographic factors 
A total of 715 nursing students (80.6 percent) 
completed and returned the questionnaire. 
More than half (60.8 percent) of these were 
enrolled in Diploma programs. 
The remaining 39.2 percent (280 
students) were enrolled in Basic 
Baccalaureate programs. Analysis of the 
information provided by these students 
indicated that: 
. 98.5 percent were female 
. 59.6 percent considered English their 
mother tongue" 
. 95 percent were between the ages of 15 
and 24 and 60 percent were between the ages 
of 15 and 19 
. 51.5 percent came from farms or small 
towns with populations of less than 5000 
persons. 


More about our respondents 
When we looked at the answers to questions 
we had asked about the occupations and 


educational attainments of their parents as 
well as income of the family head,' we found 
an apparent relationship between these three 
major socioeconomic variables and the 
program that the students were in. 
Socioeconomic levels of parents of 
Baccalaureate students were consistently 
higher for all three variables than parents of 
Diploma students. a fact which can be related, 
at least in part, to the reported differences in 
time and cost between the two programs. 
It is interesting to note, too, that for a large 
percentage of students the reported education 
level of the mothers is considerably higher 
than that of the fathers. This reflects the 
relatively high proportion of our respondents 
whose mothers were either teachers or 
nurses. 
We wanted to know what other factors 
might have influenced these students in their 
decision to enter nursing, so we asked several 
additional questions. In their responses the 
students indicated that: 
. Almost three-quarters (73.7 percent of 
Diploma students and 74.6 percent of 
Baccalaureate students) had at least one 
relative in nursing, medicine or a related 
occupation. 2 
. About one fifth of the res r 
n 2q 
percent of Baccalaureate ud 
percent of Diploma stu 
parents, friends or te 
instance, followed I'" 


. More details car' 
article is based 
University of Ne 
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care workers. had been most influential in 
directing them into nursing programs. 
. A small but not insignificant number of 
students (6.4 percent) indicated that media 
influences were primary. 
. Almost exactly half of the students (50.1 
percent) reported that they chose nursing 
because of the opportunity it offered to serve 
others. 
Although we found a definite correlation 
between the various socioeconomic variables 
that we examined and the program that the 
student enrolled in, these variables had little 
impact on whether the student indicated either 
a professional or humanitarian orientation. 


Humanitarian versus Professional 
The debate on the humanitarian versus 
the professional aspects of nUrsing is an 
ongoing one. 
However, even a quick scanning of recent 
newspaper headlines on the subject of 
abortion or nurses' strikes will make it clear 
that, to the general public at least. the 
traditional image of the nurse as a caring 
person ministering to human suffering is still 
very real and very desirable. 
If these kinds of concepts are present in 
the mind ofthe pu blic at large, they cannot help 
but have an effect on the perceptions and 
decisions of those entering or considering 
entering nursing. While roles are primarily 
learned during the educational and socializing 
processes found in both the Baccalaureate 
and the Diploma programs, some awareness 
of the differences between the two will 
certainly be apparent to the observer. The 
potential nurse is an observer, and a very 
interested one, if she is considering entering 
the profession. She sees not only the different 
types of nursing education open to her, but 
also the different ways nurses approach their 
work in different settings. The choice she 
makes will be influenced by her observations, 
socioeconomic factors and her perceptions of 
the nursing profession and nursing roles as 
being predominantly humanitarian or 
professional. 
Several writers have attempted to identify 
and classify the role of the nurse vis-a-vis the 
other related roles in the health field. In a 
study of nursing in Jamaica, Dorian PowelP 
identifies the two major images of the nurse 
held by the public in general and by those 
entering nursing; the traditional one stressing 
"humanitarian attributes," and the 
professional image stressing a more 
"technical" orientation. 
Johnson and Martin 4 put forward the 
t èditia Id! . It:
 pomt of role differentiation in 
the ire .tu oral ",ett .,g. They argue that in the 
hosp al a 'VI!. on at ,abor exists in which 
ir umpI' al and ex
 'sive functions are not 
part . _tpd in e..,Jally :Jrse and doctor 
The dO{ ,r'- role IS prIma ily that of the 
d tached pr0fess'Dnc>I and nurse's more 
xprr- . e and human ariar orientation. 


Ideally the role of the nurse would integrate 
some of the professional aspects so as not to 
upset optimum 'team' effort." 
Nurses do, and are expected to. perform a 
variety of different functions in their activities. 
In the same way, nurses in different areas of a 
profession or institution will be expected to 
function in a different way from others in other 
areas. 
In a similar vein, Corwin 5 notes that 
differing conceptions of nursing were found to 
be related to the nature of organizational goals 
and occupational settings. The three he noted 
were: the employee (basically the 
bureaucratic role), the independent 
professional, and the public servant in a 
humanitarian context. Corwin stresses the first 
two, apparently due to a concern with the 
administrative-bureaucratic and professional 
aspects of the hospital and its internal 
occupational relationships. _ 
Although he refers to Diploma schools 
that function as part of a hospital (no longer the 
case in New Brunswick), Corwin does stress 
the differences in the orientation of the two 
programs. The Diploma program, he argues, 
is more bureaucratically oriented and the 
Baccalaureate more professionally oriented. 


The New Brunswick Study 
For the purposes of our study in New 
Brunswick. we delineated these two broad 
views commonly held of nurses: 
1) the humanitarian concept, based on the 
traditional, stereotyped image of nurses, and 
2) the concept of the nurse as an objective, 
rather detached, professional functioning as 
part of the health care system. Both of these 
images of the role of the nurse are predicated 
on different conceptions of the nurse-doctor 
relationship and the nurse-patient 
relationship. Each assumes an equal level of 
competence in technical nursing skills, 
although in each case the stress may be upon 
different skills. While elements of both 
orientations are probably a part of the general 
conceptualization of nursing, one image or the 
other will likely predominate and be more 
influential in determining attitudes and 
behavior in the individual entering nursing, and 
especially her choice of Baccalaureate or 
Diploma education. 


Why Nursing? Image and Orientation 
Two questions were of crucial concern in 
this study. First, why had the respondents 
selected nursing as a career, or, to be more 
specific, what facets of nursing had been 
instrumental or influential in their decision to 
become nurses. Second, were the reasons 
cited by the students in any way related to the 
school enrolled in? In this, we operated on the 
assumption that Baccalaureate and Diploma 
programs differed in their orientation and that 
this distinction would be reasonably well 
known by prospective applicants. 6 
Respondents to our questionnaire were 


asked to select from a list of possible choices 
and rank in order of importance those 
statements that most closely corresponded 
with their own reasons for selecting nursing as 
a career. The responses were divided into two 
general categories: those that indicated a 
more professional conception of nursing and 
those that illustrated a mOre traditional, 
humanitarian image of the nurse and nursing. 
The former included items such as "the image 
of the nurse as a medical professional 
appealed to me" and the latter statements 
such as "I wanted to help others, especially the 
sick and helpless." 
The responses are interesting in light of 
current debates, trends and changes in the 
role of nursing and nursing education. Almost 
two-thirds (63.2 percent) of the students 
selected one of the humanitarian responses 
as being most important in their career choice 
decision. Just over a third (34.7 percent) cited 
one of the professional reasons first. A 
significantly higher proportion of 
Baccalaureate students than Diploma 
students (41 percent as opposed to 30.8 
percent) cited a professional reason as being 
most important in their decision to become a 
nurse. 
Although the differences between the two 
grou ps of students were mini mal at the level of 
their third choice, these findings do indicate a 
somewhat greater tendency for those entering 
Baccalaureate programs to do so because of a 
professional rather than humanitarian concept 
of nursing and the nurses' role. Diploma 
students, on the other hand tended to have 
been much more influenced by the 
humanitarian aspects of nursing as indicated 
by the fact that two thirds (67.4 percent) of 
them cited a humanitarian reason as being 
most important as opposed to just 56.8 
percent of the Baccalaureate students. 
In other words, these findings indicate 
that while humanitarian perspectives were 
found to be held by a majority of students In 
both programs, a greater proportion of 
students entering the Baccalaureate program 
are oriented towards and hold a more 
professional conception of nursing than those 
entering Diploma programs. What the data 
also indicate is that Baccalaureate schools 
are considered to be more professional in 
orientation than Diploma schools. 


Career perceptions 
If these differences are important, one 
would expect to find that the expectations anc' 
hopes of the Baccalaureate and Diploma I 
students about their future career in nursing I 
would also differ in similar respects. This 
expectation was indeed supported to a 
considerable degree by the responses to othe 
items on our questionnaire. 
Students were asked to indicate what 
nursing positions they expected to obtain or 1 
graduation and what positions they ultlmatel'; 
hoped to attain. Far fewer Baccalaureate I 
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students expected to start in that most 
traditional beginning position - staff nurse. 
Even fewer, when compared to Diploma 
students, expected to remain there. The major 
steps of expected mobility within the 
profession, as seen by Baccalaureate 
respondents, were in those areas that could be 
defined as having a more "professional"' 
connotation: head nurse, supervisor, 
instructor or administrator. Very few Diploma 
students expected to achieve these positions. 
Among the Diploma students, the main area of 
mobility was in the "special area" category, 
followed by "community". 
Ourfigures lend supportto the contention 
that students entering Baccalaureate 
programs do so with somewhat different 
expectations oftheir nursing career than those 
entering Diploma programs '" expectations Donald Loree, (B.A., M.A., McMaster 
reinforced by the programs themselves. If the University, Hamilton; Ph.D., The University of 
career possibilities are seen in terms of Alberta, Edmonton) is assistant professor of 
"professional" versus traditional"humanitarian" sociology at the University of New Brunswick. 
categories, the expected and anticipated Irene Leckie, (R.N., Provincial Mental 
career patterns of Baccalaureate students Hospital, Ponoka, Alberta; B.Sc.N., The 
show a marked tendency towards the former University of Alberta, Edmonton; M.Sc.N., 
and those of Diploma students towards the Wayne State University, Detroit), is professor 
latter. In each case, the responses probably and assistant dean of nursing atthe University 
reflect a realistic interpretation of the career of New Brunswick. 
patterns available or apparent to those with 
Baccalaureate degrees and to those with 
Diplomas in nursing. Part of this is certainly 
due to the nursing education and socialization 
processes expenenced in the two types of 
programs. However, part must also be 
attributed to a degree of common awareness 
of the realities of career patterns within the 
nursing profession, by nurses, students and 
the public at large. 


Summary and conclusion 
Our data strongly suggest that 
prospective nursing students perceive 
Diploma and Baccalaureate programs 
differently. 
Service to others and an overall 
humanitarian perspective was indicated by a 
majority of students surveyed but there were 
also many who expressed a professional 
orientation towards nursing. A significantly 
greater proportion of Baccalaureate students 
than Diploma students were among the latter 
group. The most likely explanation of this lies 
in the differing images and role models 
presented by the two types of programs and 
their graduates. 
The relationship between program and 
orientation towards the nursing profession 
was given additional support by data which 
indicated that Baccalaureate and Diploma 
students also perceived their future career in 
nursing, their nursing role, rather differently. 
Occupational and career goals and 
expectation patterns, both short and long term, 
reflected recognition by students of the 
relationship between their preparation and 
career possibilities. Although this is 
undoubtedly due in part to the socialization 


experiences, formal and informal, of the 
nursing education process. it must also be 
partly dependent upon the images of nurses 
and nursing, that the student held prior to 
enrolling in a particular program. These 
images have. as shown previously, 
considerable impact upon the type of program 
selected by the individual. 
As the nurse's role changes we would 
expect to see alterations in images and 
orientation of the profession held by both 
nurses and the general community. 
The specific direction which will 
predom inate, wi II depend very much upon the 
type of changes which occur in the nursing role 
and relationship with other health 
professionals. oIj, 
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Catching a plane to go to work is all part of the job for the 
occupational health nurses who work at the Wollaston Lake 
Uranium mine, 446 air miles northeast of Saskatoon. 
Working stretches of eleven hours a day (or more) for seven 
days at a time provides the nurses with busy, exciting and 
unpredictable schedules. Author Janet Mcivor, a nurse who 
worked in this setting, shares some of her experiences with us. 


Janet McIvor The Wollaston lake open pit uranium mine, 
operated by Gulf Minerals Canada limited, is 
typical of what is happening in 
Saskatchewan's mineral rich north. Along with 
local workers from nearby Black lake, Fond 
du lac and Stony Rapids, the company 
employs workers from the areas around 
Uranium City, Prince Albert and Saskatoon 
and flies them to the mine site on four weekly 
chartered flights. 
All 250 or so employees (including the 
nurses) work an eleven-hour day, for seven 
days and then are flown back to their homes 
for seven days off. The work force is housed in 
trailers while at the mine site since there is no 
town nearby. 


Team approach 
Since the first days of the mine's 
operation, there has been an occupational 
health teaPl to serve the health needs of the 
workers. The team, whose members alternate 
week to week, consists of a nurse, a radiation 
technician, a safety officer, and company 
physicians in Uranium City, Prince Albert, and 
Saskatoon who can be contacted by 
telephone at any time. Work shifts overlap to 
ensure continuity and ongoing communication 
about health matters. 
The company physician from Saskatoon 
goes to the mine site biannually to do complete 
physical examinations. The nurse takes 
venous blood samples which are sent to 
Saskatoon for hematology, biochemistry and 
other tests as prescribed by the physician. 
The safety officer is responsible for mill 
and mine site safety inspections. There is 
on-going communication between him and the 
nurse regarding observations they have made 
on "formal" and "informal" tours. 


The radiation technician monitors 
radiation levels by taking air and dust samples. 
These levels are calculated and given to the 
nurse who charts and calculates cumulative 
working levels for each individual employee. If 
an employee's radiation working level is found 
to be nearing a maximum level, the nurse 
alerts the safety officer, and the worker is 
pulled from the area until it is safe for him to 
return. 


A working day 
The nurse's day starts at seven a.m. and 
usually ends at seven p.m. although she IS on 
24-hour-call for the seven days at site. After 
seven p.m., supervisors who have first aid 
certificates attend to minor cuts and abrasions, 
but the nurse is always on call and available by 
telephone or two-way radio. 
Nursing in this occupational health setting 
is varied, interesting and unpredictable so 
there is really no such thing as a typical work 
day. However, there are the more routine 
tasks to be done: treating frequent ailments 
such as colds, gastrointestinal disturbances 
and minor cuts; preparing the daily report 
which lists information about the health status 
of ill workers; and taking preventive health 
measures including audiograms, and urine 
collection for fluorometric analysis, a test for 
uranium in the system. These urine samples 
are collected monthly from all the employees. 
The nurse tests the urine for protein with a dip 
stick and after recording the results, splits and 
tags all urine specimens with a sample number 
before packing them for air shipment. The 
samples are then sent to Mississauga, 
Ontario, Pittsburgh, PA., and a laboratory at 
the mine site for fluorometric analysis. 
As often as possible the nurse goes on 
"mill rounds". These prove interesting to say 
the least and provide a good opportunity to do 
informal teaching over a cup of coffee with the 
"guys" regarding radiation levels, safe 
working habits, etc. Besides the teaching 
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aspects, this is a good time to watch for safety 
hazards such as oily. greasy rags left lying 
around, slippery floors and catwalks, 
improperly blocked equipment in the garage, 
improper use of respirators and disposable 
clothing. The nurse can then pass on these 
observations to the safety officer. 
If a worker requires emergency care such 
as suturing, this is done by the nurse on site. 
Employees who are sick in bed are visited at 
least twice daily by the nurse and, if necessary, 
the physician can be consulted by telephone 
for medication orders. Medication supplies are 
kept in the health center and an ambulance is 
always available. If an employee should need 
further medical attention on days when there is 
no charter flight, a plane is called to come to 
the site and fly the worker to the nearest 
hospital. When a plane is required after 
sundown, flares have to be placed on the 
gravel runway since there are no runway 
lights. 


Cancer link 
Perhaps the nurse's most important 
function is to keep a close watch on the length 
of time workers are exposed to radon gas and 
radon daughters, the by-products of the mining 
and milling process. These by-products are 
odorless, colorless, and tasteless and can be 
hazardous to the health if proper preventive 
measures such as hand washing. proper use 
of respirators in designated areas, proper use 
of disposable clothing, and limiting of 
exposure times are not carefully observed. 
Evidence has been put forward linking 
lung cancer with these by-products so work 
areas are monitored very closely and 
employee education stressing preventive 
I'r . . im ortant. 


Counseling 
""
 ta" u a large part of the 
ur ] y T ,.. C ; 0 n r:a e beyond health 
.,d eq lendy we "er isit the nurse to 
lems rE.. .' j to c 'paration from 
,:m day
 and a
 0 ated worries 
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M Ivor and Safety 
Nurse, Janet . c h cking extraction 
OffIcer, L Bla/(, c e 
levels in control room. 


regarding the wife's ability to cope with family 
and financial responsibilities during this time. 
Other problems discussed include job 
stresses, alcoholism, and financial 
responsibilities. 
On one occasion it was necessary to dust 
off an obstetrics text to help allay the anxieties 
of an expectant father. Referrals are made to 
family physicians and/or community agencies 
as necessary. 
To help keep the nurses up-to-date, 
company-sponsored continuing education 
such as courses in audiometries, radiation and 
alcoholism are available. The nurses will also 
have a hand in instructing courses in radiation 
safety and first aid. 
Nursing at a mine site in the North is 
certainly not for everyone, especially those 
who prefer a more conventional lifestyle. 
During her time at the site, the nurse must be 
prepared for the unexpected - everything 
from jumping in a helicopter to attend an 
injured man in a bush camp, to keeping an eye 
on a hUl1gry bear that stays under her trailer in 
the pre-blueberry season. 
But in spite of the frustrations, this is one 
area in which nursing is playing a unique and 
vital role. Much has been done and much more 
wi II be done to ensure the health and welfare of 
the workers in this northerly region. ... 


Janet Mcivor is a graduate of Lethbridge 
Community College, Lethbridge, Alberta. She 
has worked in geriatrics and rehabilitation 
and has been a staff nurse in a ten-bed acute 
care hospital at Lafleche, Saskatchewan. At 
the time of writing this article she was 
employed by Gulf Minerals Canada Umited, 
Wollaston Lake, Saskatchewan. Currently' 
she is employed as Clinical Instructor for 
Jubilee Residences Umited, Saskatoon, 
Saskatchewan. 
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Clinical Wordsearch no. 9 


This is another in a contmuing series of clinical 
wordsearch puzzles relating to different areas of 
nursing, by Mary Elizabeth Bawden (R.N., 
B.Sc.N.) who presently works as Team Leader 
in the Rheumatic Diseases Unit, University 
Hospital, London, Ontario. 


Solve the clues. The bracketed number 
indicates the number of letters in the word or 
words in the answer. Then find the words in the 
accompanymg puzzle. The words are in aI/ 
directions - vertical/y, horizontally, diagonally, 
and backwards. Circle the letters of each word 


found. The letters are ohen used more than once 
so do not obliterate them. Look for the longest 
words first. When you find all the words the 
letters remaining unscramble to form a hidden 
answer. This month's hidden answer has fIve 
words (Answers page 48). 


S 
I 
V 
A I NDHTAEHSN I 
RMESUCONCUSS 
G 0 R S K R LAC S EYE E I 
A N V ESP A L V P R R Y T N L 0 
I OECNAE LA I U I AUUMS 
NTMSO I GUHNZNSKSAR 
E U 0 BPS N D U A I G S L S R E 
HATARA I EHLEOAUEGM 
TSANDHNMECSMRACO I 
STMIAPEVOODVABI LE 
AURAEAMMSRGEUTNEH 
V PER H E A C K D L LEO 0 Y Z 
MOD B D X ELF E R I X U L M L 
FRO N TAL LOB E A F S CPA 


P I 
U H 
C B 


1 Among other things, it keeps the ears 
apart. (4) 
2 Pertaining to the outer covering of the brain 
and spinal cord. (9) 
3 That part of the central nervous system 
extending from the foramen magnum to the 
level of the third lumbar vertebra. (6, 4) 
4 Loss of the ability to move parts of the 
body. (9) 
5 Junction between two neurons where 
transmission of nerve impulses takes 
place. (7) 
6 Long outgrowth of the body of a nerve cell 
which conducts Impulses from the body 
toward the next neuron. (4) 
7 Involuntary and irregular movements seen in 
nervous diseases such as Huntington's. (6) 
8 Destroying the myelin sheath of nerves. (13) 
9 The cutaneous area developed from a single 
embryonic somite and receiving the greater 
part of its innervation from a single spinal 
nerve. (9) 
10 A localized infection producing senous 
neurological effects. (5, 7) 
11 Bony brain case. (5) 
12 An extravasation of blood beneath the dura 
mater. (8, 9) 


NAB 
E R P 
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13 Amyotropic lateral sclerosis. (3) 
14 Disease characterized by presence of 
fluid-filled cavities in the substance of the 
spinal cord with destruction of nerve 
tissues. (13) 
15 COl"genitaJ defect in the vertebra of the spinal 
column. (5, 6) 
16 Pertaining to spasms charactenzed by 
alternating contractions and relaxations of 
muscles. (6) 
17 An X-ray procedure in which radio-opaque 
dye is injected into the subarachnoid space of 
the spinal column. (9) 
18 Chronic disease characterized by muscle 
weakness probably due to a chemical defect 
at the myoneural junction. (10, 6) 
19 Results from banging your head against a 
brick wall. (10) 
20 Often brought Julius Caesar down to 
earth. (8) 
21 Part of the hind brain. (7) 
22 Sounds like figures In a chess game. (4) 
23 A form of pre-senile dementia. (9) 
24 Substance around nerve fibres such as 
axons, which speeds the transmission of 
impulses. (6, 6) 


C 
T 


25 Disease caused by the chicken pox virus and 
characterized by vesicular eruption along the 
distribution of a sensory nerve. (6. 6) 
26 An automatic response to a given 
stimulus. (6) 
27 A cordlike structure conveying impulses from 
one point of the central nervous system and 
some other region of the body. (5) 
28 Defect or loss of the power of expression by 
speech, wnting or Signs or of comprehending 
written or spoken language due to injury or 
disease of the brain centers. (7) 
29 A convolution on the surface of the brain 
caused by the infolding of the cortex. (5) 
30 Anterior portion of the cerebrum. (7, 4) 
31 Cerebral vascular accident. (3) 
32 Cerebral spinal fluid. (3) 
33 Transient ischemic attack. (31 
34 The normal state of slight,.. ,;cti.' 
skeletal muscles. (5) 
35 Partial or nearly complet: 
(6) 
36 A state of profoun ur 
37 May be constri 
38 Portion of the n 
functionally in 
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HMy wife and I halte been married for 44 years. I don't remember life without her. Ø 


"He was in so much pain, he looked pitIful'" 



The husband/wife relationship is unparalleled by any other in our society. What happens to 
this team when one member is separated from the other and then placed in an alien 
environment under the care of strangers? Many spouses experience considerable stress 
when a husband or wife undergoes surgery; yet, they receive only minimal nursing care. 
Why? 


Mary Cipriano Silva 


Many books and articles have been written 
about the needs and nursing care of surgical 
patIents; yet, little is known about how surgery 
affects families. Recently, as part of a research 
study, I talked with 48 spouses (32 men and 16 
women) whose husbands or wives were 
scheduled for major general surgery not 
expected to be malignant. These spouses 
ranged in age from 22 to 70, and in years of 
schooling from 10 to 25. Despite these 
individual differences, they reported sImilar 
stressful feelings associated with surgery - 
feelings of isolation. anxiety, timelessness and 
disruption. 


"We have never been separated" 
One of the first things I found was that, almost 
without exception. a sense of isolation 
characterized the 48 spouses in my study. 
Most of these spouses reported feeling 
ignored right from the time of surgical 
diagnosis to the patient's return to the unit 
following surgery. For example: 
. Surgeons spoke with only 6 of the 48 
spouses prior to the patient's hospitalization. 
Nurses spoke with none of them. 
. The afternoon/evening before the 
patient's surgery, 42 ofthe 48 spouses told me 
they had not received any information about 
the patlenfs hospitalization or surgery from 
any hospital personnel. 
. 31 of the 35 spouses who remained at the 
hospital while patients were in the operating 
and recovery rooms reported that no hospital 
personnel talked with them during this period. 
"I could run into the surgeon and I wouldn't 
know who he was." "My husband has had 
surgery before, but this is the first time anyone 
has ever paid any attention to me." Comments 
such as these are heard frequently and they 
are another indication of spouses' isolation 
from the health care system. 
Apart from the seclusion imposed on them 
by the health care system, spouses 
experienced another type of i sol
tiQJJ - lack of 
support from (or unavailability of) significant 
others. Although several people were 
accompanied by fam ily, friends or clergy while 
the patient was in the operating room and 
recovery room, the majority of spouses waited 
alone. Many said they spent their waiting 
hours "reading,' "unravelling a sweater," 
"trying to watch television," "praying," 
"pretending to write," "whittling a piece of 
wire" or . watching the clock:' 
Fear of separation from, or loss of, their 


marital partner was another source of anxiety 
for some spouses. One woman, 59 years old 
and married for 31 years, stated that she had 
never been separated from her husband. 
except during childbirth. Another, a 
65-year-old retired executive said,' My wife 
and J have been married for 44 years, I don't 
remember life without her. A third spouse 
explained, .. My wife is all I've got I couldn't live 
without her." 


"What if something goes wrong?" 
Thirty-six of the 48 spouses in this study were 
pretested the afternoon/evening before the 
patient's surgery with the State Anxiety 
Inventory. This is a self-report scale which 
measures situational anxiety.' Spouses' 
scores on this Inventory suggest that two 
commonly held but opposing opinions about 
spouses' reactions to surgery may not be 
correct. 
The first opinion often expressed by nurse 
educators is that surgery is always 
anxiety-producing for patients and their 
fam ilies. However, my results show that 13 of 
the 36 pretested spouses were not particularly 
anxious: that is, their scores on the State 
Anxiety Inventory were typical of individuals 
tested under nonstressful conditions. (Similar 
results have also been found with presurgical 
patients). 
The second popularly accepted opinion 
led a variety of professionals to ask me. "Why 
are you studying spouses? They're not 
anxious." However, data from this study 
indicate that: 
a) the majority of pretested spouses were 
anxious (23 of the 36 pretested spouses had 
State AnxIety Scores above the established 
norms for nonstressful situations) 
b) the average State Anxiety Score for 
pretested spouses was higher than the 
average State Anxiety Score for preoperative 
patients as reported in other studies. 2 . 3 
In other words, presurgical 
ouses 
appear to be f!1ore anxious than presurgical 
patients. 
 
"Anything can happen at anytime in the 
operating room." 
It became important for me to find out just 
when during the surgical experience spouses 
are most anxious. To answer this question I 
waited until after the first postoperative day 
and then gave each spouse a list of eight time 
periods. I asked them to indicate which was 
the most anxiety-producing time for them. The 
time periods ranged right from surgical 


diagnosis to the patienfs return to the unit 
following surgery. 
What 1 found was that the most 
anxiety-producing time for many spouses was 
when their husbands or WIves were In the 
operating room. A 49-year-old government 
executive expressed his fears quite simply. It 
is the time of greatest danger: Another 
spouse said, "Anything can happen - 
anything can happen during surgery." 
The wait while the patient was in the 
recovery room was the most anxious time for 
seven of the 48 spouses. "I wasn t sure 
everything was O.K: . My wife was in the 
recovery room an hour longer than the doctor 
said she would be." 
Despite the high anxiety reported by 
spouses while patients were In the operating 
room and recovery room, these were times 
when spouses received little or no nursing 
care. Only four spouses reported any contact 
with hospital personnel during this waiting 
period. 
One spouse found the wait prior to 
surgery particularly difficult. 'The four-week 
wait before surgery was terrible. I kept asking 
myself, what if something goes wrong?' A 
spouse who said she was most anxious after 
her husband's return from surgery 
explained, "He was in so much pain. He 
looked pitiful." Other spouses remarked that 
had they not been prepared, they would have 
been "jolted' by the patient's post-operative 
appearance, 
Personal experiences also affected 
spouses anxiety levels. One man, married for 
36 years said, "Before surgery my wife was 
terrified that she was going to die under 
anesthesia. She extracted a promise from me 
that if she died I would remarry so that 
someone would take care of ourfive children." 
Another man, whose wife was scheduled for a 
cholecystectomy confided, "My wife doesn't 
know how worried 1 am. I never told her that my 
father had a cardiac arrest when he had gall 
bladder surgery." 
"A minute seems so very long." 
A few spouses mentioned the sense of 
timelessness they experienced \Ie 
husbands or wives were IP r un 
said, "I felt as though I 
Another rem J, rT 
knuckles and loc I( 
father came. T 
continued to I 
This C 
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received little attention In nursing Iiteraturj1; 
yet, it may well be a useful one in 
understanding the spouse's perception of the 
surgical experience. One nurse observed this 
phenomenon when her husband was 
undergoing major thoracic surgery. While 
sitting in the waiting room she soon noticed 
that the one question asked again and again 
was, "What time is it?"4 Another nurse has 
described how very long a minute seems when 
you're waiting for a loved one's return from 
surgery.5 
"My husband is home caring for the children." 
It soon became obvious to me that surgery and 
disruption of family life go hand-in-hand for 
many spouses of surgical patients. One 
70-year-old man who had retired early in order 
to care for his sick wife was unable to be 
admitted for surgery until after he had placed 
her in a nursing home. Several wives who did 
not drive expressed concern about their 
dependence on others for transportation to 
and from the hospital. Many patients were not 
visited by their spouses the afternoon or 
evening before surgery because their 
husbands or wives were home caring for their 
children. 
Endress has studied this concept of 
disruption in family life. 6 In interviews with 20 
spouses of hospitalized medical-surgical 
patients, she found that all of them reported at 
least one disruption In their family.s daily 
routine. The activities most frequently 
disrupted for spouses were preparing and 
eating meals, returning from work, doing 
housework and buying groceries. The 
routine most frequently disrupted for children 
was bedtime. 
The Problem 
I looked at the data and concluded, quite 
simply, many spouses experience 
considerable stress when a husband or wife 
undergoes surgery; yet, they receive only 
minimal nursing care. Why? Certainly nurses' 
attitudes toward families affect their view of 
whether they see families as legitimate 
recipients of nursing care. Unfortunately, 
n . . fr
uel)tly regard the family as an 
. I"" tun ra. 'e, a nuisance or an 
I øn,en"p 


II .r4.c 


ng to the negative 
owards families is 
10 b pflh::n t'le patient - not 
H TI immediately 
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can be easily, and justifiably, excluded from 
receiving nursing care. 
Yet, there is considerable evidence to 
indicate that illness of one family member 
frequently impairs the physical or mental 
health of others. 12. 14 1n this study, for example, 
one wife told me she had a knot in her stomach 
for several days before her husband's surgery. 
A patient told me that her husband was 
unusually quiet and had tears in his eyes the 
day before her hospitalization. Two other 
 
women said their husbands were so "terrified" 
of hospitals they were unable to visit them the 
evening before surgery. These examples 
support Anthony's assertion that, "To some 
extent, the family is always sick along with its 
sick member - sometimes physically, 
sometimes psychologically and often 
empathically."'5 
Another factor contributing to lack of focus 
on the family IS their inaccessibility - spouses 
of surgical patients are very busy people. For 
example, of the 1 02 spouses who met this 
study's criteria, 51 were not available for 
discussion the afternoon or evening before the 
patient's surgery. In addition to this spouses 
were frequently not available after the first 
postoperative day. Over a seven-month period 
of data collection, it became aD parent that, 
because of the inaccessibility of spouses and 
their transient visiting patterns, nurses and 
spouses quite often occupied the same space 
- they just never met. 


A Solution 
In an effort to lessen the burden of 
isolation and anxiety for the spouses of 
patients undergoing surgery I developed a 
preoperative orientation program. This 
program described: 
. the general pre-, intra- and 
postoperative nursing care of patients 
. the role of the spouse and other 
health team members in caring for the 
patient 
. the orientation of spouses to the 
hospital environment. 


This information was laid out in a 10-page 
script and a 20-minute tape recording. Each 
spouse (and anyone else who was interested, 
including the patient) received the tape/script 
presentation simultaneously. They were also 
given a copy of the script to keep. 
The preoperative orientation program 
included talking with spouses individually It 


was at this meeting that I talked to them about 
procedures unique to their husband's/wife's 
surgery and answered their questions. The 
sessions were held the afternoon or evening 
before the patient's surgery. Each session 
averaged approximately 40 minutes, 
depending on the number and nature of the 
questions raised. 
In order to give you some idea of the 
content and tone of the orientation program 
here are a few examples of information I 
presented to spouses in our tape/script 
production. (In these examples, "you" refers to 
the spouse). 


- You may visit the patient at any time the 
day of surgery and accompany him to the 
doors of the operating room if you so 
desire. 
- You should not judge the seriousness 
of the surgery by the time the patient is in 
the operatmg room. It is customary to 
send for patients some time in advance of 
the operation and preparations by the 
anesthesiologist take time. 
- Following the operation, patients are 
transferred to the recovery room. The 
ratio of nurses to patients in a recovery 
room is high so that patients can be 
carefully and frequently observed while 
awakening fron, the anesthetic. 


Obviously there is an overlap between 
this information and preoperative teaching 
information for patients, but there are also 
areas of difference. For example, although 
spouses are given an overview of how the 
patient is prepared for surgery, they are not 
given detailed explanations about how 
patients are coughed, deep breathed and 
turned. Rather, the focus is on letting the 
spouse know just how they can participate in 
the surgical experience and how they can 
communicate with health team members. 


Evaluation 
How did spouses respond to the 
orientation program? Of 48 spouses who 
participated in this study, 44 of them received 
the tape/script presentation. I asked these 
people how helpful they thought the 
presentation was. 
Extremely helpful - 28 spouses 
Considerably helpful - 12 spouses 
Slightly helpful - 4 spouses 
Not helpful - 0 spouses 



Those spouses who found the tape/script 
"slightly helpful" said they had prior 
experience with surgery and felt most of the 
information offered was already familiar to 
them. 
Others reacted more positively, 
. "This is a terrific idea. You should mail the 
script to families ahead of time." 
. "This information is very reassuring. It 
should be available to all spouses." 
Several people told me that after they had 
seen the presentation they gave the script to 
others. Those 'others' included brothers, 
sisters, sons, daughters, parents, in-laws and 
even other patients and their families. One 
script turned up safely in the hands of a newly 
admitted patient a month after it had been 
given to a spouse in my study. 
When I asked people what they found 
most helpful (or not helpful) about the program 
they told me it let them know what to expect 
and gave them an opportunity to receive new 
or review old information. 
Specific information that spouses said 
they found most helpful included the patient's 
visiting hours on their day of surgery, how and 
where they could meet the doctor after surgery 
and how patients are cared for through a 
systematic team effort. Spouses who received 
the tape/script orientation program reported 
less anxiety and more favorable attitudes 
toward hospitalization and surgery than those 
who did not receive the program. 


Some Practical Considerations 
I found that this preoperative orientation 
program for spouses is neither time 
consuming to initiate nor costly to implement. 
In my case less than eight weeks passed from 
the time the program was first presented to the 
. hospital administrator to the time the first 
spouse participated in it. During this period I 
received permission to conduct the study, 
wrote the script and produced the tape. The 
script was reviewed by 12 nurses, an 
administrator, a chaplain and an admitting 
supervisor before it went into production. The 
hospital already owned tape recorders, 
cassettes and copiers so the primary expense 
was the cost of reproducing the script for each 
spouse. 
After the study was completed I shared 
the results with administrators, nurses and 
, physicians. The primary concern expressed 
by all was, "How do we implement the program 
so that we reach the most spouses?" 
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The method that was selected included 
the following: 
. Videotaping the preoperative orientation 
information and showing it on closed circuit 
television at 7 p.m. each evening. 
. Telling spouses about the program by 
attaching a notice to each patient's dinner 
menu. 
. Placing a copy of the written script on 
each unit for handy reference by patients, 
spouses and hospital staff. 
. Informing all nursing staff about the 
objectives of the program and their role in 
helping spouses. 


To date, spouses have reacted positively to 
the program, saYing that it has helped them 
in coping with their patients. 
If a concerted effort is made by 
administrators, nurses and other health team 
members, the family of the surgical patient 
can become actively involved In the surgical 
experience, and consequently, feel less 
afraid and alone.'" 


Acknowledgement: The author would like to 
thank the administration, staff and patients at Holy 
Cross Hospital in Silver Spring, MD., for helping to 
make this study possible. 
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Laura Hall 


As a social worker, Mr. Duncan had seen 
a 101 but now his six-foot frame was 
hunched dejectedly over his desk, bony 
fingers combing his iron gray hair. 
I shuffled the thick file in front of me, 
gathering it into my briefcase as I rose to 
leave. We had just concluded discussing 
anC'ther crisis in the Murphy family. 
r1't separate them," Mr. Duncan 
,m A,d you know why," he 
3ddl u fruc;t .1 n surfacing In his Oxford 
arCE" 
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Six months previously as a fledgling 
Public Health Nurse assigned to a rural 
district I had inherited the Murphy case 
file. 
Members of the community termed 
the Murphy residence "a dirty fire trap" 
and an eyesore. Teachers at the local 
school presented a long list of complaints 
that included truancy, lack of adequate 
clothing and personal cleanliness, poor 
lunches, facial sores and other defects all 
attributable to the four school-age Murphy 
chi Idren between the ages of five and ten. 


The bulging file I held spoke volumes 
in unresolved problems with continued 
Health Nurse assistance. 
On my first visit, as I came in sight of 
their residence my mind registered, 
"write-off." With difficuÌt y I manoeuvered 
my small car down the winding, rutted 
lane to the tar-paper shack. 
I knocked at the dilapidated screen 
door which opened into their narrow, 
cluttered porch. Beyond the porch lay the 
main room containing a large round table. 
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rickety chairs and a shabby couch piled 
high with clothing. A crowded, dingy 
bedroom could be seen to the left of the 
main rOom. The cramped attic room was 
accessible only by a steep, narrow 
stairway. The entire house had a "certain 
air," namely stale food mixed with 
woodsy smoke from an old stove. 
Looking round, I chose the chair that 
offered the least porridge remains. As I 
had suspected from neighborhood 
rumors, Mrs. Murphy was pregnant, about 
seven months I judged. Mr. and Mrs. 
Murphy had been assessed as slow 
learners and my enquiries met with typical 
unconcern. 
As a practical gesture we made plans 
for a visit to the doctor and wrote out some 
simple meal plans. Evidence of 
accumulated soft drink bottles and empty 
potato chip cartons made the success of 
this exercise dubious. 
My predecessor had instructed Mrs. 
Murphy in the use of a wringer washing 
machine donated to the family. On her 
next visit she had found the wash dutifully 
pinned to the line, wrinkles and all, just as 
it had rolled through the wringer - totally 
unshaken. 
I limped along with the family until the 
Christmas surprise arrived - a new baby 
girl, born a week prior to Christmas day. 
Mr. Duncan was now doling out food 
vouchers to Mr. Murphy, whose seasonal 
employment had hit a lull. "Make sure 
they buy some canned milk for the baby." 
Mr. Duncan advised before leaving the 
city for his vacation. He knew that the next 
food voucher might be diverted for 
admission to a movie or other family 
entertainment. 
Three days following delivery, 
including a post-partum hemorrhage, 
Mrs. Murphy discharged herself from the 
hospital. "See if you can get a consent for 
sterilization and have her readmitted, ,. the 
clinic doctor bellowed at me over the 
phone. 
The next day, fighting my way along 
the snow-plugged roads enroute to the 
Murphys, I though wryly of the doctor's 
orders. I knew that Mrs. Murphy would put 
off the sterilization until her next 
pregnancy, so I'd better concentrate on 
the baby. 
The Murphys all gathered around the 
table as I produced the donated baby tub 
for a demonstration bath. The heads of 
the two pre-school tots bobbed curiously 
above the magazines and papers at one 
end of the table. Mr. and Mrs. Murphy sat 


on the couch holding hands, a glow 
suffusing their faces. 
Just as I finished demonstrating the 
baby bath, emphasizing the virtues of 
cornstarch as a good, cheap dusting 
powder, the door flew open and the 
children tumbled in from school. 
They were met with hugs and kisses. 
Immediately, the lesson was forgotten 
while school work was admired and 
pinned to the wall. Each event of the 
school day was recounted in detail and 
listened to with rapt attention. Plans for 
supper consisted of a free-wheeling 
discussion about which can to open. The 
frozen bread, dropped at the lane 
entrance, was brought in by the children 
and put in the oven to thaw. A pail of jam 
plunked in the middle of the grubby table 
made an effective centerpiece. "Well 
play Chinese Checkers after supper," I 
heard the children saying as I closed the 
door. 
"Irs futile, disgusting and hopeless," I 
thought, driving back to the city in the 
descending dusk. "The only remedy for 
that mess is a bomb." 
Dimly in the back of my mind I 
thought of Mr. Duncan's words at our last 
meeting. "We can't separate the family 
and you know why" ...butwasit enough? I 
could not dismiss the happy, enthusiastic 
faces of the children above their unkempt 
clothing and sensed in the choking, 
smokey atmosphere a warmth not 
generated by wood and fire. 
Returning from my Christmas 
vacation a memo topped the litter on my 
desk. "Fire destroyed Murphy house, 
check with Mr. Duncan re placement of 
children. ,. 
It was the unanimous conclusion of 
all the organizations and individuals 
involved in looking after the Murphy 
family, that the fire was the best thing that 
could have happened - a blessing in 
disguise. The family had escaped 
unharmed and the children had been 
placed in district foster homes. We had a 
new lease in resolving our problems. 
The new lease lasted about a month, 
until the first interview with the primary 
teacher and the principal at the local 
school took place. 
The Murphy children simply were not 
blossoming as we had been sure they 
would. They were pale, not hungry for 
their "Canada Food Rule" lunci es, and 
unimpressed by their new clothi! g. One 
or two were showing behavior problems 
undreamed of in pre-fire days. 


Frustration and resentment 
characterized the reports I received from 
the foster parents in the homes where the 
Murphy children had been placed. They 
cried for their real parents and for each 
other. They did not appreciate the bright, 
clean decor of their new homes or their 
stiff new clothes. "What more can we give 
them?" was the repeated cry. 
The new house that Mr. Duncan and I 
found for them was the "more" we settled 
on. Nevertheless, disgust was evident in 
my voice when I returned from my first 
visit to their new home and recounted the 
latest Murphy saga to Mr. Duncan. "I 
discovered an odorous Murphy baby in a 
basket on the floor - oiled and dusted, 
not with cornstarch, but with cake flour. 
They are hopeless and you are not ver}o 
popu I ar in the com munity for getting them 
back together." 
"The house has one more room," Mr. 
Duncan countered, grinning at me. 
"You are asking for a whole new string 
of problems, " I replied. 
"I didn't get them together, ' he saId 
seriously. "Irs the Murphy glue. We can't 
separate them, they care about each 
other. They love each other and it shows. 
It is the one thing that holds hope for them 
when nothing else does." 
Murphy's glue, I thought, was pretty 
sticky stuff, stronger than good intentions 
and cornstarch. ... 


Laura Hall, the author of our "Christmas 
Story," Murphy's Glue, is a freelance 
writer and member of the Canadian 
Authors' Association who describes 
herself as "a registered nurse on the 
inactive list." This story, one of several 
she has had published since she began 
her writing career, is based On her own 
experience while she was stl1l 
practising. 
A graduate of Brantford General 
Hospital School of Nursing in Brantford, 
Ontario, she also attended a three-year 
course in Christian Education in Illinois, 
U.S.A. before completing her graduate 
work at the University of Western 
Ontario. After workmg as an assistant 
and head nurse in emergency and 
surgical nursing, she spent four years 
as a public health nurse in northern On- 
tario. 
Now maffied to a high s , 
teacher and living in Winn. 0 
the mother of three chile 
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Resumes are based on studies placed 
by the authors in the CNA Library 
Repository Collection of Nursing 
Studies. 


It eSeall e (-ll 


. Patient Classification 


The Development and Testing 
of an Instrument for 
Assessment and Classification 
of Patients by Types of Care. 
Saskatoon, Sask.. 1976. Thesis 
(M.H.S.A.), University of Alberta, 
by Mavis E. Kyle. 


The study was undertaken to 
develop and test an instrument 
for assessment and classification of 
patients by Types of Care. The project 
was initiated by the Medicine Hat and 
District Health Planning Committee as 
one method of identifying the needs of 
the community for health care 
programs and facilities, as well as 
describing the characteristics of the 
study population to show the 
appropriateness of present patient 
program-placement. The major 
objective of the investigator was to 
identify the degree of reliability and 
validity of data obtained by use of the 
instrument. 
Using the Types of Care 
classification and related patient 
characteristics as defined in the 
Reponof the Working Party on Patient 
Care Classification as the criterion 
measure, an assessment and 
classification instrument and User's 
Manual were developed. Assessment 
items were related to the demographic 
characteristics, medical status, and 
physical and psycho-social 
functioning of each patient. 
Classification items included the type 
of care, the site where needs could 
best be met, and program 
requirements. 
Following a pilot test and pretest, 
a clinical analytical survey was carried 
out on a specific day on the study 
population of 490 patients in an acute 
care hospital, auxiliary hospital, two 
nursing homes and individuals 
awaiting placement in the long-term 
care facilities. The assessors were 
registered 'lurses in the institutions 
,... 'n e c Il1W1unity, providing care 
to thp 'dt'enL
 Additional mput from 
other healt:l care prof 
sionals, the 
patrent and hIS famll\ was 
encouraged. 
A stratified random sample of 100 
pa'ients was I see! for en Inter rater 
biI _ .iy and another san pie of 
100 pa..ents was randomly cho for 
an --. 'alldity study. Statlsllfil 


procedures were undertaken to 
identify the degree of reliability and 
validity of the instrument items and to 
produce descriptive frequency 
distributions. 
It was concluded that the 
instrument possessed an acceptable 
degree of reliability and validity. The 
major recommendation is that 
additional research be undertaken to 
determine predictive validity and 
further refine the instrument and 
User's Manual. Other 
recommendations relate to the 
experimental use of information 
gained by studies of this kind for 
planning, administrative and patient 
care decision-making. 


. Education for Teachers 


Orientation and Inservice 
Programs for Teachers in 
Canadian Two-Year Schools of 
Nursing and Sources of 
Satisfaction and 
Dissatisfaction as Perceived 
by these Teachers. Fredericton, 
N.B., 1976. Thesis (M.Ed.) 
University of New Brunswick by 
Betty Carol Field. 


Nursing education in Canada has 
experienced a definite change in the 
last ten years. Many traditional 
three-year hospital based nursing 
schools have been replaced by 
two-year educationally controlled 
schools of nursing. Orientation and 
in service education programs for 
faculty members are in an early stage 
of development and no previous 
studies could be found concerning 
such programs in these schools. 
This study was designed to obtain 
information concerning the orientation 
and inservice education programs 
provided for teachers in the two-year 
nursing schools across Canada. It 
was also designed to explore sources 
of satisfaction and dissatisfaction 
among faculty members in these 
schools, and to identify sigl1ificant 
relationships, if any, between certain 
teacher characteristics and 
expressions of satisfaction with 
various aspects of their teaching 
positions. 
Two questionnaires were 
constructed by the investigator to 
gather data for this study. The first 


questionnaire. designed to obtain 
information about faculty members, 
the orientation, and the inservice 
education programs provided for 
faculty members, was completed by 
23 of the 40 directors of two-year 
educationally controlled nursing 
schools across Canada. The second 
questionnaire was designed to obtain 
information from faculty members 
about their qualificåtions, perceptions 
regarding their orientation and 
inservice education programs, and 
sources of satisfaction and 
dissatisfaction. It was completed by 
102 of a random sample of 150 faculty 
members in these schools. 
The content of responses to 
open-ended questions was analyzed 
by the investigator. Frequencies and 
percentages were tabulated on 
numerical data. It was found that: 
. a period of orientation is generally 
provided for new teachers in the 
two-year programs 
. these programs include various 
topics and range from under 10 hours 
to over 120 hours 
. faculty members generally were 
not satisfied with the orientation they 
had received and specified areas they 
would have found helpful 
. inservice education programs 
were provided for teachers in most of 
the schools 
. various topics were covered in 
the past year and faculty involvement 
ranged from under one hour to over 
ten hours per month 
. the majority of teachers 
expressed dissatisfaction with the 
inservice education programs and 
listed topics they would like included in 
future programs 
. the majority of teachers were 
satisfied with working relationships 
with other faculty members, student 
contact, philosophy and objectives of 
the school, the clinical area used for 
student experience, salary, fringe 
benefits, library facilities, teaching 
aids, relationships with the school's 
director and assistants, teaching load, 
student teacher ratio, and freedom to 
schedule their own work time. 
. in addition to orientation and 
inservice education programs, faculty 
members expressed dissatisfaction 
with the leadership and administration 
of the schools and methods of faculty 
evaluation. 


Recommendations based on the 
findings in this study included the 
following: 
1. The feelings of present faculty 
members regarding orientation and 
inservice education programs should 
be assessed and existing programs 
should be revised or supplemented in 
accordance with the expressed 
needs. 
2. More extensive orientation should 
be provided for new teachers in 
relation to teaching methods, 
evaluation techniques, test 
construction. and faculty expectations 
for student performance at various 
levels. 
3. Inservice education programs on 
educational topics, techniques of 
teaching and evaluation, curriculum 
development, and working with 
students should be available in the 
schools for faculty members. 
Teachers should be encouraged to 
attend available conferences on 
educational topics outside their own 
schools. 
4. The areas of leadership or 
administration and methods of faculty 
evaluation (areas of dissatisfaction for 
many faculty members) should be 
explored. 
5. The areas of curriculum, physical 
facilities, clinical areas, salary and 
fringe benefits (sources of satisfaction 
for some teachers and sources of 
dissatisfaction for others), should be 
evaluated in individual schools; steps 
should be taken to improve these 
areas or the understanding of these 
areas as applicable. 
Implications for further research 
would include the following: 
1. A similar study should be 
undertaken at a time when financial 
restrictions and the employment 
situation would be less 
kely to be a 
factor in influencing responses. 
2. Similar studies should be 
conducted in regions or provinces of' 
Canada to identify more clearly any 
regional trends and reasons for suct. 
expressions of satisfaction and 
dissatisfaction. 
3. Further information should be 
obtained on the relationships betweer 
on-tile-job preparation ( in terms of 
orientation and inservice education 
programs) and (a) feelings of facult
 
satisfaction and (b) effectiveness of 
faculty members. 
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Did you know? 
Nursing in Canada: Canadian Nursmg Statistics 
1976 is now available whelever government 
publications are sold. The publication presents basic 
distributions and cross-classification of 
socioeconomic characteristics of the nursing 
profession in terms of work setting, salaries, and 
education as well as related information (A 
Statistics Canada publication, catalogue number 
83-226. price $1.40 per copy.) 


Community health anti nursing practice by 
Evelyn Rose Benson and Joan Quinn 
McDevett. Englewood Cliffs, N.J. Prentice-Hall, 
1976. 
Approximate price $11.50 
Reviewed by Jean E. Innes, Associate 
Professor, Community Nursing, College of 
Nursing. University of Saskatchewan. 


The content of this hard cover text with its 
purpose to focus on family health, will 
disappoint the concept-process oriented reader and 
practitioner of community nursing. 
The book is organized into five umts In the first 
three units the authors attempt to lay the foundation 
for the practice of community nursing by setting out 
some concepts fundamental to community health 
and tracing the development of present day practice. 
Traditional concepts of health and prevention are 
presented and some consideration is given to 
community health science concepts. 
Definitions and discussions concerning the role 
of community nursing, nurse practitioners and 
nursing as a positive force in community health 
appear shallow, sketchy and misleading in terms of 
complexity unless the reader earnestly pursues the 
content of the bibliographies and glossaries listed at 
the end of each chapter of the unit. The first three 
units lack an overall conceptual framework to give 
the reader a feeling of continuity and wholeness. 
Perhaps the authors would have achieved this 
purpose better had they induded concep!s of 
systems and community as basic concepts to 
community health rather than introducing them later 
in the text as concepts related only to nursing 
intervention. Discussion of health problems, trends 
and populations at risk would have formed a more 
natural outcome from these units and lead directly 
into nursing intervention theory and method. 
In the units set out to describe nursing 
intervention, the emphasis is on content rather than 
process. There is an absence of the quality of 
completeness in the discussions of the community 
and the family as a system, outcomes of crisis theory 
and intervention, and models for health education. 
The accomplished reader will question the 
superficiality of the presentation and the sequencing 
and integration of the concepts in these units. 
The final unit deals almost entirely with the 
problem oriented system and nursing process. This 
unit may be useful to some readers in community 
nursing who are looking for a method for the 
compilation of a family data base and a method to 
formulate a problem list. Other readers will argue the 
illness oriented base of the problem oriented record 
system as it is presented in this text. The community 
nursing process again gets quick overview without 
note of the complexities involved with each step of 
, the process, particularty as it relates to family 
centered community nursing. 


The sample forms that appear throughout the 
text may attract some readers and be qu ite useful in 
applicability. The bibliographies are comprehensive 
and supportive of concepts presented in the text and 
must be read if the reader is a novice to the field. 
Some readers may find the simultaneous use of 
the terms public health and community nursing 
puzzling: however. the sophisticated reader will 
have no problem making the necessary transition of 
terms. 
This text might be used as a reference text by 
experienced readers and practitioners who are 
already familiar with the basic concepts, content and 
process of community nursing. I cannot agree that 
the authors have achieved their purpose of 
producing a book that focuses on family health or 
presents an approach that is family-centered. 
In my opinion the book fails to present the basic 
concepts in sufficient depth to achieve the objectives 
of the book. 


Community health nursing by Kathleen M. 
Leahy. Marguerite Cobb and Mary C. Jones. 3d 
ed. Scarborough, McGraw-Hili, Ryerson, 1977. 
ApproxImate price $13.15 
Reviewed by Jennifer Carryer, Lecturer, 
School of Nursing, University of Manitoba, 
Winnipeg, Manitoba. 


"Community Health Nursing" is intended as a 
comprehensive introduction for nursing students in 
the area of community health. The text is very 
readable, with simple cartoons and diagrams as well 
as current bibliographies accompan)'ing each 
chapter. 
One chapter outlines ways that theories of 
developmental process. learning process and 
socialization process can form a frame of reference 
for application of the nursing process with 
individuals and families. Another chapter deals With 
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therapeutic communication skills, and the 
teaching-learning principles most necessary in 
communily nursing. 
The book explores the application of the nursing 
process wilh families as well as communities and 
continually emphasizes Ihe aspect of mutual goal 
setting wilh clients. Not only does it provide a 
conceptual framework and overview of community 
health nursing, bul it also aids the beginning sludent 
in dealing with very practical siluations such as case 
finding, consulling, referring, and recording client 
interactions. 
Olher chapters cover Ihe toptcs of working wilh 
groups, preventive health care, aging and trends in 
health care delivery. This edition includes a vastly 
updated chapter on epidemiology, elementary 
statistics and research. It integrates these concepts 
in a manner that would be meaningful to a student or 
beginning practitioner in a community setting. 
Part II of the book includes a case study of 
program planning, from identification of the need to 
initiation of the program. Also included are case 
studies to demonstrate the application of various 
theories including the social learning theory, 
Maslow's hierarchy of human needs etc., in specific 
client situations. There are 10 situational exercises 
on family visiting and three on community 
assessment that would benefit nursing students. 
Although many references are made to 
American orgamzational structure and resources, 
these do not detract from the principles that they 
illustrate 


The Mentally Retarded and Society; A Social 
Science Perspective edited by Michae! J. 
Begab and Stephen A. Richardson, Maryland, 
University Park Press, 1975. 
Approximate price $17.50. 
Reviewed by Anne Marie Kelly, Instructor in 
Nursing, Halifax Infirmary School of Nursmg, 
Halifax, Nova Scotia. 


This book onginates from a conference 
sponsored by the National Institute for Child 
Health and Human Development and the Rose F. 
Kennedy Foundation Center for Research in Mental 
Retardation and Human Development. It addresses 
"some of the major issues of social concern and 
policy posed by the mentally retarded in our 
society." In the preface, the editors speak of mental 
retardation" " as a social problem that vanes from 
_Ifur
 ell' <>..... and they state that" ... society 
I erv ... reta.ded those who fail to measure up 
s n expe Ian ns and demands because of 

 _sumed lite, .tual dequacies." 
It I arl'u Id thes I StC1t nents that the book is 
Idí 'ed into :2 articles, background papers and 
;. Becal'",e of the umber of articles, it is 
sc .s -he book by dealing with the six 
aUI Idu which the art. Ips are presented. 
. I <>n'1 CJI"""'TIporal) I<;sues: This topic 


deals with the status of the mentally retarded in 
present day society, a historical perspective of their 
status throughout the past, and briefly, some 
contemporary issues. Stein and Susser's article 
deals specifically with the incidence and prevalence 
of mental retardation in society today. 
. The section on Attitudes and Values includes 
Gottleib's public; peer and professional attitudes 
toward the retarded and Mercer's pointed article 
about the erroneous assignment of lower 1.0. scores 
to children of a minority group. - 
. Three articles under the topic of Social 
Competence and Socialization deal mainly with the 
language and social skills necessary for integration 
of the retarded in society. 
. Forms of Family Adaptation: The presence of a 
mentally retarded family member adds stress to 
normal family roles. Farber's article deals with the 
phases a family goes through in order to cope with 
the situation. This section includes discussions on 
deinstitutionalization and its effect on the family, and 
foster family care - its benefits, problems involved, 
and the type of family best suited to foster cale. 
Garber's account of the Milwaukee project - a 
study of children with low 10's and the 
socioeconomic class in which they are raised - also 
appears in this section of the text. 
. Emerging Patterns of Service for Young People 
and Adults: Most of the articles in this secton deal 
with residential vs. hospital care and with vocational 
adjustment of the mentally retarded as, through 
public advocacy and other means, full human rights 
are sought for these people. 
. Social Change - Problems and Strategies: 
includes discussions of the legal, technical and 
bureaucratic problems occurring with the change of 
status of the mentally retarded. Also included is a 
discussion of how attitudes of teachers, nurses and 
media can be changed. Etzioni and Richardson's 
article pleads the case of planned and guided 
change, change that has been prepared with a view 
to prevention of suffering for the mentally retarded. 
This book is an excellent resource for those 
interested in the role of the mentally retarded in 
present day society. The articles are pertinent and 
up-to-<Jate, the authors knowledgeable, and the 
material interesting. The book, however, contains 
very little clinical data, being, as the title indicates, 
psychosocial in make-up - . a social science 
perspective. . 
Because of this, the book would prove of little 
value to students in a diploma program, because of 
the depth of subject matter and the way it is 
presented. Many of the articles are deeply couched 
in psychological and sociological terms. Therefore 
those lacking a good background in statistics - 
means, modes and standard deviations -would not 
be able to properly interpret the data presented. It is 
an excellent book for those involved in the field of 
mental retardation and for those who have a strong 
psychosocial and statistical background needed to 
property understand and interpret the articles. 


Adult and child care; a client approach to 
nursing 2d ed. by Janet M. Barber, Lillian 
Stokes and Diane McGovern Billings. 1036 
pages. SI. Louis, Mosby, 1977. 
Approximate price $18.95 
Reviewed by Eileen Burrows, coordinator, 
diploma nursing program, Centennial College 
of Applied ArTs and Sciences, Scarborough, 
Ontano. 


The authors have devoted considerable 
thought and effort to the revision of their nursing 
text. In this second edition, the integrated approach 
to the nursing care of adults and children has beer 
maintained and improvements have been made If 
relation to several areas of content which were 
incomplete in, or missing from, the first edition. 
The content is organized in a manner which is 
compatible with the approach to the teaching of 
nursing inherent in many basic nursing programs. 
The focus is on basic human needs throughout thE 
life cycle, and the common health problems resultinç 
from stress and stressors, of clients of all ages. 
Assessment, intervention and instruction, as 
components of the nursing process, are presented 
in relation to normal needs and the common healtt 
problems. This integration of content makes it easier 
for the learner to understand how the nursing 
process is utilized in a wide valiety of situations. 
Several areas of this edition have been 
significantly expanded from the first edition. Greate 
emphasIs has been placed on explanation of 
pathophysiology and rationale for nursing 
interventions. Sections on pathophysiological and 
psychosocial considerations have been added to 
the discussion of each need. Additional content ir 
areas such as tumors, fluid and electrolyte 
imbalance and shock provide the type of informatior 
required to make sound nursing judgments. 
Perhaps the most beneficial addition to the text is thl 
greater emphasis placed on the assessment phasE 
of the nursing process. Client assessment is 
emphasized in all areas, and several useful 
assessment guides have been included. 
The area of the text pertaining tothe child client 
has not been significantly altered. Perhaps this areó 
might have benefited from the same thoughtful 
revisions given other aspects of the text. Applicatior 
of concepts of growth and development, and the I 
rationale for nursing care related to some health 
problems particular to children might be presented i I 
more detail. I 
The authors state that this text has been 
developed for the basic undergraduate student wh ' 
is learning about the nursing care of adults and 
children. This text would be very appropriate if th 
client were an adult; additional basic resources 
would be necessary in some cases if the client wer I 
a child. However, the manner in which the content i
 
integrated to emphasize the utilization of the nursin. 
process. and the quality of much of the material 
presented. makes this an excellent resource book 
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Did you know? 
World Health Organization (WHO) 
publications are now available from 
the Canadian Public Health 
Association There are over 3,000 
titles related to the health care field to 
choose from with over 20,000 volumes 
in stock. For a free catalogue, wnte to: 
Canadian Public Health Association, 
1335 Carling Avenue, Suite 210, 
Ottawa, Ontaflo, KIZ BNB. (613) 
725-3769. 


Publications recently received in the Canadian 
Nurses Association Library are available on loan- 
with the exception of items marked R - to CNA 
members. schools of nursing, and other institutions. 
Items marked R include reference and archive 
material that does not go out on loan. Theses, al30 
R, are on Reserve and go out on Interlibrary Loa,1 
only. 
Requests for loans. maximum 3 at a time. 
should be made on a standard Interlibrary Loan form 
orby letter giving author, title and item number in this 
list. 
If you wish to purchase a book, contact your 
local bookstore or the publisher. 
Books and documents 
1. Aguilera, Donna C. Crisis intervention; theory 
and methodology, by... and Janice M. Messick. 2d. 
ed. St. Louis, Mosby, 1974. 153p. 
2. American Academy of Orthopaedic Surgeons. 
Committee on Allied Health. Emergency care and 
transportatIon of the sick and injured. 2d. ed. rev. 
Chicago, III., 1977. 48Op. ((Workbook 245p.) 
3. American Society of Association Executives. 
Who's who in association management. 
Washington, D.C.. 1977. 396p. R 
4 Baller, Warren Robert. Bed-wetting: origins and 
treatment. Toronto, pergammon Press, c1975. 
124p. 
5 Behavioral approaches to children with 
developmental delays, by Sally M. O'Neil, Barbara 
Newcomer McLaughlin and Mary Beth Knapp. St. 
Louis. Mosby, 1977. 210p. 
6. Canadian Council on Hospital Accreditation. 
Appraisal of long term excellence of care, Toronto, 
1976. lv. (unpaged) 
7. Canadian medical directory, 1977. Don Mills, 
Seccombe House, 1977 848p. R 
8 Chapman, Christine M. Medical nursing. 9th ed, 
London, Baillière Tindall, 1977. 390p. (Nurses' aids 
series) 
9. Commission on Education for Health 
Administration.Report. Ann Arbor, Mi., Health 
Administration Press, 1975. 2v. 
10. Dealing with death and dying. 2d. ed. 
Jenkintown, Pa., Intermed Communications, 1976 
189p. (Nursing 77 Skillbook Series). 
11. Deloughery, Grace L. History and trends of 
professional nursing. 8th ed. St. Louis, Mosby, 
1977. 277p. 
12. Freour, Paul. Fumeurs en question, par... et 
Paul Coudray. Paris, A. Leson, 1977. 190p. 
13. Grant, Marcia Moeller. Case studIes in clinical 
pharmacology, by... et al. Philadelphia, FA Davis 
I Company 1977. 169p. 
14. Health Organtzation of the United States. 
Canada and internationally. A directory of voluntary 
associations, professional socIeties and other 
I groups concerned with health and related fields 
14th ed. Paul Wasserman, Managing editor. Ann 
Arbor. Mich.. Anthony T. Kruzas; c1977. 327p. R 


15. History of Vancouver General Hospital. 75th 
anniversary souvenir edition. Researcher/wnter 
Claire Marcus. Editor Faye Cooper. Vancouver, 
Vancouver General Hospital, Public Relations 
Department, 1977. lv. (not paged) 
16. International Council of Nurses. National 
reports of member associatIOns 1977. Geneva. 
1977. lv. (loose-leaf) R 
17. Langebartel, David A. The anatomical pnmer: 
an embryological explanation of human gross 
morphology. Baltimore, Md.. University Park Press, 
c1977. SlOp. 
18. Manfreda, Marguerite Lucy. Psychiatnc 
nursmg, by... and Sydney Diane Krampitz. 10th ed. 
Philadelphia, Davis. 1977. 525p. 
19. National League for Nursing. Stress -making It 
work for you. New York, 1977. 85p. (NLN 
Publication no. 16-1674) 
20. -. Council of Associate Degree Programs. 
Preparing the associate degree graduate. New 
York, c1977. 71p. (NLN Publication no. 23-1661) 
21. -. CouncIl of Baccalaureate and Higher Degree 
programs. Cultural Dimensions in the 
baccalaureate nursmg curriculum. New York, 
c1977. 114p. (NLN Publication no. 15-1662) 


22 PedIatric nursing, by H. C. Latham et al. 3d. ed 
St Louis, Mosby, 1977. 605p. 
23. Pediatflcs. 16th edition. Edited by Abraham M 
Rudolph. New York, Appleton-Centry-Crofts. c1977. 
2198p. 
24. Popiel, Elda S. Nursing and the process of 
continumg education. 2d. ed. St Louis, Mosby, 
1977. 249p. 
25. Street, Margaret M. The Margaret M Street 
Papers. Research papers and edited manuscript of 
Watch-fifes on the mountains: the life and writings of 
Ethel Johns... Inventory, by... in the library of the 
University of Bntlsh Columbia. Special Collections 
Division. Vancouver, 1977. SOp. R 
26. The surgical patient: behavioral concepts for 
the operatmg room nurse, by Barbara J. 
Gruendemann et al. 2d. ed. St. LOUIS, Mosby, 1977. 
27 Tinkham, Catherine W. Community health 
nursmg; evolution and process, by... and Eleanor F. 
Voorhies. 2d. ed. New York, 
Appleton-Century-Crofts. c1977 299p. 
28. Western Council on Higher Education for 
Nursing. Newly initiated and completed research m 
WCHEN schools of nursmg; vol. 3 September 
1974-December 1976. Boulder, Colorado, June 
1977. 1v. (loose-leaf) R 


Request Form for "Accession List" 
Canadian Nurses Association Library 


Send this coupon or facsimile to: 
Librarian, Canadian Nurses A..oclatlon 
50 The Driveway, Ottawa K2P 1E2, Ontario. 


Please lend me the following publications, listed in the . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . .. .......... . . . . . . . . . issue of The Canadian Nurse, 
or add my name to the waiting list to receive them when available. 


Item 
No. 


Author 


Short title (for identification) 


Request for loans will be filled in order of receipt. 
Reference and restricted material must be used in the CNA library. 


Borrower 
Registration No. 
(Ontario nurses: RNAO No.) 
Position 
Address 


Date of request 
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29. Wood, Lucile A. Techmques de nursmg, sous la 
direction de... traduction Louise L Berger. 
Montreal, HRW, 1977. 2v. 
30. World Conference of the International Women's 
Year, 19 June-2 July, 1975, Mexico City. Report. 
New York, United Nations, 1976. 199p 
31. Benedikter, Helen. From nursing audit to 
multIdisciplinary audit. New York, National League 
for Nursing, c1977. 45p. (NLN Publication no 
20-1673) 
32. Castonguay, Thérèse. Lookmg back: a five 
year descriptive study of Grant MacEwan 
Community College nursing program, by... and 
Myrna Maquera. Edmonton, Grant MacEwan 
Community College, 1977. 30p. 
33. International Labour Conference. 63rd session, 
June 1-22, 1977 Geneva. Memorandum. Geneva, 
International Labour Organization, 1976. 17p. 
34. Lodge, Mary P. Initiating a master's degree 
program in nursing: Asking the essential questions. 
New York, National League for Nursing. c1977. 17p. 
(NLN Publication no. 15-1672). 
35. New York State Nurses Association. Selected 
references outlining the development of New York 
State Nurses Association's 1985 proposal. Albany, 
N.Y., 1977. 12p. 
36. The Operating Room Nurses of Greater 
Toronto. Standards of practice of operating-room 
nursing. Toronto, 1976. 15p. 


Government documents 
Algeria 
37. Ministère de la Santé publique et de la 
Population. Direction de la Santé publique. Guide 
de la circonscription sanitaire pilote. Alger, 1966. 
221 p. R 


Canada 
38. Handbook; the annual handbook of present 
conditions and recent progress, prepared in the 
publishing section, Information Division, Statistics 
Canada 1960-1977. Ottawa, Ministry of Supply and 
Services, Canada, 2v. R 
39. Health and Welfare Canada. Health Programs 
Branch. Working Group on Program evaluation. 
Final Report to the Federal-Provincial Sub 
Committee on Quality of Care and Research and 
the Federal Provincial Advisory Committee on 
Health Insurance. Ottawa, 1977. Zv. 
40. -. Health Economics and Statistics Division. 
Health Programs Branch. Salaries and wages in 
Canadian Hospitals 1962-1975. Ottawa, 1977. 85p. 
41. -. Medical education in geriatrics; report of a 
workmg party convened by the Health Standards 
and Consultants Directorate, Health Programs 


Branch, Depanment of National Health and 
Welfare. Ottawa, 1977. 43p. (Hea1th Manpower 
report no. 1-77) 
42. Labour Canada. Strikes and lockouts in 
Canada 1976. Ottawa, Supply and Services, 1977. 
93p. 
43. Law Reform Commission. Project description: 
Protection of life project. Ottawa, 1977. 2Op. 
44. Medical Research Council. Grants and awards 
guide 1977. Ottawa, 1977. 95p. 
45. Conseil de Rer;herches médicales. Guide de 
subventions et bourses, 1977. Ottawa, 1977. 95p. 
46. La revue annuelle des conditions actuelles et 
des progrés recents, preparee à la section des 
publications, division de /'information, Statistique 
Canada, 1960-1977. Ottawa, Ministre des 
Approvisionnements et Services Canada. 2v. R 
47. Conseil des Sciences du Canada. Rappon 
annueI1976-1977. Ottawa, Approvisionnements et 
Services, 1977. 62p. 



p..Ñ CNJCER Sa 

O L'/. 
0"?' 
/'J- 


( 
rd
 

 


BSEj breas! sel.f- 
exammatlon 
48. SCience Council of Canada. Annual report 
1976-1977. Ottawa, Supply and Services, 1977. 
58p. 
49. Statistics Canada. Hospital morbidity: 
Canadian diagnostic list, 1974. Ottawa. 1977. 103p. 
50. Statistics Canada. Nursing in Canada: 
Canadian Nursing Statistics 1976. Ottawa, 1977. 
139p. 
51. Statistique Canada. La morbidité hospitaliére: 
liste canadienne de diagnostics, :974. Ottawa, 
1977. 103p. 
52. -. Soins infirmiers au Canada: statistique des 
soins infirmiers, 1976. Ottawa, 1977. 139p. 
53. Travail Canada. Gréves et lock-outs au 
Canada, 1976. Ottawa, Approvisionnements et 
Services, 1977. 93D. 


Clinical Wordsearch 


Answers 


Puzzle no. 9 (appears on page 37) 


11 Skull 
12 Subdural Haematoma 
13 ALS. 
14 Syringomyelia 
15 Spina Bifida 
16 Clonic 
17 Myelogram 
18 Myasthenia Gravis 
1 9 Concussion 
20 Seizures 
21 Medulla 
22 Pons 
23 Alzheimer's 
24 Mye
n Sheath 


25 Herpes Zoster 
26 Reflex 
27 Nerve 
28 Aphasia 
29 Gyrus 
30 Frontal Lobe 
31 C.V.A. 
32 C.S.F. 
33 T.I.A. 
34 Tonus 
35 Stupor 
36 Coma 
37 Pupils 
38 Autonomic 


1 Head 
2 Meningeal 
3 Spinal Cord 
4 Paralysis 
ù nap 
6 Axon 
7 Ch .da 
8 Demyelmatlng 
9 Derm...lome 
10 Brain AI:' ::e", 


Hidden Answer. Keep your he Id, buckle up. 


54. Conseil du Trésor. Directive du Conseil du 
Trésor sur la reinstaUation. Ottawa, Information 
Canada, 1975. 8 pts in 1. (Catalogue no 
BT46-4/1975) 
55. Treasury Board. Guide on EDP administration 
for depanmenrs and agencies of the go
'ernment of 
Canada. Ottawa, Information Canada, 1974. 10pts. 
in 1. 
56. Treasury Board. Treasury Board relocation 
directive. Ottawa, Information Canada, 1975.8 pts. 
in 1. (Catalogue no BT46-4/1975) 


United States of America 
57. Department of Health Education and Welfare. A 
summary of studies of interviewing methodology, 
1959-1970, by Cannell, Charles F. Rockville, Md., 
1977. 78p. (DHEW Publication no. (HRA) 77-1343) 
58. -. Survey of registered nurses employed in 
physicians' offices, September 1973. Bethesda, 
Md., 1975. 98p. (DHEW Publication no. (HRA) 
75-50) 
59. -. Women and their health.research 
implications for a new era, by Virginia Olesen. 
Rockville, Md., 1977. 104p. (DHEW Publication no. 
(HRA) 77-3138) 
60. -. Public Health Service. Division of Nursing. A 
review and evaluatIOn of nursing productivity. 
Bethesda, Md., 1976. 3v. in 1. (DHEW Publication 
no. (HRA) 77-15) 
61. International Conference on Women in Health, 
Washington, D.C., 1975. Proceedings of the 
International Conference on Women in Health, June 
16-18, 1975, Washington, D.C. Sponsored by 
Health Resources Administration. Washington, 
U.S. Dept. of Health Education and Welfare, Public 
Health Service, 1976. 204p. (DHEW Publication no 
(HRA) 76-51) 
62. Public Health Service. The British national 
health service. Conversations with Sir George E. 
Godber. Rockville, Md., 1976. 159p. (DHEW 
Publication no. (NIH) 77-1205) 
63. Public Health Service. Division of Nursing. 
Immigration of graduates of foreign nursing 
schools; report of the conference. Bethesda, 
Maryland, June 23-24, 1975. Bethesda, Md. 1976. 
38p. (DHEW Publication no. (HRA) 76-84) 
64. Department of Health, Education and Welfare 
Public Health Service. Division of Nursing. Survey of 
foreign nurse graduates. Bethesda, Md., 1976. 
112p. (DHEW Publication no. (HRA) 76-13) 
65. Preventive and community medicine in primary 
care. A Conference sponsored by The John E. 
Fogarty International Center for Advanced Study in 
the Health Sciences and the Association of the 
Teachers of Preventive Medicine. National 
Institutes of Health, Bethesda, Md., edited by 
William H. Barker. Bethesda, Md., National Institute 
of Health 1976. 125p. (DHEW Publication no. (NIH) 
76-879) 


Studies in CNA Repository Collection 
66. Chisolm, Doris Avril. An investigation of 
premature infants' responsiveness to the Brazelton 
Neonatal Behavioral Assessment Scale. Seattle, 
Wash. 1975. 41p. Thesis (M.N.) - Washington. R 
67. Synmoie, Gloria Lorraine. An investigation of 
premature infants' responsiveness to the Brazeltoro l 
Neonatal and sic, Behavioral Assessment Scale. 
Seattle. Wash., 1975. 40p. Thesis (M.N.) - I 
Washington. R 
68. Tremblay, Adrien. Les plans de soins infirmier1 1 
et leurcontenu en é/éments de soins individualises.. 
Montreal, 1975. 128p. Thèse (M.N.)- Montréal. R 
Audio-visual Aids I 
69. The health sciences video directory 1977, , 
edited by Lawrence Eidelberg, New York, Shelter 
Books, 27Op. 
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Alberta 


A Su pervisor 01 Nurses IS requored Dy Jaruary 1 st 1978 lor a prog- 
ressive public heanh r""sing program WIth a nurSIng stall 0115. North 
Eastern Alberta Heanh Unt serves a populatIon of 36.000 persons In 
rural north eastern Alberta w
h 5 sub-offices located throughout 
Wages are negotiable but comparable WIth AARN recommendations. 
Quaificatlons. B.Sc. In Nursing plus relevant expenence. Please ap- 
ply, sending resume to: Executive [),rector. North Eastern Alberta 
Heanh Urvt. Box 1468. SI. Paul, Alberta. TOA 3A0. 


British Columbia 


General Duty Nuraes lor modem 41-bed hospital located on the 
Alas!<a Highway. Salary and personnel poIiees in accordanCB wIth 
RNABC Accommodaloon available In resIdence Apply. Doredor of 
Nursing, Fort Nelson General Hospital. P.O 80x 60. Fort Nelson. 
Br
ish Columbia, VOC 1 RO 


Registered Nurses - Full time pOSItions lor general duly graduate 
rurses In 41-bed hOSpital Must be ""lllng to become B.C registered. 
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G_ral Duty Grads req.,red for 130-bed accredIted hospital PreVI- 
ous expenence desorable. Stall reSIdence avaIlable. Salary as per 
RNABC contract WIth northern allowance Included. For funher Infor- 
mation please contact the: Director of NurSIng. Klllmat General HospI- 
tal. 899 Lahakas Boulevard. Kotlmat. Bntish Columbta. V8C 1 E7 


experienced Nurses (e'glble lor B.C. regIStratIOn) required lor 
409.000 acute care. teachIng hospdallocated 'n Fraser Valley. 20 
mnutes Dy freeway from VancolNer, and with", easy access 01 
vanOlJS recreahonaJ faallbes. E)(cellent onentahon and conbnulng 
education programmes. Salary $1184.00 to $1399 00 per month 
C'nocaJ areas ",clude. Medoclne. Surgery. Obstetncs. Pedoatncs. 
Coronary Care. HemodIalysIS. Rehabolltation. Intensive Care. 
Emergency. Apply to: Nursing Personnel. Royal CoIumbtan Hospdal. 
New Westrmnster. Bnlosh CoIumbta. V3L 3W7 


Ontario 


Head Nurse lor Neonatal Intensive Care Nursery- ApplICant must 
have knowledge and e)(penence In neonatal intenSive care as well as 
managenal competency. B.Sc.N preferred Apply In wntlng to Per- 
sonnel RecruIter St Joseph s HospItal 268 Grosvenor Street Lon- 
don. OntarIO. N6A 4V2 


Quebec 


Requored ImmedIately - Co-ordinator 01 the degree programme '" 
CommunIty Nursing Education. Loyola Campus of Concordoa UnIver- 
SIty. AdmInIstratIve abtities: knowledge of community oorslng: teach- 
ing and QJniculum e)(penel"K:e; eligible for reglstrahon as a nurse 10 
the PrOVlrce 01 Ouebec. Ph D. preferred Master in rurSlng WIth 
su
able expenence maybe conSIdered Send resumes 10. DIrector. 
CommunIty Nursing Programme. Concordia UnIversIty. 7141 Sher- 
brooke w.. Montreal. Ouebec H4B IR6. 


United States 


Registered Nurses - A vanety of nursing openings In all Services 
Includong ICU-CCU are available at the UnverSlty Hospital. Tl10s 
300 bed teaching hosptallocated Wllh the Un,erSlty of ArIZona Col- 
lege of Medlene ,n the ArIZona Health Seences Cenler offers a 
vanety of challenging professIonal assignments EnJoy the dry sunny 
climate and pleasant way of life 10 the attractive Southwest Contact 
Stall Employment Center. Urwerslty 01 ArIZona. 1101 Babcock. Tuc- 
son. Anzona 85721. 602/884-3668 An Eq.,al Opporlunty Altorma- 
tlve Action. Title IX Employer. 


TEST DEVELOPMENT OFFICER 


The Canadian Nurses Association invites applications for the position of Test 
Development Officer to work in the French-language section of its test 
development program. 


The successful applicant will assist committees in developing test blueprints. 
conduct item-writing sessions, prepare test items for committee review, compile 
test forms. and carry out other functions related to the development and 
preparation of tests. 


Applicants should have a nursing background. a master's degree or equivalent in 
education or psychology with specialization in tests and measurement. 
Experience in test construction desirable. Mastery of French essential; 
knowledge of English would be an asset. 


Position available immediately. 


Interested applicants are asked to reply, in confidence, stating salary 
expected and including curriculum vitae, to: 


Director of Testing Service 
Canadian Nurses Association 
Testing Service 
Suite 400, 220 Laurier Avenue West 
Ottawa, Ontario K1P 5Z9 


United States 


Challenge Awalls You al our dynamIC community medICal cenler 
HuntIngton Memonal Hospotal IS a 565-bed general care hospotal 
located In a beaul
ul suburban area of Los Angeles. The """haSIS IS 
on e)(ceUence .. In palmnt care and In maintaining Ihe best pot -'Ie 
nursing staff through exceptIOnal onentatlon and IO-sennce training 
programs conlonulng educatIOn. and proleSSIonal Involvement w h 
Innovators in many fields of medicine We re presently seek '9 ex- 
penenced RN's as well as new grads lor many 01 our outstandong 
un
s. II you d like to enJoy the rewards of more challenge !rom yo.. 
career. plus the many benefits Our hosp
al and Southern Ca
lorn'" 
oller. please contacl: LJnda Chavez. RN. (collecl) at (213) 440-5400 
Huntington Memonal Hosplal. 747 S. Fa,rmount. Pasadena Ca 
na.91105 An equal opporIu",ty employer mil 


Nurses lor UnIted States - HospItal openongs lor Reglst...ed Nur- 
ses and recent gradua/es lor Florida. "'nors. Texas. LOUISIana and 
Arkansas Openings on al spec",n,e" - Cntical Care. Operating 
Room Recovery Room Medical SurgIcal. Emergency Room and 
PedIatrICs We WIll prOVIde necessary work Visa No fee to applicant 
For more In/ormation wr
e to MedIcal RecruIters 01 America. Inc. at 
one of the follo""ng addresses. 800 N. W 62nd St SUlle 510 Ft 
Lauderdale Florida. 33309. 611 Ryan Plaza DrIve. Su
e 537 
Arbngton Texas. 76011. 1443 W Fargo. ("l1ocago. lI
nors 60626 


Nurses - RNs -ImmedIate Openongs In Calitornla - Florida - 
Texas - MiSSissIppi -II you are expenenced or a recenl Gra
uate 
Nurse we can oller you pOS
lonS WIth excellent salanes of up to $1300 
per month plus all benefits Not only are there no lees 10 you what- 
soever lor plaeng you. but we also proVIde complete VISa and wcen- 
sure assistance at also no cosi to you Wnte Immediately for our 
app'catlOn even II there are other areas of III" U S that you are 
Interested In We Wli call you upon recetpt of your app'catlon In order 
10 arrange lor hospItal IntervIews WIndsor Nurse Placement ServICe. 
P.O. 8oxll33. Great Neck. New York 11023. (51&-487-28181 
Our 20th Year of World Wide ServICe 


Come to Texas - Baptist Hosp
al Of St\Jtheast Texas IS a 400-bed 
growth or"",ted organzatlon looking lor a few good R.N. S We feel 
lhat we can oller you the challenge and oppor\Jnty to develop and 
contlnueyourprolessoonalgroWlh Weare located In Beaumont. a city 
Of 150.000 WIth a small town atmosphere but the convenence 01 the 
large city We.re 30 ""rules !rom the Gull 01 MeXIco and surrounded 
by beaubfultrees and Inland lakes Bapbst Hosp
al has a progress 
salary plan plus a 
beral!rlngepackage. We wII prOVIde your Irr""'gra- 
tlon paperwork cost plus aorfareto relocate For addotionallnlorma :>n 
contact P...sonnel Adm,nsITation. BaptiSi Hospital 01 Soulheast T e- 
xas,lnc P.O Drawer 1591 Bea.Jmont Texas 77704 An alllrma- 
tive action employer. 


UNITED STATES 
OPPORTUNITIES 
FOR REGISTERED NURSES 
AVAILABLE NOW 


IN CALIFORNIA 
FLORIDA 
MISSISSIPPI 
WE PLACE AND HELP YOU WITH: 
STATE BOARD REGISTRATION 
YOUR WORK VISA 
TEMPORARY HOUSING - 
A CANADIAN COUNSEL 
Phone: (416) 449-51?' J 
RECRUITING REGIS ERED NURSE3 IHC 
1200lAWRENCE AVENUE EAc r TE 
DON MillS, ONTARIO M. A 1 (,1 


NEW ORLEANS 
TEXAS 
WISCONSIN 


N 7[ _ A 
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RN's . 


. 


. 


YOUR EXPERIENCE AND SKILLS 
CAN MAKE A VALUABLE 
CONTRIBUTION TO THE 
EDUCATION OF OUR 
POPULATION 


NOW INTERVIEWING. . . 
FOR ASSOCIATE DEGREE 
NURSING FACULTY 


*Nursmg Fundamentals - the basics 
*Maternal-Newborn Nursing - total maternity cycle 
*Pediatric Nursing - care of children 
*Medical-Surgical - health care. teens to geriatrics 
*Psychiatric Nursing - total scope of mental health 


Northeast Wisconsin Technical Institute 
IS regionally tax supported for the educa- 
tIOn of adults We are currently forming a 
faculty for an Associate Degree Nursing 
program with opportunities available for. 
5 individuals with Masters Degrees. Ad- 
vanced Practice and Current Employ- 
ment In one or all of the above areas Pro- 
grammed to begin in September 1978. 
but openings exist Immediately for those 
interesterl in establishing curriculum, etc. 
We are located In an attractive 9 build- 
Ing. multi-level structure in the heart of 
the upper Midwest's transportation/ 
vacation/health hub. We can provide you 
with convenient access to a 4 year uni- 
versity. bustling shopping communities. 
excellent housing facilities and a 4 
season recreational environment. 
Our positions Include attractive salaries. 
excellent working conditions and a com- 
prehensive fringe benefits program sub- 
stantially paid for by the Institution. If you 
are Interested. please direct your resume 
or CALL COLLECT to: 


- ... 

 . 
 \ 
Miss Marjorie Snyder, 
A.D. Nursmg Director 
 - " \ þJ 
 
(414) 497-3202 or t;.:-" Ð' 
(414) 497-3434 
 
 
ConvenIent APPomtments 
 "'" " f ' _' , 
3' \rranged For ;.. R 
n Your Area -ç. _'\ 
. - 
Northeast Wisconsin Technical Institute 
Mrnr Northeast Wisconsin Techl"lcallnstltute 
2740 W. Mason Street 
Green B- . W,sconsin 54303 


A E uat Opportunlty,Employer Mlf 
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Royal Hobart Hospital 
Hobart Tasmania 
Nurse Educators 


Applications are invited from the above for positions in the 
Nurse Education Department. Diploma in Nurse Education 
desirable. 


The Royal Hobart Hospital is a training School for 
approximately 300 student nurses, and has a bed capacity of 
600. It is the major teaching hospital attached to the University 
of Tasmania. 


Salary - with Tutor Diploma $1\10,652 - $1\11,515 
depending upon experience. 


Full board and lodging is available in a modern nurses' home 
at the rate of $18.43 per week. An allowance of $2.00 per week 
is payable if applicant wishes to be non-resident. 


Further information may be obtained from: 



 
The Director of Nursing 
Mrs. Jean M. Moore, FCNA. 
Royal Hobart Hospital 
Box 1061L, G.P.O. 
Hobart, 7001 
Tasmania 


NURSING COORDINATOR 
OPERATING ROOM 
(CARDIO VASCULAR THORACIC) 


The above position is available at one of Canada's leading 
teaching Hospitals, providing the highest quality of care to 
patients and of service to the community. 


Responsibilities will include: 
Planning and organizing daily work schedules. 
Assessing and evaluating departmental requirements for 
future needs. Directing and supervising all nursing and 
auxilliary staff. 
Qualifications: 
Demonstrated supervisory ability Extensive knowledge and 
practise of Cardio Vascular nursing and operating rOom 
experience essential. B. N. Desirable. Eligible for registration 
with the Manitoba Association of Registered Nurses. 


Please apply in writing to: 
Mrs. Phyllis McGrath 
Director, Nursing Service 
ST. BONIFACE GENERAL HOSPITAL 
409 Tache Avenue 
Winnipeg, Manitoba, R2H-2A6 
Canada 
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...at 


you'll 


part of 
a verv 
-at 
spea , 
team. 


Nurses. ,oln us and Cathy in a course toward leadership in progressIve total patIent care 
Located In the famed Texas Medical Center. we are the pnmary teaching facIlity for the UniversIty of Texas MedIcal 
School at Houston This vibrant teaching environment will allow you the freedom to be the nurse you want to be 
Join us as we grow We're expanding from 500 beds to 1.000 beds opening career opportunities at all levels and In all 
Nursing specIalities 
DIscover Houston. . . a city wIth an unlimited future. A city alive We are now the 5th largest city in the U.S , the largest 
city in Ihe South I . . . and growing The non-sLOp nightlife, culture. sports. year round recreational activitIes on nearb., 
beaches, inland lakes and nvers-are all an easy drive away. You'li find the lower cost of living and no local or state 
income taxes make It more than comfortable to pursue your professIon 
In addition to excellent salaries, our comprehensive benefits package Includes 3 weeks paId vacation and tUItion 
reimbursemenl up to 100%. We also offer relocation assistance and one month free rent If you are an experienced 
professional nurse, we would like to discuss the opportunitIes now available for you In our Primary Nursing programs 
For more inforMation about Hermann Hospital, mail the coupon to or call collect Ms. Beverly Preble, Nurse Recruller. 
1203 Ross Sterling Avenue. Houston Texas 77030, (713) 797-3000 
An Equal Opportunity Employer M F 
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DIRECTOR 
OF SURGERY 
SERVICES 


Large progressive Southern Cali- 
fornia Hospital, located within 
view of beach, is seeking a man- 
agement-oriented R N to direct 
surgery services, 12 rooms includ- 
ing laminar flow and expanding 
cardiovascular service. Nursing 
staff includes Clinical Supervisor 
charge nurses and in-service in- 
structor. 


The qualified applicant will have 
demonstrated administrative a- 
bility and clinical experience. An 
excellent opportunity. Salary 
negotiable. Exceptional benefits. 
Send resume and salary history 
to 


AUn: L. Bertrand 
Personnel Departme'nt 
1680 N. Vine - Suite 406 
Los Angeles, CA 90028 


equal opportunoty employer m/f 


McMaster University 
School of Nursing 


Nurse faculty members required for the 
1978-79 academic year for a School of 
Nursing, within a Faculty of Health 
Sciences. The School is an integral part of 
a newty developed Health Sciences 
Centre where collaborative relationships 
are fostered among the various health 
professions; some joint appointments 
possible. 
Requirements: Master's or Doctoral 
degree, with clinical specialist preparation 
or experience and/or preparation in 
teaching preferred. 


Application, with a copy of curriculum 
vitae and two references to: 


Dr. D. Kergln 
Associate Dean (Nursing) 
Faculty of Health Sciences 
Mc'JIaster University 
Health Sciences Centre 
1200 Main Street West 
Hamilton, Ontario L8S 4J9 
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Applications for the 
position of 
Supervisor 
Operating Room and 
Recovery Room 
are now being accepted by this 
300 bed fully accredited hospital. 
We offer an active staff 
development programme. 
Salaries and fringe benefits are 
competitive, based on 
educational background and 
experience. Temporary 
accommodation available. 
Apply sending complete 
resume to: 
The Director of Personnel 
Stratford General Hospital 
Stratford, Ontario 
NSA 2Y6 


WATERFORD 
HOSPITAL 
REGISTERED 
NURSES 


Openings exist for Psychiatric 
Nurses and Staff Nurses prepared 
to undertake Post Basic Education 
in Psychiatric Nursing. 
Benefits are in accordance with the 
Nurses' Union Contract, including 
substantial allowances in addition 
to the basic salary. 
For further inquiries please direct 
in writing to: 
The Personnel Director 
Waterford Hospital 
Waterford Bridge Road 
St. John's, .Newfoundland 
Canada, A1C 5T9 


Co-Ordinator 


Obstetrics, Gynaecology, Nursery, 
Delivery and Pediatrics 


Applications for the above position are 
now being accepted by this 300-bed 
accredited general hospital. 


Baccalaureate Degree in Nursing and 
experience in these areas preferred. 


We offer an active staff development 
programme, competitive salaries and 
fringe benefits based on educational 
background and experience. 


Apply sending resume to: 
Director of Personnel 
Stra<<ord General Hospital 
Stratford, Ontario 
NSA 2Y6 
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I 
is Available in 
MICROFORM 


For Complete Information 
WRITE: 


University 
Microfilms 
International 


Dept. F.A. 
300 North Zeeb Road 
Ann Arbor. MI 48106 
U.S.A. 
\.. 


Dept. FA 
18 Bedford Row 
London. WCI R 4EJ 
England 


Advertising 
rates 
For All 
Classified Advertising 
$15.00 for 6 lines or less 
$2.50 for each additional line 
Rates for display 
advertisements on request 
Closing date for copy and 
cancellation is 6 weeks prior to 1 st 
day of publication month. 
The Canadian Nurses Association 
does not review the personnel 
policies of the hospitals and agencies 
advertising in the Journal. For 
authentic information, prospective 
applicants should apply to the 
Registered Nurses' Association of 
the Province in which they ale 
interested in working. 


Address correspondence to: 


The Canadian Nurse 


50 The Driveway 
Ottawa, Ontario 
K2P 1E2 


. 



o 


The Province 
of British Columbia 


ASSOCIATE DIRECTOR 
OF NURSING 


Responsible for total nursing care services at 
Valleyview Hospital; to develop programs at ward 
level and act for Director of Nursing when necessary. 
Quote Competition No. 77:2150-38 


NURSE SUPERVISOR 
AFTERNOONS 


Responsible for directing/co-ordinating administrative 
and clinical nursing activities from 1600 - 0010 at 
Riverview Hospital. 
Quote Competition No. 77: 1160C-38 
Qualifications - Degree in Nursing, specializing in 
psychiatric/geriatric nursing; must obtain license to 
practise nursing in B.C. under Registered 
Nurses/Registered Psychiatric Nurses Acts; extensive 
related experience, including supervision. 
Salary - $19,188 - $22,476 
Positions at ESSONDALE, Ministry of Health 
Closing Date - IMMEDIATELY 
Obtain and return applications from Valleyview Lodge, 
Essondale, B.C. VOM 1JO. 


COMMUNITY NURSE 


For Ministry of Health, Nelson. to provide general 
public health nursing service in area and 
identify/interpret conditions affecting health of 
individuals, families and community groups; to assist 
with various programs (communicable/special 
disease control), overall health care material to 
geriatric, and validate applications for 
extended/intermediate care; to liaise with community 
agencies. 
Qualifications - Appropriate university degree (or 
acceptable equivalent of education and experience), 
and some general/directly related nursing experience; 
registered or become registered in Registered Nurses' 
Association of British Columbia: use own car on 
mileage. 
Salary - $16.332 - $19,296 
Quote Competition No. 77:1108B-38 
Closing Date - IMMEDIATELY 
Obtain and return applications to Public Service 
Commission, 544 Michigan St., Victoria. B.C. 
V8V 1 S3. 



 


Province of British Columbia 
Public Service Commission 
544 Michigan Street, Vlctona B.C. V8V 1S3 
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., 
NURSING 
FACULTY 


5 POSITIONS 
1 I MMEDIA TEL Y, 4 FOR 1978 


Why nDt mDve into a dynamiC young city in the heart Df Interior 
B.C.? We're looking fDr experienced nurses to join our teaching 
faculty. We're a young college that can offer you career opportu- 
nities as we grow. Our diploma program is new and demands 
creative. innovative teachers that can help us in the further 
development Df the program. If you have a baccalaureate 
degree and are registered or eligible for registration in B.C., we 
want to hear from you. 


The 1977-78 salary range is $17,051 to $29,687. In addilÎon, 
we offer a full benefit package including moving expenses. 
Please write us. Send along a full resume and three references 
to: 


Dr. F.J. Speckeen, Principal 
THE COLLEGE OF 
EW CALEDONIA 
2001 Central Street 
Prince George, B.C. 
V2N 1 P8 


( OPPORTUNITY.A ltærra 


NURSES 


Several positions are now available in Red Deer, Alberta, at the Miche- 
ner Centre, a facility for the care, training and rehabilitation of the 
developmentally handicapped. Responsibilities include general duty on 
nursing units, participating in residential programming, and providing 
supervision for non-professional staff. 
Qualifications: Gradu.ate from an approved School of Nursing and eligi- 
ble for nursing registration in Alberta. 


Salary $11,748 - $13.812 (Currently under review) 


Competition No 9184-9 To remam open until suitable candidates have 
been selected. 


Please submit completed application forms to: 
Mr. H.L. Maki 
Personnel Administrator 
Michener Centre 
Box 5002 
Red Deer, Alberta, T4N 5H1 



54 


Wish 
ere 


'1 
-- 


:J I' . 
-: 
"'3 


:=" 


...in Canada's 
Health Service 


Medical Services Branch 
of the Department of 
National Health and Welfare employs some Ij()() 
nurses and the demand gro
s eve!) da). 
Take the North for example. CommunIty Health 
Nursing is the major role of the nurse in bringing health 
services to Canada"s Indian and Eskimo peoples. If you 
have the qualificalions and can carry more than the 
nomlalload of responsibility... 
h) not find out more? 
Hospital Nurses are needed too in some areas and 
again the North has a continuing demand. 
Then there is Occupational Health 
ursing which in- 
cludes counselling and some treatment to federal public 
servants. 
You could 
 ork in one or all of these areas in the 
course of your career. and it is possible to ddvance to 
senior positions. In addition. there are educational 
opportunities such as in-service training and some 
financial support for educational leave. 
For further infomlation on an\. or all. of these career 
opportunities. please contact thé Medical Services 
office nedrest you or 
 rite to: 


........, 
Medical Services Branch I 
Department of National Health and Welfare 
Ottawa. Ontario K 1 A Ol3 
I 
I 
I 
w. tare Sante et Blen-etre socIal I 
Canada 
...., 


Name 


. . dress 


Prev 


.. 
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VICE PRESIDENT - NURSING 


Applications are invited for the position of 
Vice-President Nursing, Toronto General Hospital. 


The Position: 
As a member of the Hospital's top-management team this 
position requires a nurse with innovative qualities and 
ability to organize, delegate and direct the work of others 
within the Hospital's Nursing Service. 
The applicant we seek will be prepared to carry forward 
advanced concepts of nursing administration now in place 
and add new initiatives based upon sound research and 
planning. 


Qualifications: 
Ability to register in the Province of Ontario is required. 
Preference will be given to candidates with advanced 
post-graduate preparation in nursing administration 
and/or equivalent. Demonstrated success in previous 
senior management posts is an essential pre-requisite. 


Apply in writing to: 
President 
Toronto General Hospital 
101 College Street 
Toronto, Ontario 
M5G 1 L7 
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Keel)S 
hinl drier 


Instead of holding 
moisture, Pampers 
hydrophobic top sheet 
allows it to pass 
through and get 
<<trapped" in the 
absorbent wadding 
underneath. The inner 
sheet stays drier, and 
baby's bottom stays 
drier than it would in 
cloth diapers. 


, 30 

 


Saves 
"Oll tillle 
... 
Pampers construction 
helps prevent moisture 
from soaking through 
and soiling linens. As a 
result of this superior 
containment, shirts, 
sheets, blankets and 
bed pads don't have to 
be changed as often 
as they would with 
conventional cloth 
diapers. And when les
 
time is spent changing 
linens, those who take 
care of babif' have 
more time to spend on 
other tasks. 
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Agood move for cholesterol 
_ concerned patients_ 
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...is to Fleischmann's Margarine and Egg Beaters. 


Egg Beaters, the anti-cholesterol 
eggs. 
The average large egg contains 275 mg. 
of cholesterol. It's the single highest source 
of cholesterol in man's diet. By replacing 
egg yolks with corn oil and a vitamin/ 
mineral fortified nutrient, we've reduced 
the cholesterol content of eggs by 98%. Yet 
Egg Beaters look, cook and taste like fresh 
farm eggs. They're versatile and delicious. 
Egg Beaters. Even cholesterol patients 
can eat them every day. 
In your grocer's freezer 
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Tell your patients about 
polyunsaturates. 
Because Fleischmann's Margarine is made 
from 100% corn oil, it has a very high poly- 
unsaturate level-40%, and only 18% saturates. 
A very sensible choice for patients with 
cholesterol problems. Incidentally, when you 
recommend Fleischmann's for its health 
benefits, they'll thank you for the 
taste! Fleischmann's. We make all 
our margarine with 100% corn oil. 
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Special give-aways to help 
your patients. 
Please send me at no extra charge: 
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Name: 


Address: 


. _ Eng. copies _ Fr. copies 

 "Cooking with Egg Beaters" 
,'<:', 
. --': _ Eng. copies _ Fr. copies 
"Cholesterol, Calorie, 
, Sodium Calculator" 
Fleischmann's. Consumer Service Division, The Business Center. Toronto Eaton Center. 
P.O. Box 504. Suite 104. 220 Yonge Street. Toronto. Ontario. M5B 2HI 


City: 


Postal 
Code: 


Province: 


CN-77-l2 
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La RibUo.thèque 
Université d'Ottawa 
Echéance 


The LibJr.My 
University of Ottawa 
Date Due 


8 8 2 5 1983 
2 3 198. 
OCT 1 3 1985 
DCT 1119B 



U d 'j of Ottawa 
./tJ/tll. I //:/ /:,lIlfJiU ./ 
39003008724527 




